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The  early  detection  of  hearing  loss  is  essential  to  normal  physical  and  psychologic  development 
in  childhood.  This  paper  reviews  causes  of  impairment  in  hearing  as  well  as  the  means  of 

management. 

PEDIATRIC  OTOLOGY* 

MICHAEL  E.  GLASSCOCK,  III,  M.D.f 


Hearing  Loss 

One  of  the  first  symptoms  of  any  form  of 
ear  disease  is  hearing  loss.  There  are  3 
basic  types:  (1.)  conductive,  (2.)  sensori- 
neural, and  (3.)  mixed 
The  types  of  hearing  loss  are  best  ex- 
plained by  reviewing  the  anatomy  and 
physiology  of  the  ear  (Fig.  1).  The  ear  is 
divided  into  3 parts: 


Fig.  1.  Anatomy  of  the  Ear — Diaphragmatic 
sketch  of  the  normal  ear. 

(Courtesy  of  the  Los  Angeles  Foundation  of 
Otology.) 

(1)  external  ear  (auricle  and  external 
ear  canal) ; (2)  middle  ear  (ear  drum,  mal- 
leus, incus,  stapes,  tympanic  cavity,  eusta- 
chian  tube  and  mastoid  cavity) ; and  (3) 
inner  ear  (cochlea,  3 semicircular  canals,  in- 
ternal auditory  canal  with  statico-acoustic, 
cochlear  and  facial  nerve) . Sound  waves 
are  collected  by  the  auricle  and  directed 
through  the  external  auditory  canal  where 

*Read  at  the  joint  meeting  of  the  Tennessee 
Pediatric  Society  and  the  Tennessee  Academy  of 
Otolaryngology,  April  11,  1970,  Memphis,  Tenn. 

fFrom  the  Department  of  Otolaryngology, 
Vanderbilt  University,  Nashville,  Tenn.  37203. 


they  strike  the  ear  drum.  The  drum  head 
vibrates  at  a corresponding  frequency 
and  this  in  turn  activates  the  ossicular 
chain.  The  stapes  lying  in  the  oval  window 
energizes  the  perilymphatic  fluid  of  the 
cochlea,  which  in  turn  stimulates  the  organ 
of  Corti.  The  nerve  endings  of  the  acoustic 
nerve  are  then  activated  and  impulses  are 
sent  to  the  cerebral  cortex  via  the  auditory 
nuclei  in  the  brain  stem. 

The  location  of  a given  ear  lesion  de- 
termines the  type  of  hearing  loss  it  pro- 
duces. 

Conductive  Hearing  Loss.  This  is  the  re- 
sult of  interference  with  the  conductive 
mechanism  of  the  external  or  middle  ear. 
Examples  would  include  excessive  cerumen 
in  the  ear  canal,  loss  of  the  ear  drum,  fixa- 
tion of  the  ossicles,  or  fluid  in  the  cavity  of 
the  middle  ear. 

Sensorineural  Hearing  Loss.  This  type  is 
better  known  as  nerve  or  perceptive  deaf- 
ness. The  difficulty  lies  in  the  inner  ear, 
acoustic  nerve  or  central  pathways.  Ex- 
amples of  this  type  of  hearing  loss  are 
congenital,  drug  toxicity,  or  of  bacterial  or 
viral  origin. 

Mixed  Hearing  Loss.  This  is  a rare  type 
of  hearing  loss  in  which  there  is  a combina- 
tion of  a conductive  and  sensorineural 
lesion.  This  type  of  problem  is  sometimes 
seen  with  chronic  otitis  media  and  in  some 
forms  of  congenital  deafness. 

Early  Detection  of  Hearing  Loss 

Early  detection  is  very  important  to  a 
child’s  normal  development.  There  are 
many  pilot  projects  being  conducted  across 
the  country  in  which  children  are  being 
tested  while  still  in  the  newborn  nursery. 
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However,  there  is  no  concrete  evidence  that 
this  type  of  testing  will  ever  become  a 
practical  clinical  tool.  The  physician’s  best 
aid  in  early  detection  of  hearing  loss  usu- 
ally is  the  child’s  mother.  A child  that  does 
not  turn  his  head  on  command,  and  who 
does  not  begin  to  say  a few  words  by  the 
time  he  is  a year  old  should  be  suspected  of 
having  some  type  of  hearing  impairment. 
These  children  should  be  referred  to  an 
otolaryngologist  who  in  turn  will  send  them 
on  to  a hearing  and  speech  center  for  evalu- 
ation. A fairly  accurate  determination  of 
hearing  can  be  made  in  very  young  chil- 
dren. The  importance  of  early  detection  of 
hearing  loss  is  to  be  able  to  fit  the  child 
with  a hearing  aid.  A 10-month-old  baby 
with  a severe  sensorineural  hearing  loss 
can  be  fitted  with  a hearing  aid  and  will 
progress  much  more  satisfactorily  than 
without  one.  Such  children  will  require 
special  schooling  at  about  3 years  of  age  in 
addition  to  the  hearing  aid. 

Hearing  Tests 

Tuning  Forks.  The  simpliest  type  of  hear- 
ing test  may  be  performed  with  a tuning 
fork.  Much  information  about  an  individ- 
ual’s hearing  can  be  learned  from  two  basic 
tests,  the  Weber  and  Rinne.  A 512  cps  alu- 
minum alloy  fork  is  the  one  of  choice. 

Weber  Test.  A child  is  seen  in  the  office 
complaining  of  a hearing  loss  in  the  right 


Fig.  2.  Weber  Test — This  will  lateralize  to  the 
ear  which  has  conductive  loss  or  away  from  the 
ear  with  nerve  deafness. 


ear.  One  strikes  the  fork  evenly  and  places 
the  heel  of  the  instrument  on  the  forehead 
at  the  base  of  the  nose  (Fig.  2).  With  a 
conductive  loss,  the  child  will  hear  the 
sound  best  in  the  right  ear.  A sensorineural 
loss  in  the  right  ear  will  cause  the  patient 
to  hear  the  tone  best  in  the  left  ear. 

Rinne  Test.  Once  the  Weber  test  has 
lateralized  the  defect,  the  Rinne  test  will 
confirm  whether  the  involved  ear  has  a 
conductive  or  sensorineural  hearing  loss. 
One  strikes  the  fork  again  and  this  time 
holds  the  heel  against  the  mastoid  process, 
and  asks  the  patient  if  the  tone  is  heard 
(Fig  3).  On  a positive  reply,  the  fork  is 


Fig.  3.  Rinne  Test — The  tuning  fork  is  held 
over  mastoid  corresponding  to  bone  conduction. 


quickly  brought  anterior  to  the  auricle 
with  the  question  whether  the  tone  is 
louder  behind  the  ear  or  in  front  of  the  ear 
(Fig.  4).  A tone  heard  loudest  behind  the 
auricle  (bone  conduction)  indicates  a con- 
ductive loss  while  a tone  heard  best  in  front 
of  the  auricle  indicates  a sensorineural  loss. 
Without  lateralization  of  the  Weber  test, 
hearing  better  by  air  conduction  does  not 
necessarily  mean  a sensorineural  hearing 
loss  is  present.  The  normal  ear  hears  better 
by  air  conduction  also. 

Audiometry.  A more  specific  method  of 
testing  hearing  uses  the  audiometer,  an 
electronic  device  for  generating  sound 
levels  at  specific  intensities  (Fig.  5) . The 
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Fig.  4.  Rinne  Test — When  the  fork  is  held  in 
front  of  ear  corresponding  to  air  conduction. 


Fig.  5.  Audiometry — A method  of  testing  hear- 
ing using  a sound  proof  room  and  clinical  audi- 
ometer. 


audiometer  uses  the  same  principal  of  com- 
paring air  conduction  to  bone  conduction, 
but  instead  of  using  only  one  frequency 


(512)  a whole  range  of  frequencies  is 
plotted  on  a graph  (audiogram)  from  250 
Hz  to  8,000  Hz.  In  addition  to  testing  fre- 
quency, it  is  possible  to  calibrate  the  amount 
of  hearing  loss  at  any  given  frequency  and 
record  this  in  decibels.  Therefore,  with  the 
audiometer  it  is  possible  to  say  there  are  x 
decibels  of  hearing  loss  at  250  Hz,  500  Hz, 
etc.  for  both  bone  and  air  conduction. 

The  plotted  graph  shows  a conductive 
hearing  loss  with  bone  conduction  better 
than  air  conduction  (Fig.  6,  right  ear)  and 


RIGHT  EAR  LEFT  EAR 

f«£qoency  Cvcuta  Per  Second  F*««uency  in  Crete*  Pc*  Second 

250  500  1000  2004  4000  8000  250  500  1000  2000  4000  8000 


Fig.  6.  Audiogram — Right  ear,  conductive  loss; 
left  ear,  sensorineural  (nerve)  loss. 


a sensorineural  hearing  loss  with  the  two 
equal  (Fig.  6,  left  ear).  Tuning  fork  test 
and  an  audiogram  are  integral  parts  of  the 
otologic  examination  of  any  child  old 
enough  to  respond  to  the  stimulus.  The 
State  of  Tennessee  has  an  excellent  pro- 
gram for  detecting  hearing  loss  in  school 
children. 

Conductive  Hearing  Loss  in  Children 

A conductive  hearing  loss  occurs  when 
there  is  interference  in  the  conducting 
mechanism  of  the  external  or  middle  ears. 

Serous  Otitis  Media — One  of  the  most  com- 
mon causes  of  conductive  hearing  loss  in 
children  is  serous  otitis  media. 

(1)  Etiology.  Malfunction  of  the  eusta- 
chian  tube  accounts  for  most  instances  of 
serous  fluid  in  the  middle  ear.  This  mal- 
function is  due  to  adenoid  obstruction  with 
chronic  infection  and/or  nasal  allergy.  An 
exception  occurs  in  children  with  cleft 
palate  who  have  nonfunctioning  eustachian 
tubes  due  to  the  palatal  defect. 

Chronic  obstruction  of  the  eustachian 
tube  traps  air  in  the  middle  ear  cavity 
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where  it  is  absorbed  by  the  lining  mucosa. 
The  resulting  negative  pressure  results  in  a 
clear  fluid  (transudate)  being  excreted  into 
the  cavity.  There  are  instances  in  which 
secreting  mucosa  is  found  in  the  middle  ear. 
Usually  due  to  allergies,  this  mucosa  ac- 
tually will  produce  a thick  mucoid  fluid  in 
the  presence  of  a patent  and  functioning 
eustachian  tube. 

(2)  Diagnosis.  The  presence  of  serous 
fluid  in  the  middle  ear  is  commonly  over- 
looked. The  ear  drum  usually  is  intact  and 
normal  in  appearance.  There  may  be  a 
characteristic  yellow  appearance  and  oc- 
casionally there  is  an  air-fluid  level.  In  a 
resolving  serous  otitis,  there  often  are  bub- 
bles of  air  present  in  the  fluid.  The  long 
standing  case  is  likely  to  show  a blue  re- 
tracted ear  drum  with  a shortened  and 
whitish  malleous  handle.  Often  the  drum 
head  appears  perfectly  normal.  The  most 
accurate  method  of  diagnosing  serous  fluid 
in  the  middle  ear  is  by  use  of  a pneumatic 
otoscope  (Fig.  7) . After  inserting  the  specu- 
lum into  the  ear  canal  and  obtaining  an  air- 


Fig.  7.  Welch-Alien  Otoscope — A pneumatic  oto- 
scope can  be  used  by  use  of  rubber  bulb  at- 
tached to  the  nipple  on  side  of  chamber. 


tight  seal,  positive  and  negative  pressure  is 
applied  with  the  rubber  bulb  (Fig.  8) . The 
normal  ear  drum  will  move  back  and  forth 
freely,  while  the  drum  that  is  impaired  by 
fluid  will  appear  fixed  (Fig.  9) . 

A further  confirmation  of  the  diagnosis 


Fig.  8.  Positive  and  negative  pressure  in  ear 
canal  confirms  diagnosis  of  serous  fluid. 


Fig.  9.  Positive  and  negative  pressure  in  ear 
canal  confirms  diagnosis  of  serous  fluid. 
(Courtesy  of  Los  Angeles  Foundation  of  Otol- 
ogy.) 

can  be  obtained  by  using  the  routine  tun- 
ing fork  test  as  described  previously.  One 
would  expect  to  demonstrate  bone  conduc- 
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tion  greater  than  air  conduction  when 
serous  otitis  media  is  present. 

(3)  Treatment.  The  treatment  of  serous 
fluid  in  the  middle  ear  depends  upon  the 
etiologic  factors.  Nasal  allergy,  when  pres- 
ent, must  be  diagnosed  and  treated  with 
desensitization.  An  enlarged  and  chroni- 
cally infected  adenoid  mass  should  be  re- 
moved surgically.  Seldom  do  the  tonsils 
contribute  to  serous  otitis  media,  and  in  the 
presence  of  a negative  history  for  tonsillitis, 
the  tonsils  do  not  need  to  be  removed. 
Myringotomies  should  be  done,  at  the  time 
of  adenoid.ectomy  the  serous  fluid  removed 
and  a ventilating  tube  inserted  into  the 
tympanic  membrane  (Fig.  10).  The  venti- 


Fig.  10.  Treatment  of  serous  fluid.  Ventilation 
tube  in  the  posterior  and  inferior  quadrants  of 
ear  drum. 


lating  tube  allows  air  to  pass  freely 
through  the  tympanic  membrane  and  there- 
fore the  serous  fluid  will  not  reform. 
These  tubes  are  kept  in  place  for  3 to  6 
months.  During  this  time  the  nasal  aller- 
gy can  be  controlled  and  the  post- 
adenoidectomy  nasopharynx  can  heal.  By 
the  end  of  3 to  6 months,  the  patient’s  own 
eustachian  tube  should  be  able  to  ventilate 
the  tympanic  cavity  and  the  tubes  no  longer 
are  needed.  Hearing  returns  to  normal  im- 
mediately after  the  serous  fluid  is  removed 
from  the  middle  ear  and  the  ventilating 
tubes  are  put  into  the  ear  drum. 

There  are  more  complicated  forms  of  this 
disease  which  require  much  more  sophisti- 
cated management.  It  is  not  within  the 


scope  of  this  paper  to  discuss  all  of  the 
ramifications  of  serous  otitis  media.  In  sum- 
mary, it  would  not  be  fair  to  say  that  all 
cases  of  serous  otitis  media  respond  to  the 
treatment  outlined  here.  The  majority  will 
respond,  however. 

Acute  Otitis  Media. 

(1)  Etiology.  Probably  the  most  common 
ear  problem  seen  in  any  pediatric  practice 
is  acute  otitis  media.  The  eustachian  tube 
is  an  important  factor  here.  In  infants  the 
tube  is  straight  and  almost  at  right  angles 
with  the  nasopharynx.  There  is  ample  room 
for  direct  infection  of  the  middle  ear  from 
the  nasopharynx.  As  the  child  matures  and 
his  head  grows,  the  eustachian  tube  elon- 
gates, narrows,  and  finally  makes  an  angle 
of  approximately  45  degrees.  In  older  chil- 
dren, the  spread  of  infection  from  the 
eustachian  tube  probably  takes  place 
through  the  peri-eustachian  tube  lym- 
phatics. Most  instances  of  acute  otitis  media 
occur  in  association  with  an  upper  re- 
spiratory infection.  There  is  nasal  conges- 
tion associated  with  blockage  of  the  eusta- 
chian tube.  Serous  fluid  accumulates  in 
the  middle  ear;  this  transudate  is  an  excel- 
lent culture  medium.  Bacterial  contamina- 
tion of  the  serous  fluid  occurs  via  the  peri- 
eustachian  tube  lymphatics.  The  bacterial 
invaders  are  usually  Pneumococcus,  Strep- 
tococcus, Staphylococcus  or  Hemophilus  in- 
fluenzae. Acute  hemorrhagic  ottis  media 
(streptococcus) , sometimes  called  fulmigat- 
ing  otitis  media,  may  progress  so  rapidly 
that  the  ear  drum  may  rupture  2 hours  after 
the  process  has  started. 

(2)  Diagnosis.  Fever  (101-103  degrees), 
ear  pain,  and  a red  bulging  drum  head  are 
the  characteristic  signs  of  acute  otitis  media. 
A number  of  variations  can  and  do  occur. 

(3)  Treatment.  Parenteral  and/or  oral 
antibiotics  are  the  treatment  of  choice. 
There  is  some  argument  whether  myringot- 
omy is  necessary  in  this  day  of  antibiotics, 
and  there  are  two  schools  of  thought.  Most 
otolaryngologists  will  not  do  a myringotomy 
if  therapy  is  initiated  early  in  the  course  of 
the  disease.  Once  the  drum  head  is  bulging 
and  under  pressure,  most  otolaryngologists 
prefer  a controlled  myringotomy  in  the 
posterior  inferior  quadrant  to  a spontane- 
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ous  rupture.  A middle  ear  cavity  filled  with 
pus  is  much  like  any  other  abscess  in  the 
body  and  deserves  incision  and  drainage. 
One  common  mistake  in  the  treatment  of 
otitis  media  is  inadequate  antibiotic  ther- 
apy. The  child  should  be  treated  for  10  days. 
After  any  upper  respiratory  infection  or 
acute  otitis  media,  the  middle  ear  will  con- 
tain sterile  serous  fluid  for  two  or  three 
weeks.  With  normal  function  of  the 
eustachian  tube,  the  cavity  should  clear  it- 
self within  this  length  of  time. 

Chronic  Otitis  Media 

(1)  Etiology: 

(a)  Benign  Central  Perforation.  Most 
often  the  result  of  acute  hemorrhagic  otitis 
media,  the  resulting  central  perforation 
makes  the  ear  prone  to  repeated  infections 
(Fig.  11).  Each  time  the  child  has  an  upper 


Fig.  11.  Central  perforation  due  to  chronic  otitis 
media.  There  is  loss  of  the  ear  drum  and  the 
long  process  of  the  incus. 


respiratory  infection  or  accidentally  gets 
water  into  the  ear,  an  acute  infection  will 
occur.  Repeated  infections  and  granulation 
tissue  can  destroy  ossicles  and  will  occa- 
sionally erode  the  facial  canal  with  result- 
ing paralysis  of  the  face. 

(b)  Cholesteatoma.  This  is  a skin  cyst 
lying  in  the  middle  ear  cavity  and/or  mas- 
toid. There  are  three  types: 

(i)  Congenital.  When  suture  lines  are 
forming  in  the  embryo,  pieces  of  ectoderm 
are  sometimes  trapped.  Over  a period  of 
years,  these  develop  into  a cyst.  They  will 
be  seen  behind  an  intact  tympanic  mem- 
brane as  a pearly  white  mass.  They  may 
first  make  themselves  known  by  causing  a 


conductive  hearing  loss.  Occasionally  these 
pearls  will  occur  in  the  petrous  apex.  Inside 
the  skull,  they  are  known  as  epidermoid 
tumors.  As  the  cysts  enlarge,  they  eventu- 
ally rupture  through  the  ear  drum,  become 
infected,  and  are  indistinguishable  from  ac- 
quired cholesteatomas. 

(ii)  Acquired,  (a)  Primary  Acquired. 
The  same  malfunction  of  the  eustachian 
tube  that  leads  to  serous  otitis  media,  if 
allowed  to  persist  over  a long  period,  will 
cause  such  negative  pressure  in  the  tym- 
panic cavity  that  the  flaccid  portion,  of  the 
tympanic  membrane  becomes  invaginated 
into  the  attic  area  of  the  middle  ear  cavity 
(Fig.  12) . Once  this  becomes  a sac  of  skin, 


Fig.  12.  Cholesteatoma  seen  through  perforation 
in  pars  flaccida;  the  ear  drum  appears  intact.  This 
type  of  chronic  ear  disease  often  is  overlooked. 


it  begins  to  collect  desquamated  epithelium 
and  enlarges.  It  then  proceeds  into  the 
mastoid  antrum  and  back  into  the  mastoid 
cavity,  (b)  Secondary  Acquired.  This  usu- 
ally is  the  result  of  acute  otitis  media  that 
ruptured  spontaneously  near  the  margin  of 
the  ear  drum  (one  reason  for  doing  a myr- 
ingotomy). Most  often  these  occur  in  the 
posterior  superior  quadrant.  As  the  drum 
head  attempts  to  heal  itself,  squamous 
epithelium  migrates  over  the  bony  margin 
into  the  attic,  the  antrum,  and  finally  into 
the  mastoid  cavity.  As  the  sac  fills  with  des- 
quamated epithelium,  it  begins  to  enlarge. 
These  ears  almost  always  are  infected  and 
drain  constantly.  An  osteolytic  enzyme  pro- 
duced by  the  cholesteatoma  erodes  bone, 
thereby  destroying  ossicles,  the  labyrinth, 
exposing  the  facial  nerve,  dura,  etc. 
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Cholesteatoma  whether  it  be  congenital, 
primarily  or  secondarily  acquired  must  be 
considered  a potentially  lethal  condition. 

(2)  Treatment: 

(a)  Medical.  Chronic  otitis  media  is  a 
localized  process  confined,  as  a rule,  to  the 
middle  ear.  Aural  hygiene  and  antibiotics 
locally  (drops  or  powder)  is  the  treatment 
of  choice.  Antibiotics  systemically  are  not 
indicated  unless  there  is  a superimposed 
acute  infection  with  complications,  such  as 
extension  into  the  mastoid  process.  For  local 
treatment  to  be  effective  the  ear  must  be 
cleansed  of  all  debris  and  purulent  material. 
In  the  office,  the  most  effective  way  to  do 
this  is  with  a small  suction  tip  and  a soft 
tipped  cotton  applicator.  Once  this  is  ac- 
complished, the  antibiotics  can  be  instilled 
into  the  ear.  Figure  13  shows  an  office  treat- 


Fig.  13.  Office  Equipment.  Suction  tip,  cotton  ap- 
plicator used  in  office  management  of  otitis 
media. 


ment  set  containing  suction  tip,  cotton  ap- 
plicator, and  a powder  blower  with  a mix- 
ture of  chloramphenicol  (Chloromycetin), 
sulfadiazine,  and  amphotericin  B (Fungi- 
zone) . This  powder  combination  is  quite 
effective  for  local  treatment.  At  home,  the 
patient  is  instructed  to  clean  his  own  ear 
before  instilling  drops  or  powder  into  the 
ear.  This  is  accomplished  by  freely  douch- 
ing the  ear  with  1%  acetic  acid  with  a small 
rubber  bulb  syringe.  The  debris  and  puru- 
lent material  are  washed  from  the  ear  al- 
lowing the  medication  free  access  to  the 
infected  tissue  of  the  middle  ear. 

(b)  Surgical.  The  ear  with  a benign 
central  perforation  will  frequently  become 
infected  due  to  contamination  with  water, 
etc.  When  this  occurs,  the  ear  usually  will 
respond  to  the  medical  treatment  just  out- 


lined. Since  children  lead  such  active  lives, 
it  usually  is  recommended  that  the  perfo- 
ration of  the  drum  head  be  repaired  by  the 
operative  procedure  known  as  myringo- 
plasty. If  the  ossicles  are  destroyed,  they  are 
repaired  at  the  time  of  operation,  the  opera- 
tion known  as  a tympanoplasty.  Hearing 
may  be  restored  by  ossicular  repositioning 
(removing  the  damaged  incus  and  trans- 
posing it  to  the  head  of  the  stapes,  figures 
14  and  15) . This  allows  the  sound  waves 


Fig.  14.  Incus  removed  for  later  repositioning  on 
head  of  stapes. 


Fig.  15.  Incus  resting  on  head  of  stapes  will 
transmit  sound  directly  through  new  ear  drum  to 
stapes. 

to  go  directly  from  the  ear  drum  to  the 
incus  and  in  turn  to  the  head  of  the  stapes. 

While  repair  of  a benign  central  perfo- 
ration is  elective,  operation  for  any  type  of 
cholesteatoma  is  mandatory.  Squamous 
epithelium  within  the  tympanic  cavity  and 
mastoid  is  potentially  lethal  and  must  be 
removed.  Medical  therapy  will  sometimes 
control  the  infection  of  the  cholesteatoma 
for  varying  lengths  of  time,  but  nothing 
short  of  total  removal  of  the  epithelium  will 
cure  the  patient.  By  use  of  the  operating 
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microscope  and  new  techniques  of  tym- 
panoplasty, it  often  is  possible  to  remove 
the  cholesteatoma  and  still  preserve  the 
normal  anatomy  and  function  of  the  ear. 

Congenital  Deformities  of  the  Conductive 
Mechanism.  Stenosis  of  the  external  audi- 
tory canal,  lack  of  development  of  the  tym- 
panic membrane,  ossicular  abnormalities 
and  fixation  and  absence  of  the  middle  ear 
cleft  are  all  forms  of  congenital  defects  that 
may  result  in  a conductive  hearing  loss. 
Fortunately,  the  majority  of  defects  causing 
a conductive  loss  are  amenicable  to  correc- 
tive and  reconstructive  surgery. 

Foreign  Bodies.  Objects  placed  in  the  ex- 
ternal and  middle  ears  can  interfere  with 
sound  conduction.  A large  variety  of  foreign 
bodies  are  removed  each  year.  This  is  fairly 
common  and  an  easily  diagnosed  cause  of 
hearing  loss  in  children.  The  advert  of  keta- 
mine has  greatly  enhanced  the  removal  of 
foreign  bodies  from  the  ear  canal.  Sedation 
is  of  utmost  importance  when  removing 
objects  from  the  ear  since  the  procedure 
often  is  painful  and  damage  to  the  drum 
head  and  ossicles  can  occur  if  the  child 
moves.  Hearing  usually  is  restored  to  nor- 
mal with  removal  of  the  foreign  body. 

Sensorineural  Hearing  Loss  In  Children 

Sensorineural  hearing  loss  is  common  in 
children  and  is  not  correctable  by  medical 
therapy  or  surgical  intervention.  There  are 
two  main  categories  of  this  type  of  hearing 
loss,  those  of  congenital  origin  and  those 
acquired  after  birth. 

Congenital. 

Parental  Rubella.  German  measles  con- 
tracted by  the  mother  during  the  first  tri- 
mester of  pregnancy  may  be  responsible  for 
a sensorineural  deafness  in  the  newborn 
child.  The  impairment  may  range  from  a 
mild  to  total  loss  of  auditory  perception. 
Rubella  is  one  of  the  more  common  causes 
of  congenital  deafness.  Hopefully,  the  new 
vaccine  will  eliminate  this  cause  of  congen- 
ital hearing  loss. 

Drugs.  Ototoxic  drugs  taken  by  the 
mother  during  pregnancy  have  been  re- 
sponsible of  sensorineural  hearing  loss  in 
the  fetus.  An  example  of  this  was  the 
thalidomide  crisis  that  occurred  in  Europe. 


Any  ototoxic  drug  can  cause  deafness  in 
the  newborn  by  crossing  the  placental 
barrier. 

Developmental  Anomalies.  Agenesis  and 
malformations  of  the  cochlea  are  causes  of 
congenital  sensorineural  hearing  loss  that 
can  be  detected  by  x-rays  of  the  temporal 
bone.  Improper  development  of  the  organ  of 
Corti  and  of  the  central  auditory  pathways 
can  only  be  diagnosed  by  the  process  of 
elimination. 

Familial  Hearing  Loss.  Progressive  famil- 
ial hearing  loss  is  congenital  and  usually 
comes  on  in  childhood.  Three  forms  are  rec- 
ognized. Progressive  sensorineural  hearing 
loss  association  with:  (1)  retinitis  pigmen- 
tosa, (2)  progressive  renal  impairment,  and 
(3)  with  no  apparent  accompanying  ab- 
normality. Characteristically,  these  children 
will  have  normal  hearing  which  suddenly 
begins  to  deteriorate.  The  loss  may  progress 
rapidly  to  total  deafness.  There  are  forms  of 
the  disease,  however,  that  do  not  become 
apparent  until  late  in  adult  life. 

Acquired. 

Viral.  Any  viral  infection  of  the  coch- 
lea or  auditory  nerve  may  produce  a mild  to 
severe  sensorineural  hearing  loss.  The  most 
common  viral  infections  associated  with 
hearing  loss  are  mumps,  measles,  and  the 
influenza.  Fortunately,  in  most  instances, 
only  one  ear  is  involved. 

Bacterial.  Bacterial  invasion  of  the  inner 
ear  may  occur  from  an  acute  or  chronic 
otitis  media.  A total  loss  of  hearing  usually 
results.  Bacterial  meningitis  will  also  cause 
sensorineural  loss  and  is  most  common  bi- 
laterally— The  loss  may  be  due  to  damage 
to  the  auditory  nerves  or  to  invasion  of  the 
cochlea  by  the  organisms.  Prompt  detec- 
tion and  treatment  may  prevent  total  hear- 
ing loss. 

Drug.  Ototoxic  drugs  take  their  toll  each 
year.  Unfortunately,  these  drugs  often  are 
necessary  to  save  a child’s  life,  but  they 
should  not  be  used  indiscriminately.  As  a 
general  rule,  any  drug  that  must  be  given 
parenterally  to  be  effective  is  a potentially 
ototoxic  drug.  Examples  of  these  drugs  are 
streptomycin,  neomycin,  gentamycin  (Gar- 
amycin),  and  polymixin  B.  There  is  usually 
a correlation  between  dosage  and  the  sever- 
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ity  of  the  resulting  sensorineural  loss.  It 
must  be  remembered  that  renal  impairment 
increases  the  ototoxicity  of  any  drug. 

Tumor.  Any  child  with  a unilateral 
sensorineural  hearing  loss  should  have  x- 
rays  of  the  temporal  bone.  Tumors  such  as 
osteogenic  sarcoma,  Ewings  sarcoma  and 
undifferentiated  cell  carcinoma  have  been 
found  on  these  routine  examinations. 

Sudden  Hearing  Loss.  Unexplained,  sud- 
den sensorineural  hearing  loss  is  a medical 
emergency.  While  not  often  seen  in  chil- 
dren, it  does  occur.  The  etiology  is  not 
known  but  is  thought  to  be  the  result  of  a 
vascular  accident  of  some  type  in  the  inner 
ear.  Treatment  consists  of  vasodilators  such 
as  histamine  intravenously,  nicotinic  acid 
and  inhalations  of  5%  carbon  dioxide.  With 
this  regimen,  started  within  a few  days  of 
the  hearing  loss,  a small  percentage  will 
recover  serviceable  hearing.  This  becomes 
of  utmost  importance  when  the  attack  oc- 
curs in  an  only  hearing  ear. 

Otogenic  Facial  Paralysis  In  Children 

The  facial  nerve  takes  a long  and  com- 
plicated course  through  the  temporal  bone 
on  its  way  to  innervate  the  muscles  of 
facial  expression. 

Facial  paralysis  of  otogenic  origin  may 
be  divided  into  3 types:  (1)  injury  to  the 
nerve  at  the  time  of  otologic  surgery  or  due 
to  a fracture  of  the  temporal  bone;  (2)  ir- 
ritation with  swelling  of  the  nerve  due  to 
chronic  ear  disease  and  cholesteatoma;  or 
(3)  idiopathic  or  Bell’s  palsy. 

Traumatic  facial  paralysis  whether  iatro- 
genic or  due  to  a fracture  is  an  indication 
for  immediate  decompression  of  the  facial 
nerve  and  repair.  Through  recent  surgical 
innovations  it  is  possible  to  completely  de- 
compress the  facial  nerve  from  the  internal 
auditory  canal  to  the  stylomastoid  foramen. 
When  the  nerve  has  been  severed,  end-to- 
end  anastomosis  or  nerve  grafts  give  uni- 
formly good  results. 

Chronic  otitis  media  with  facial  paralysis 
is  an  indication  for  immediate  surgical  in- 
tervention. The  ear  should  be  operated  on 
without  delay  to  remove  pressure  and  in- 
fected material  from  around  the  facial 
nerve.  The  treatment  of  Bell’s  palsy  is  of 
frequent  debate.  There  is  much  misunder- 


standing concerning  the  surgical  treatment 
of  this  idiopathic  disease. 

In  the  literature,  the  statement  is  fre- 
quently made  that  in  85%  of  cases  there  is 
a return  of  function.  Careful  evaluation  of 
the  article  usually  will  show  that  the  author 
has  lumped  all  of  his  cases  together, — in 
other  words,  all  of  the  cases  of  partial  pa- 
ralysis with  those  of  total  paralysis.  This  is 
misleading  because  almost  100%  of  patients 
with  partial  paralysis  will  have  an  excel- 
lent return  of  function.  However,  in  the 
cases  of  total  paralysis  one  can  only  expect 
a satisfactory  return  of  function  in  50% 
and  in  20%  a very  poor  return. 

It  is  possible  with  some  accuracy  to  de- 
termine which  instances  will  do  well  and 
which  will  not.  A test  of  nerve  excitability 
performed  one  week  after  paralysis  is  a 
good  indicator  of  what  to  expect.  If  the 
nerve  can  be  stimulated  equally  as  well  as 
the  nonparalysed  side,  the  chances  of  re- 
covery are  excellent.  If  there  is  more  than 
3.5  ma  difference  in  the  2 sides,  there  is 
likelihood  of  a poor  recovery.  In  only  this 
type  of  case  should  operation  be  considered. 
Statistically,  this  group  accounts  for  a small 
percentage  of  the  cases  of  Bell’s  palsy  seen 
each  year. 

By  using  the  operating  microscope  and 
new  surgical  techniques,  it  is  possible  to 
decompress  the  nerve  without  injury.  It  is 
also  possible  to  preserve  the  normal  anat- 
omy and  function  of  the  ear.  The  complica- 
tion of  synkinesis  and  mass  movement  are 
greatly  reduced  by  early  decompression. 

Comment 

Pediatric  otology  is  a fascinating  and 
challenging  field  of  otologic  practice.  Early 
detection  and  treatment  of  ear  disease  in 
children  will  prevent  many  of  the  compli- 
cations that  were  once  so  prevalent. 

The  chronic  draining  ear  is  a potentially 
dangerous  condition  and  requires  concen- 
trated local  therapy  and  very  often  surgical 
intervention.  Cholesteatomas  always  re- 
quire surgical  removal  of  the  squamous 
epithelium. 

Establishing  that  a child  has  a hearing 
loss  at  a very  early  age  can  change  the 
course  of  his  whole  life.  In  sensorineural 
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losses  a hearing  aid  fitted  at  a very  early 
age  will  benefit  the  child’s  communication 
tremendously,  even  in  the  face  of  a severe 
loss.  Conductive  losses  are  often  correctable 
by  operation  and  the  child  can  expect  to 
lead  a normal  life. 

School  screening  audiology  is  a vital  and 
important  tool  for  detecting  early  hearing 
loss  and  ear  disease.  Above  all  one  should 
listen  to  the  mother  who  thinks  her  baby 
cannot  hear. 


Summary 

This  paper  reviews  the  types  of  hearing 
loss  and  how  hearing  is  tested.  The  etiology 
and  types  of  conductive  and  sensorineural 
losses  are  explained  and  some  of  the  com- 
mon problems  related  to  the  facial  nerve 
are  discussed.  The  cause  and  treatment  of 
chronic  otitis  media  and  serous  otitis  media 
are  covered  in  detail.  Each  subject  is  ex- 
plored in  regards  to  etiology,  diagnosis,  and 
treatment. 
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It  is  said  that  10  percent  of  the  population  at  some  time  in  life  have  problems  in  adjustment 
that  should  require  psychiatric  care.  The  author  points  out  the  reasons  why  the  usual  state  mental 
hospital  does  not  meet  all  of  these  needs.  Most  psychiatric  patients  can  be,  and  should  be  managed 
on  an  outpatient  basis  if  their  problems  are  recognized  sufficiently  early.  The  psychotropic  drugs 
have  contributed  in  large  degree  to  successful  management  on  an  ambulant  basis.  The  new  ob- 
jectives in  psychiatric  care  are  to  keep  patients  out  of  mental  hospitals  and  as  active  participants 

in  society. 

OLD  AND  NEW  TRENDS  IN 
COMMUNITY  MENTAL  HEALTH 

CHARLES  E.  GOSHEN,  M.D.*,  Nashville,  Tenn. 


Historical  Reviews 

It  is  traditional  in  Western  Christian 
Civilization  that  the  original  health,  welfare 
and  educational  services  supplied  to  the 
population  were  initiated,  founded  and 
organized  by  voluntary  efforts,  usually  un- 
der the  auspices  of  religious  denominations. 
As  the  social  usefulness  of  these  services 
became  manifest,  there  developed  a ten- 
dency for  governmental  agencies  to  take 
over  such  services,  or  occasionally,  when 
they  proved  profitable,  private  business 
interests  took  them  over.  When  this  trend 
developed  to  a marked  degree,  as  in  the 
United  States,  Great  Britain  and  the 
Scandinavian  countries,  the  religious  or- 
ganizations became  restricted  to  a narrower 
field  of  activity  in  public  affairs.  In  a few 
Western  countries  where  there  is  a domi- 
nant state  church,  the  church  sometimes 
has  remained  as  the  principal  health  and 
welfare  arm  of  the  nation,  frequently  sub- 
sidized from  tax  monies. 

The  prototypes  of  most  of  our  present-day 
health,  welfare,  and  educational  institutions 
were  originally  founded  by  religious  orders  and 
staffed  by  the  clergy.  This  is  true  of  universities, 
hospitals,  orphanages,  almshouses,  leper  colonies, 
social  service  agencies,  and  homes  for  the  aged, 
among  others.  Even  the  modern  day  penal  in- 
stitution was  originated  by  the  Catholic  Church 
during  the  late  Middle  Ages,  with  the  concept 
that  imprisonment  for  crime  could  lead  to  re- 
habilitation of  the  offender,  the  process  of  re- 
habilitation consisting  of  conversion  to  the  Faith. 

In  the  health  and  welfare  field  of  psychiatric 
care,  religious  groups  have  had  a decisive  in- 
fluence. What  was  probably  the  very  first  Euro- 
pean mental  hospital  was  founded  in  a Spanish 
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monastery  during  the  late  Middle  Ages,  during 
the  era  of  Spanish  ascendancy.  Its  social  use- 
fulness was  so  vividly  demonstrated  that  three 
or  four  other  similar  sanitaria  were  founded  in 
other  Spanish  monasteries  within  a few  years. 
The  first  French  mental  hospital,  still  in  exis- 
tence and  over  500  years  old,  was  operated  by 
the  Catholic  order  of  St.  Joseph.  The  first  English 
mental  hospital,  on  the  other  hand,  Bethlehem 
(often  called  Bedlam),  was  founded  500  years 
ago  by  the  city  of  London,  and  was  known  all 
over  the  world  for  the  frightful  and  inhuman 
conditions  which  prevailed  there,  in  sharp  con- 
trast to  the  commendable  reputations  enjoyed  by 
other  early  institutions,  and  perhaps  because  it 
was  an  exception  to  the  rule,  having  been  origi- 
nally a governmental  rather  than  religious 
agency. 

However,  the  first  major  reform  in  mental 
hospitals  occurred  in  England,  at  about  1790, 
when  a group  of  Quakers,  under  the  leadership 
of  William  Tuke,  founded  the  York  Retreat.  The 
Retreat  was  opened  for  the  care  of  mental  pa- 
tients, both  public  and  private,  in  an  attempt  to 
establish  a better  model  than  then  prevailed  for 
the  care  of  mental  patients.  It  was  operated  from 
the  beginning  along  lines  of  patient  manage- 
ment which  would  be  considered  reasonable  even 
today,  and  was  probably  more  progressive  160 
years  ago  than  fully  half  of  our  American  state 
hospitals  are  today.  The  impact  of  the  Retreat 
on  the  subsequent  course  of  events  was  enor- 
mous. People  from  all  over  the  world  visited 
there,  and  were  impressed  by  the  simple  and  hu- 
mane way  it  was  operated  and  returned  to  their 
own  countries  to  try  the  same  experiment.  Phil- 
lippe  Pinel  is  known  as  the  founder  of  modern 
phychiatry  in  France,  having  been  responsible 
during  the  French  revolution  for  liberating  men- 
tal patients  from  prisons  and  putting  them  in  hos- 
pitals, using  a minimum  of  restraints  in  patient 
management.  He  got  his  idea  for  doing  this  from 
a visit  to  the  Retreat.  In  1813,  Samuel  Tuke,  a 
grandson  of  William  Tuke  published  a book,  “A 
Description  of  the  Retreat  at  York.”  This  book 
was  widely  read  and  its  principles  put  into 
practice  elsewhere. 

At  least  3 hospitals  in  the  United  States  were 
built  during  the  early  1800’s  according  to  the 
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plan  set  forth  in  this  book.  Here,  the  first  general 
hospital  built  and  organized  to  care  for  psy- 
chiatric patients,  as  well  as  medical  and  surgical 
diseases,  was  the  Pennsylvania  Hospital  in  Phila- 
delphia. This  hospital  was  financed  and  built  by 
the  Quakers  of  the  city  and  is  still  in  existence. 
Its  Board  of  Governors  is  still  made  up  largely  of 
Quakers.  From  its  beginning  in  the  1750’s  to  the 
present  time,  the  psychiatric  section  of  the 
Pennsylvania  Hospital  has  served  as  a model  for 
other  American  institutions,  and  is  still  one  of 
our  principal  training  centers. 

Modern  Era 

Beginning  with  1850,  hospital  facilities 
for  mental  patients  rapidly  have  changed 
over  to  state  government  control.  Today, 
there  are  300  state  mental  hospitals,  with 
500,000  beds,  and  an  annual  admission  rate 
of  300,000.  They  are  all  almost  impossibly 
large,  with  an  average  capacity  of  1,500 
patients,  woefully  understaffed,  and  almost 
universally  enjoy  such  an  unsavory  reputa- 
tion with  the  communities  they  serve  that 
admission  to  these  hospitals  is  usually  a 
process  by  which  the  community  abandons 
the  patient.  Mental  hospitals  also  can  be 
profitable  when  they  are  designed  to  serve 
patients  who  are  better  off  financially.  Thus, 
there  is  a smaller  number  of  private  hos- 
pitals, about  200,  all  much  smaller  in  size 
than  the  state  hospitals,  having  a total  bed 
capacity  only  of  about  15,000  as  compared 
with  the  half  million  for  state  hospitals. 
Since  their  turnover  rate  is  much  better, 
they  have  about  a third  the  number  of  an- 
nual admissions  as  the  state  hospitals,  and 
yet  with  only  a tiny  percentage  of  the  num- 
ber of  beds.  A still  smaller  number  of  non- 
governmental hospitals  are  run  by  nonprofit 
organizations. 

It  cannot  be  said  that  the  assumption  by 
governmental  agencies  of  the  major  share 
of  mental  hospital  operation  has  turned  out 
to  be  a great  success.  The  quality  of  care 
offered  in  the  typical  state  hospital  is  far 
below  the  standard  of  care  we  expect  today 
in  our  general  hospitals,  for  instance.  The 
failure  is  not  due  to  lack  of  money,  for  2 
billion  dollars  a year  are  spent  in  building 
and  operating  the  state  hospitals.  Instead, 
the  failure  is  due  to  a vicious  circle  in 
which  a basic  shortage  of  trained  profes- 
sional personnel  results  in  the  hospitals 
earning  such  a poor  reputation  as  a desir- 


able place  to  work,  that  they  then  cannot 
succeed  in  recruiting  the  number  and  quali- 
ty of  personnel  needed  to  upgrade  their 
services  and  consequently  their  reputations 
as  attractive  places  to  work. 

The  Depression  Years  of  the  1930’s  ac- 
celerated the  decline  of  hospitals  by  the 
lack  of  funds  appropriated  for  their  opera- 
tion. Fortunately,  however,  there  existed 
one  factor  which  accrued  to  their  advantage 
then,  for  the  positions  in  these  hospitals  be- 
came more  eagerly  sought  after  then,  than 
before  or  since,  and  even  though  the  amount 
of  money  to  hire  the  number  of  personnel 
needed,  was  inadequate  they  were  able  to 
attract  a higher  grade  of  people  than  before. 

Following  the  Depression,  at  just  about 
the  time  when  the  hospitals  were  hoping 
to  get  on  their  feet  through  more  adequate 
monetary  appropriations,  World  War  II 
began,  and  robbed  the  hospitals  of  all  their 
young  people.  Personnel  shortages  became 
a problem  in  all  areas  of  the  country  during 
the  War,  but  there  probably  was  no  organ- 
ization which  suffered  as  much  as  did  the 
public  mental  hospitals.  The  unattrac- 
tiveness of  the  work  and  the  low  pay 
offered  little  competition  with  other  posi- 
tions available.  In  addition  to  the  problem 
of  numerical  shortages,  the  hospitals  were 
forced  to  assign  responsibilities  to  person- 
nel of  lesser  qualifications,  and  as  a result 
nurses  were  given  work  previously  done 
by  physicians  and  untrained  attendants 
were  given  nursing  responsibilities.  This 
downgrading  of  jobs  has  not  been  reversed 
since  the  War. 

Although  war  conditions  in  themselves 
did  not  bring  about  any  appreciable  in- 
crease in  the  demand  for  hospital  beds, 
there  was  a marked  tendency  for  more 
families  to  commit  patients  to  institutions 
because  their  own  wartime  activities  and 
living  conditions  interfered  with  their  abil- 
ity to  handle  the  more  difficult  members 
of  the  family,  especially  the  aged  ones.  The 
trend  toward  families  abandoning  their 
aged  members  to  mental  hospitals  has  con- 
tinued since  then,  as  a result  of  which  one- 
third  of  all  admissions  now  are  people  over 
age  65,  a disproportionate  share  of  the  aged 
in  the  general  population. 

During  this  period,  also,  governmental 
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leaders  and  agencies  were  preoccupied  with 
the  urgent  problems  of  war  and  its  civilian 
consequences,  leaving  the  problems  of  the 
mental  hospital  low  on  the  list  of  priorities, 
as  they  were  during  the  Depression  just 
preceding  the  War.  Legislative  neglect, 
therefore,  became  a burden  imposed  on  the 
hospitals  for  an  entire  generation.  The  dis- 
mal state  of  affairs  into  which  the  state 
hospitals  had  sunk  by  the  time  the  War 
was  over  was  highlighted  during  the  im- 
mediate post-war  era  by  a series  of  dra- 
matic newspaper  exposes  in  one  state  after 
another.  In  each  case,  vivid  and  sordid  de- 
scriptions of  neglect,  of  filth,  of  incompetent 
management,  and  cruelty  to  patients,  were 
brought  to  the  attention  of  the  public  and 
the  state  legislatures,  invariably  arousing 
the  public  indignation  to  demands  for  re- 
form. The  famous  “Snake  Pit”  story  of  that 
period  dramatized  the  conditions  of  one  of 
New  York  State’s  hospitals,  Albert  Deutch’s 
book  “The  Shame  of  the  States”  docu- 
mented the  story  in  an  objective,  profes- 
sional way.  Mike  Gorman’s  book  “Every 
Other  Bed”,  further  expanded  the  facts  in 
a fashion  which  offered  possible  solutions 
to  the  problem. 

The  New  Trends 

Meanwhile,  however,  new  things  have 
been  happening  elsewhere  in  the  world  of 
psychiatric  care.  In  the  past,  psychiatric 
care  was  confined  almost  entirely  to  the 
public  and  private  specialized  hospitals  for 
most  of  the  psychiatric  problems,  and  to 
a very  limited  degree  to  treatment  in  the 
private  psychiatric  office  for  a few  well- 
to-do,  sophisticated  people.  Until  re- 
cently, it  was  a common  assumption  that 
any  expansion  of  treatment  facilities  neces- 
sarily meant  the  building  of  more  or  bigger 
hospitals,  and  any  improvement  in  care 
necessarily  required  the  upgrading  of  the 
standard  of  care  in  those  hospitals.  During 
the  War,  however,  we  learned  something 
new.  Then,  we  psychiatrists  in  the  military 
services  were  confronted  with  the  problem 
of  handling  huge  numbers  of  psychiatric 
casualties  with  limited  numbers  of  trained 
personnel  and  without  special  physical 
facilities.  As  we  improved  our  methods  of 
managing  these  problems,  we  became  in- 


creasingly aware  of  something  which  should 
have  been  obvious  all  the  time,  namely: 
when  efforts  are  made  to  detect  and  treat 
psychiatric  problems  when  they  first  be- 
come evident,  and  not  to  wait  until  the 
patient  gets  to  the  end  of  his  “emotional 
rope,”  effective  rehabilitation  becomes  a 
much  simpler  process,  with  a small  ex- 
penditure of  personnel  time,  and  very  little 
needed  in  the  way  of  physical  facilities. 
Above  all,  it  was  found  that  early  active 
treatment  can  be  carried  out  while  the  pa- 
tient is  still  living  and  working  in  his  every- 
day environment  and  that  hospitalization 
often  is  not  necessary.  As  a matter  of  fact, 
we  found  that  hospitalization  often  did 
much  harm  by  encouraging  patients  to  be- 
come more  dependent,  a goal  which  gen- 
erally is  the  opposite  of  what  is  sought  in 
treatment. 

Since  the  War,  then,  there  has  been  a 
growing  movement  toward  the  development 
of  diagnostic  and  treatment  facilities  which 
can  be  offered  people  on  an  outpatient 
ambulatory  basis.  Slowly,  such  facilities 
have  grown  throughout  the  country  and,  as 
they  appear  in  various  communities,  it  is 
found  invariably  that  the  public  is  much 
more  willing  to  accept  this  kind  of  service 
than  hospitalization  in  public  mental  hos- 
pitals. Therefore,  it  never  fails  that  when 
the  service  of  a community  mental  health 
clinic  is  made  accessible,  the  demand  for 
service  quickly  utilizes  the  supply  available. 
Now,  prevention  of  institutionalization 
through  early  active  treatment  on  an  out- 
patient basis  has  become  a feasible  goal. 
Realizing  this  goal  will  require  the  de- 
velopment of  an  extensive  network  of  clinic 
facilities,  and  educating  the  public  to  seek 
help  early  in  the  evolution  of  their  difficul- 
ties. Until  this  goal  finally  is  achieved,  we 
will  continue  to  use  our  hospitals,  but  no 
longer  as  the  sole  resource  open  to  the 
public,  but  rather  as  only  a part  of  a wide 
spectrum  of  services  for  temporary  manage- 
ment of  transient  crises — the  major  em- 
phasis on  treatment  being  that  carried  out 
on  the  outside  near  the  patient’s  home. 

This  new  trend  in  treatment  services  is 
being  encouraged  and  supported  by  various 
important  sources.  The  Joint  Commission 
on  Mental  Health  and  Illness  issued  its  final 
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report  on  the  nation’s  mental  health  needs 
and  resources  in  a book  entitled  “Action  for 
Mental  Health,”  in  1959.  This  report  rep- 
resented the  consensus  of  45  different  pro- 
fessional organizations  representing  all 
groups  concerned  with  mental  health,  in- 
cluding the  voluntary  organizations,  various 
psychiatric  societies,  the  national  associa- 
tions of  psychologists,  social  workers  and 
nurses,  etc.  The  report  has  become  the 
“bible”  for  national  and  state  planning.  One 
of  its  urgent  recommendations  is  for  local 
community  based  and  community  supported 
facilities  freely  accessible  to  the  general 
public.  The  Congress  promptly  followed 
these  recommendations  by  appropriating 
money  for  grants  to  the  states  to  stimulate 
the  growth  of  community  mental  health 
centers.  Further  sources  in  reaching  these 
goals  now  depends  upon  each  community 
taking  local  responsibility  for  implementing 
the  recommendations.  The  communities 
which  have  already  done  this  usually  have 
been  the  larger  cities  which  have  an  ample 
supply  of  professional  personnel  who  not 
only  are  available  to  man  the  new  facilities, 
but  who  also  have  taken  a major  share  of 
the  leadership  in  launching  them.  Other 
smaller  communities  do  not  have  this  ad- 
vantage, and  so  leadership  must  come  from 
interested  members  of  the  lay  public,  from 
the  health  and  welfare  agencies,  the  schools, 
and  the  courts.  These  most  keenly  recog- 
nize the  need  for  local  services  since  they 
are  constantly  confronted  with  clients  hav- 
ing adjustment  problems,  the  forerunners 
of  later  psychiatric  disability.  The  non- 
psychiatric medical  societies  constitute  a 
particularly  appropriate  source  of  leader- 
ship. The  smaller  communities  cannot, 
however,  make  much  headway  in  develop- 
ing local  mental  health  services  without 
some  way  of  attracting  the  professional 
mental  health  personnel  (psychiatrists,  psy- 
chologists, social  workers)  who  do  not  cur- 
rently inhabit  their  communities,  but  are 
somewhere  else  working  or  completing 
their  training.  The  communities  which 
have  already  tried,  but  failed  to  develop 
local  services  have  encountered,  not  the 
obstacle  of  lack  of  money  which  is  most 
often  predicted,  but  the  obstacle  of  having 


no  resource  through  which  to  recruit  per- 
sonnel. 

In  the  past,  American  communities  uni- 
versally adopted  the  policy  of  using  public 
mental  hospitals  as  places  to  store  away 
from  ordinary  society  their  members  whose 
behavior  seemed  strange  and  difficult  to 
understand,  on  the  assumption  that  any 
behavior  which  was  incomprehensible  must 
necessarily  be  dangerous.  Although  ex- 
perience has  adequately  shown  that  strange 
behavior  is  not  necessarily,  and  only  rarely, 
dangerous  behavior,  these  assumptions  still 
hang  on.  A major  result  of  this  attitude 
has  been  that  when  people  are  sent  to 
mental  hospitals  the  community  and  the 
family  tend  to  abandon  them.  A vivid 
piece  of  evidence  of  this  tendency  was  re- 
vealed a few  years  ago  when  a survey  was 
made  of  the  patients  in  one  of  Pennsyl- 
vania’s state  hospitals.  It  was  found  that 
one-fourth  of  these  patients  had  not  had  a 
visitor  or  received  a letter  from  anyone 
during  the  previous  2 years.  In  another 
smaller  institution  in  New  England  it  was 
found  that  of  patients  who  had  been  hos- 
pitalized for  more  than  five  years,  one-third 
of  their  families  had  moved  out  of  the 
state  and  had  no  more  contact  with  the 
hospital.  Another  result  of  institutionaliz- 
ing people  results  from  the  universal  stigma 
which  becomes  attached  to  such  people 
when  they  return  home.  As  a result  their 
opportunities  for  employment  or  for  ac- 
ceptance as  friends  by  others  becomes  so 
seriously  impaired  that  they  find  major  ob- 
stacles to  making  their  way  again  outside 
the  hospital.  One  consequence  of  this  is 
highlighted  by  the  fact  that  30%  of  these 
patients  subsequently  are  re-admitted  to 
the  hospital,  and  each  re-admission  tends  to 
insure  the  possibility  of  their  staying  for 
life. 

If  the  theory  were  proven  correct  that  re- 
moving people  with  strange  behavior  from 
society  would  eliminate  the  problems  with 
which  society  has  to  contend,  then  there 
might  be  some  merit  in  the  policy  of  in- 
stitutionalization which  has  been  followed 
in  the  past.  The  theory  does  not  hold  up, 
however,  for  no  matter  how  many  people 
are  locked  up,  there  still  remains  the  same 
incidence  of  social  problems  which  existed 
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before.  For  instance,  it  has  never  been 
shown  that  imprisonment  has  had  the  effect 
of  reducing  crime.  Likewise,  institutionali- 
zation of  “strange”  people  does  not  have  the 
effect  of  reducing  the  incidence  of  social 
problems  such  as  school  maladjustments, 
school  drop-outs,  juvenile  delinquency, 
divorce,  illegitimate  children,  alcoholism, 
drug  addiction,  industrial  maladjustment, 
etc.  It  can  be  shown,  on  the  other  hand, 
that  direct  efforts  to  cope  with  these  prob- 
lems at  their  source,  with  adequate  guid- 
ance when  the  problems  are  small  in  na- 
ture, do  have  the  effect  of  reducing  the 
incidence  of  institutionalization. 

Soliciting  community  support  for  guid- 
ance services  might  have  some  degree  of 
effectiveness  if  presented  to  the  community 
as  a responsibility  it  has  for  its  more  un- 
fortunate members.  It  is  hoped  that  many 
people  will  give  support  on  these  moral 
grounds.  Not  many  people,  however,  can  be 
counted  on  to  respond  to  this  humane  ap- 
peal, for  many  are  having  difficulty  in  meet- 
ing their  own  problems  of  living  and  have 
very  little  sympathy  left  over  for  other 
people’s  problems.  There  is  another  type  of 
appeal  which  is  more  likely  to  enlist  sup- 
port from  these  people,  namely  on  the 
grounds  that  their  community  might  be- 
come a much  better  place  in  which  to  live 
if  facilities  were  available  to  help  people 
solve  their  adjustment  problems  when  they 
are  minor.  It  rarely  is  realized  by  the  pub- 
lic, and  is  probably  the  fault  of  we  profes- 
sionals in  not  informing  them,  that  our 
general  philosophy  of  treatment  is  based  on 
two  simple  objectives:  (1)  to  help  people 
live  more  harmoniously  with  each  other, 
and  (2)  to  help  keep  them  on  the  job  and 
be  productive.  Such  goals  clearly  are  in  the 
interest  of  all  members  of  the  community, 
and  many  people  benefit  each  time  we 
achieve  these  goals  with  a particular  patient 
or  client.  When  we  succeed  in  helping  to 
straighten  out  a boy  with  a behavior  prob- 
lem in  school,  for  instance,  we  help  make 
his  teacher’s  life  a little  more  contented,  we 
remove  a lot  of  stress  from  the  lives  of  the 
other  children  with  whom  he  associates,  we 
reduce  the  frequency  of  parents  squabbling 
over  their  children’s  quarrels,  etc.  Similar- 
ly, when  we  succeed  in  helping  repair  a 


broken  marriage,  we  contribute  toward 
making  the  neighborhood  of  the  family  a 
more  peaceful  one,  the  husband  becomes  an 
easier  man  with  whom  to  work,  the  children 
carry  fewer  problems  from  home  to  school, 
etc.  If,  on  the  other  hand,  we  professionals 
do  not  have  an  opportunity  to  help  people 
until  they  have  become  institutionalized, 
all  this  damage  has  already  been  done,  the 
patient  has  probably  lost  all  of  his  resources 
by  then,  and  there  is  very  little  future  for 
which  to  prepare  him. 

The  new  trend  in  mental  health  service, 
known  as  Community  Psychiatry  ap- 
proaches these  goals.  The  type  of  facility 
which  is,  perhaps,  most  frequently  referred 
to  under  this  title  is  a mental  health  clinic. 
The  National  Institute  of  Mental  Health  has 
offered  a definition  of  what  constitutes  a 
full-time  mental  health  clinic  as:  a clinic 
staffed  by  various  combinations  of  psychia- 
trists, psychologists  and  social  workers  who 
supply  at  least  100  hours  per  week  of  pro- 
fessional time,  of  which  at  least  20  hours  per 
week  are  contributed  by  a psychiatrist. 
Clients  served  by  such  a clinic  usually  are 
referred  there  after  first  having  consulted 
some  other  agency,  such  as  a private  phy- 
sician, a minister,  a school,  the  court,  the 
department  of  health  or  department  of  wel- 
fare of  the  county,  or  other  type  of  social 
service  agency.  The  reasons  for  referral  are 
almost  invariably  the  recognition  on  some- 
one’s part  that  the  client  or  patient  has  a 
significant  problem  in  adjusting  to  his  life 
and  community,  and  as  a result  of  this 
maladjustment  either  he  or  other  people 
suffer  significant  distress.  When  people’s 
problems  of  adjustment  are  very  personal 
and  affect  mainly  themselves,  they  are  more 
likely  to  seek  help  from  their  family  phy- 
sician or  minister,  who  might,  then,  make 
the  referral.  When  the  problem  also  affects 
other  people  in  significant  ways,  they  are 
likely  to  come  to  the  attention,  first,  of 
schools,  courts  and  social  work  agencies. 
The  different  professional  people  in  a typi- 
cal mental  health  clinic  formerly  served 
rather  distinct  functions,  the  psychiatrist 
dealing  directly  in  a one-to-one  relationship 
with  the  patient,  the  psychologist  mostly 
doing  testing,  especially  on  children,  and 
the  social  worker  dealing  expertly  with  the 
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family.  Recently,  however,  the  trend  has 
been  in  the  direction  of  all  participating  in 
direct  guidance  under  the  supervision  of  the 
psychiatrist.  The  usual  mental  health  clinic 
consists,  physically,  of  a group  of  ordinary 
offices,  and  can  be  housed  conveniently  in 
an  ordinary  office  building,  a converted 
residence,  the  outpatient  department  of  a 
hospital,  or  in  the  offices  of  a department  of 
health.  In  addition  to  the  professional  per- 
sonnel, there  is  required  only  secretarial 
help.  Frequently,  local  clinics  are  gov- 
erned by  their  own  independent  board  of 
directors  whose  function  is  to  establish 
policy,  recruit  personnel  and  provide  bud- 
getary controls.  The  director  or  administra- 
tor of  the  clinic  is  usually  the  senior  pro- 
fessional person. 

Another  major  and  standard  type  of  com- 
munity mental  health  resource  is  a psychi- 
atric service  of  the  community  general 
hospital.  Most  large  hospitals  in  the  larger 
cities  have  such  services;  thus,  of  the  8000 
general  hospitals  in  the  country,  10%  have 
independent  psychiatric  services.  Smaller 
hospitals  outside  the  larger  cities  seldom 
have  separate  psychiatric  services,  largely 
because  of  the  lack  of  private  psychiatrists 
in  the  area.  In  the  old  days,  the  intro- 
duction of  a special  psychiatric  service  in  a 
general  hospital  was  a rather  formidable 
undertaking  because  it  was  assumed  then 
that  very  special  physical  facilities  had  to 
be  created  for  it.  Today,  however,  this  is 
not  so  formidable  for  no  specialized  facili- 
ties are  deemed  necessary.  Any  part  of  a 
hospital  is  suitable,  and  in  many  cases,  no 
special  area  needs  to  be  set  aside,  for  any 
bed  or  room  can  be  used  for  the  purpose. 
It  is  necessary,  however,  to  have  specialized 
personnel,  and  this  means  chiefly  a psy- 
chiatric director.  Special  nursing  skills  are 
desirable,  but  are  probably  best  acquired 
by  on-the-job  training  of  nurses  already 
available.  For  large  services  with  average 
census  of  25  or  more,  it  is  desirable  to  offer 
occupational  therapy,  and  this  is  often  done 
with  volunteers  on  a part  time  basis.  At 
the  present,  a very  substantial  percentage 
of  the  patients  admitted  to  general  hospitals 
have  chiefly  psychiatric  problems,  but  be- 
cause of  the  absence  of  local  psychiatric 
consultation  or  sophistication,  they  are  not 


recognized  or  treated  as  such.  Some  have 
estimated  this  percentage  to  be  as  high  as 
35%.  When  a psychiatric  service  is  intro- 
duced into  a general  hospital  that  did  not 
previously  have  one,  essentially  the  same 
kind  of  patients  are  admitted  as  before,  but 
now  they  are  recognized  and  treated  as 
psychiatric  problems.  Usually,  this  has  the 
effect  of  reducing  the  number  of  unneces- 
sary laboratory  tests  and  operations. 

Another  type  of  community  facility 
which  is  rather  rare,  but,  nevertheless  very 
popular  (even  fashionable  in  some  places) 
is  the  Day  Hospital.  A Day  Hospital  at- 
tempts to  handle  the  type  of  patient  who 
would  otherwise  be  hospitalized,  and  at- 
tempts to  offer  a full  program  of  treatment 
and  activity  facilities  such  as  might  be 
found  in  a very  good  private  psychiatric 
hospital,  except  that  the  patients  spend 
only  6 to  8 hours  a day  up  to  five  days  a 
week  there,  going  home  the  rest  of  the  time. 
This  kind  of  program  can  do  all  that  an 
expensive  hospital  does,  but  is  not  encum- 
bered with  the  secondary  problems  of  hous- 
ing, feeding  and  housekeeping. 

School  guidance  programs  are  another 
type  of  community  facility  which  most  pro- 
gressive school  systems  have  already  de- 
veloped to  some  degree.  When  they  are 
well  staffed  and  well  supported,  they  offer 
both  positive  and  negative  types  of  guid- 
ance for  children,  the  former  being  that  of 
helping  ordinary  good  students  plan  their 
curricula  and  their  careers,  the  latter  being 
that  of  either  referring  or  treating  children 
with  school  adjustment  problems.  Even 
where  school  guidance  systems  are  well  de- 
veloped, however,  there  tends  to  be  a 
shortage  of  skills  in  the  actual  treatment 
phases,  and  another  source  to  which  to 
refer  problems  is  necessary. 

Courts  for  both  children  and  adult  daily 
encounter  serious  problems  of  adjustment 
for  which  there  is  rarely  any  resource  for 
help.  When  probation  departments  are 
staffed  with  trained  social  workers,  many 
of  the  problems  can  be  handled  by  them, 
but  it  is  also  desirable  to  have  either  psy- 
chiatric consultation  available,  or  a mental 
health  clinic  to  which  certain  problems  can 
be  referred. 

There  are  a number  of  different  social 
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service  agencies  which  offer  assistance  to 
clients  for  problems  in  adjustment,  includ- 
ing family  service  agencies,  adoption  agen- 
cies, planned  parenthood  agencies,  etc. 
When  staffed  with  trained  social  workers, 
most  of  the  commonplace  problems  can  be 
handled  adequately,  but  additional  re- 
sources for  referral  of  certain  kinds  of  prob- 
lems often  are  needed. 

Much  the  same  can  be  said  of  vocational 
rehabilitation  services.  These  agencies 
handle  occupational  adjustment  problems, 
and  when  trained  personnel  are  used  for 
staffing,  the  commonplace  problems  are 
managed  adequately,  but  a small  but  sig- 
nificant number  need  additional  psychiatric 
assistance. 

It  is  reasonable  to  estimate  that  in  any 
ordinary  American  community,  10%  of  the 
population  will  have  fairly  serious  prob- 
lems of  adjustment,  of  which  about  half 
each  year  will  seek  some  kind  of  help,  or  be 
brought  to  the  attention  of  some  official 
agency.  This  means  that  in  a community 
of  50,000,  about  5000  people  a year  will  be 
recognized  by  themselves  or  by  someone 
else  as  having  a problem  of  adjustment  for 
which  someone  else  might  conceivably  be  of 
help.  This  represents  a lot  of  people.  It  is 
more  than  the  number  of  women  who  have 
babies  each  year,  more  than  the  number 
who  are  arrested,  more  than  the  number 
who  have  appendicitis,  and  more  than  the 
number  who  are  unemployed,  etc.  It  would 
seem  fitting,  therefore,  that  as  much  atten- 
tion be  given  to  help  them  as  there  is  to 
help  others  deliver  their  babies,  remove 
appendices,  arrest  them,  or  help  them  find 
jobs.  The  consequences  to  the  community 
failing  to  do  one  thing  is  as  painful  as 
failing  to  do  any  of  the  other  things. 

The  Joint  Commission  on  Mental  Health 


and  Illness  recommended  in  its  report  that 
one  full-time  mental  health  clinic  (that  is, 
100  professional  man-hours  per  week)  be 
established  for  every  50,000  population,  and 
that  every  general  hospital  of  more  than 
100  beds  devote  10%  of  its  beds  to  a psy- 
chiatric service. 

The  biggest  problem  communities  face  in 
the  development  of  local  mental  health 
facilities  is  quite  different  from  what  they 
ordinarily  expect  it  to  be.  The  biggest  ob- 
stacle is  not  the  problem  of  raising  money, 
and  it  is  not  the  problem  of  enticing  the 
public  into  using  the  service  once  it  is  es- 
tablished. It  is,  instead,  as  indicated  before, 
the  problem  of  recruiting  professional  per- 
sonnel. Although  there  is  a scarcity  of 
psychiatrists,  social  workers  and  clinical 
psychologists  throughout  the  country,  the 
kind  of  positions  which  local  clinics  can 
offer  are  considered  attractive  and  are  quite 
popular.  This  is  in  contrast  to  the  problems 
which  the  state  mental  hospitals  have  in 
recruitment,  for  their  positions  are  not  con- 
sidered attractive  and  are  highly  unpopular 
among  the  professionals.  As  a result  of  this 
advantage  of  the  community  clinic,  recruit- 
ment is  not  a hopeless  endeavor,  but  know- 
ing and  having  available  the  channels 
through  which  to  do  this  is  not  ordinarily 
available  locally,  so  some  extra  resource  is 
needed  for  assistance.  These  resources  must 
usually  be  sought  for  outside  the  com- 
munity which  does  not  yet  have  local  facili- 
ties. The  State  Department  of  Mental 
Health,  the  National  Association  for  Mental 
Health,  regional  offices  of  the  U.S.  Public 
Health  Service  all  are  obvious  sources  of 
help.  In  addition,  consultation  with  medical 
schools  in  the  area,  or  with  established 
Community  Mental  Health  Centers  else- 
where could  prove  helpful. 
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Diuretic  Induced  Ototoxicity 
In  Preeclampsia* 

John  C.  Morrison,  M.D., 

Arthur  T.  Fort,  M.D.,  and 
Stewart  A.  Fish,  M.D. 

Memphis,  Tennessee 

Ethacrynic  acid  (Edecrin)  and  furose- 
mide  (Lasix),  two  potent  diuretic  agents, 
have  achieved  wide  use  because  of  their 
massive  natriuretic  effect  in  edematous 
conditions  and  relatively  few  toxic  effects. 
Recently  several  reports  have  been  pub- 
lished relating  ototoxicity  with  the  use  of 
high  levels  of  one  or  both  these  diuretics  in 
patients  with  diminished  renal  function. 
However,  the  description  of  hearing  loss 
secondary  to  these  agents  in  patients  with 
normal  renal  function  is  meager.  We  de- 
scribe here  a preeclamptic  patient  in  labor 
with  normal  renal  function  who  developed 
ototoxic  symptoms  with  relatively  high 
levels  of  these  medications. 

Case  Report 

A 22  year  old  secundigravida  at  36  weeks 
gestation  was  admitted  to  her  local  hospital  in 
active  labor.  She  was  found  to  have  generalized 
edema,  hypertension,  and  proteinuria,  the  sine 
qua  non  of  preeclampsia.  She  was  treated  ag- 
gressively with  300  mg  of  ethacrynic  acid  and 
180  mg  of  furosemide  as  well  as  antihyperten- 
sives and  sedatives  during  the  first  24  hours. 
After  delivery  she  excreted  4.8  liters  of  urine 
but  remained  edematous.  Therefore,  she  was 
given  100  mg  ethacrynic  acid  and  80  mg  furose- 
mide each  day  as  maintenance  therapy.  By  the 
5th  postpartum  day  the  patient  had  lost  28 
pounds  in  weight  but  showed  weakness,  lethargy 
and  irritability  and,  therefore,  was  transferred 
to  the  City  of  Memphis  Hospitals. 

During  admission  examination,  she  was  found 
to  have  extreme  muscle  weakness,  absence  of 
deep  tendon  reflexes  and  a sensory  neural  hear- 
ing loss.  Bone  conduction  exceeded  air  conduc- 
tion bilaterally.  The  patient  denied  vertigo  but 
described  tinnitus  during  the  last  3 to  4 days  in 
association  with  the  hearing  loss.  Laboratory 
evaluation  showed  a hypokalemic,  hypochlore- 
mic alkalosis  with  a creatinine  clearance  of  93 
ml/minute.  The  hearing  loss  and  tinnitus  dis- 
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appeared  4 days  after  replacement  of  potassium 
and  chloride  was  started. 

Discussion 

Before  the  reports  of  Schneider  and 
Becher1  neither  furosemide  nor  ethacrynic 
acid  was  considered  to  be  ototoxic.  These 
investigators  reported  a transient  sensory 
neural  hearing  loss  in  5 patients  treated 
with  ethacrynic  acid.  They  thought  the 
hearing  loss  was  due  to  a metabolite  of 
ethacrynic  acid,  a cysteine  adduct.  This 
product,  they  surmised,  would  be  retained 
in  high  levels  in  patients  with  significant 
renal  impairment  and  could  cause  damage 
to  the  cochlea.  Since  then  others  have  de- 
scribed similar  effects.2'5  All  of  these  pa- 
tients, however,  had  significant  renal  failure 
and  some  had  received  other  ototoxic 
drugs.2A5  All  these  reports  related  the 
hearing  loss  as  being  transient  except  one 
in  which  there  was  continued  impairment.3 
There  is  at  least  one  reference  to  tran- 
sient hearing  loss  induced  by  ethacrynic 
acid  in  which  the  patient  was  said  to  have 
no  renal  impairment.6 

Furosemide,  although  similar  to  etha- 
crynic acid  in  site  and  extent  of  diuresis, 
differs  in  its  structure.  The  adverse  effect 
of  this  drug  are  similar  to  the  thiazide  drugs 
to  which  furosemide  is  chemically  related. 
Although  several  large  series  reported  us- 
ing large  doses  of  furosemide  in  patients 
with  poor  renal  function,  no  ototoxic  ef- 
fects were  observed.  Only  recently  was  a 
report  of  ototoxicity  following  the  use  of 
this  drug  recorded.7  This  report  describes  a 
patient  who,  in  addition  to  having  marked 
renal  impairment,  received  5200  mg  of  fur- 
osemide intravenously  during  3 days  of 
treatment.  Therefore,  the  loss  of  hearing  ap- 
pears to  depend  on  two  things:  1)  the  status 
of  renal  function,  and  2)  the  amount  of  the 
drug  used. 

Our  patient  had  a normal  creatinine 
clearance  and  a normal  level  of  blood  urea 
nitrogen  on  admission  to  this  hospital.  This, 
however,  was  after  the  preeclampsia  had 
long  since  been  resolved.  There  is  some 
possibility,  therefore,  that  the  patient  may 
have  had  abnormal  renal  function  at  the 
time  when  the  diuretics  were  administered. 
The  toxemias  of  pregnancy,  certainly  in 
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their  fulminant  form,  can  cause  abnormal 
renal  function  and  even  structural  changes.8 
These  changes,  however,  are  usually  re- 
versible upon  cure  of  the  toxemic  state. 

It  is  conjectured  whether  the  hearing  loss 
was  due  to  the  large  amount  of  diuretics 
that  were  used,  the  renal  status  of  the 
patient,  or  a combination  of  both.  We  be- 
lieve the  latter  is  most  likely. 

It  is  also  impossible  to  delineate  which 
diuretic  was  at  fault,  but  the  level  of 
ethacrynic  acid  given  is  more  compatible 
with  the  hearing  loss  than  the  amount  of 
furosemide.  However,  since  they  were 
given  together  and  since  they  potentiate 
each  other  in  many  other  ways,  it  is  possible 
that  both  drugs  caused  the  hearing  loss. 

These  findings  demonstrate  the  danger  of 
giving  such  potent  diuretics  to  a patient 
with  normal  renal  function  or  one  with 
readily  reversible  renal  impairment  as  that 
found  in  preeclampsia.  It  is  hoped  that 
these  agents  will  be  reserved  for  the  cases 
in  which  a rapid  massive  diuresis  would  be 
lifesaving.  We  believe  that  only  in  very 
few  instances,  if  any,  would  the  patient 


with  uncomplicated  toxemia  of  pregnancy 

be  in  this  category. 
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Lung  Disease 
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This  68  year  old  patient  was  admitted  to  Bap- 
tist Memorial  Hospital  on  Aug.  10,  1968  because 
of  abdominal  pain.  This  was  described  as  sharp 
and  severe,  and  reached  major  intensity  soon 
after  eating.  The  most  severe  pain  was  located 
in  the  midepigastrium  and  radiated  to  his  back. 
There  was  also  dull  generalized  abdominal  pain. 
Nonspecific  medications  had  afforded  no  relief, 
and  the  discomfort  steadily  was  growing  worse. 

Patient  had  been  known  for  years  to  have 
asthma  and  obstructive  emphysema.  There  had 
been  intermittent  coughing  and  wheezing  since 
1938.  In  1942  he  was  admitted  to  a “TB  sanato- 
rium”— diagnosis  unknown.  In  1957  he  was  re- 
hospitalized there  and  was  said  to  have  a lung 
abscess.  He  remained  in  the  hospital  6 months 
at  that  time.  He  had  2 fractured  ribs  in  1966. 

In  1952  an  inguinal  node  was  removed  and 
the  patient  was  told  he  had  Hodgkin’s  disease. 
He  had  never  been  treated  for  this,  and  there 
had  been  no  further  evidence  of  it. 

He  had  smoked  heavily  for  51  years.  A sister 
had  diabetes  mellitus. 

Examination.  On  admission  the  T was  98.6°, 
P,  80,  R 30  and  BP  135/70.  He  was  normally 
developed  and  appeared  depressed.  There  were 
bilateral  cataracts.  The  AP  diameter  of  the  chest 
was  increased,  with  hyperresonance  to  percus- 
sion, moist  rales  in  left  base  and  rhonchi  in  right 
base.  The  heart  was  normal  and  without  mur- 
murs. There  was  notable  midepigastric  tender- 
ness with  mild  generalized  abdominal  tender- 
ness. No  masses  were  felt,  and  liver  and  spleen 
were  not  enlarged.  Bowel  sounds  were  normal. 
There  was  no  adenopathy.  Neurologic  examina- 
tion was  normal.  The  prostate  was  mildly  en- 
larged and  benign. 

On  Aug.  10,  the  HCT  was  38%,  Hgb  11.8  gm, 
WBC  count  7500  with  62%  PMN,  19%  lympho- 
cytes, 18%  monocytes,  1%  PME.  Red  cells  were 
slightly  hypochromic.  Urinalysis  was  normal. 


* From  the  Departments  of  Medicine  and  Pa- 
thology. Charles  F.  Dais,  M.D.,  Resident  Physi- 
cian, Department  of  Pathology,  Baptist  Memorial 
Hospital  and  Randolph  M.  McCloy,  M.D.,  At- 
tending Staff,  Department  of  Gastroenterology, 
Baptist  Memorial  Hospital,  Memphis,  Tenn.  38103. 


EKG  was  normal.  A gallbladder  Series,  G.I. 
Series  and  barium  enema  were  all  normal.  Chest 
x-ray  showed  multiple  large  bullae  in  each  lower 
lung  field,  many  of  which  contained  air-fluid 
levels  consistent  with  infected  areas.  A lateral 
film  showed  partial  collapse  of  the  right  middle 
lobe.  The  heart  was  normal. 

A chest  consultant  thought  the  patient  had 
bilateral  far-advanced  emphysema,  fibrosis,  and 
saccular  bronchiectasis  as  well  as  bronchial 
asthma. 

Sputa  for  acid  fast  bacilli  were  negative.  Dip- 
lococcus  pneumoniae  was  cultured  from  the 
sputum.  Fungus  smears  were  negative.  Culture 
grew  out  a rare  mycelial  element — no  further 
identification  available  in  chart — but  not  of 
clinical  significance. 

Amylase  was  75  BMH  starch  iodine  emits. 
FBS  was  126  mg  and  BUN  14  mg/100  ml.  His- 
toplasmin  skin  test  showed  1 cm  induration  and 
erythema  in  48  hours;  tuberculin  skin  test,  0.3 
cm  induration  in  48  hours  ( intermediate 
strength) . 

Hospital  Course.  He  remained  stable  as  the 
above  studies  were  done.  He  was  given  bronchial 
toilet,  penicillin  and  streptomycin,  but  continued 
to  have  epigastric  pain  and  tenderness. 

On  Aug.  20,  he  vomited  300  to  400  ml  of 
coffee-ground  material  with  some  bright  red 
blood  in  it.  He  also  had  some  hemoptysis.  His 
HCT  was  34.5%  and  Hgb  10.7  gm.  He  was  trans- 
fused and  placed  on  Sippy  diet,  antispasmodics, 
and  antacids.  Guarding  and  tenderness  in  the 
epigastrium  continued. 

His  condition  stabilized  after  these  measures, 
and  the  upper  GI  bleeding  ceased.  On  Aug.  25, 
he  suddenly  developed  weakness  of  the  right 
arm,  hand,  and  upper  leg.  A leg  carotid  arterio- 
gram was  negative.  Cerebral  embolism  was 
thought  most  likely,  with  infarction  in  the  in- 
ternal capsule.  On  Aug.  28,  it  was  noticed  that 
a “deep  vein  thrombosis  in  right  lower  extrem- 
ity” was  developing.  This  proved  to  be  a deep 
femoral  thrombosis.  He  continued  to  have  inter- 
mittent brisk  hemoptysis. 

On  Aug.  30,  the  condition  was  unchanged,  ex- 
cept for  more  tenderness  in  the  right  upper 
quadrant  “over  the  gallbladder  region.”  His  gen- 
eral condition  remained  poor  and  the  prognosis 
was  grave.  On  Aug.  31,  jaundice  was  noted; 
tenderness  persisted  in  the  RUQ.  On  Sept.  2,  the 
left  leg  became  cold  and  blue.  The  femoral 
pulse  was  weak;  no  other  pulses  described.  He 
appeared  terminal,  and  expired  a few  hours 
later. 

During  his  illness  serial  chest  films  showed  no 
particular  change  except  that  on  Aug.  30,  it  was 
noted  that  there  was  marked  clearing  of  the  in- 
filtrate in  the  left  lower  lobe.  He  was  afebrile 
during  most  of  his  hospital  course  with  occa- 
sional elevations  to  100°. 
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Clinical  Discussion 

PRESIDING:  DR.  J.  D.  Upshaw:  We  are 
very  happy  to  have  Dr.  Randolph  McCloy 
discuss  this  case  for  us  today. 

DR.  RANDOLPH  McCLOY:  This  case  is 
that  of  a 68  year  old  man  with  chronic 
obstructive  lung  disease  and  bronchiectasis 
who  entered  the  hospital  because  of  abdomi- 
nal pain.  His  course  was  one  of  progressive 
deterioration  characterized  by  increasing 
Abdominal  pain  and  tenderness,  upper  GI 
bleeding,  jaundice,  evidence  of  venous  and 
arterial  thromboses,  and  finally  death. 

It  is  my  feeling  that  his  underlying  lung 
disease  merely  represents  a chronic  debili- 
tating illness  and  had  no  direct  bearing  on 
his  death.  The  evidence  for  this  exists  in 
the  negative  sputum  examinations  with  the 
exception,  I believe,  of  a few  rare  mycelial 
elements  thought  to  be  of  no  clinical  sig- 
nificance. Furthermore,  the  pneumococcal 
infection  apparently  did  respond  clinically 
to  treatment  with  penicillin  and  there  was 
clearing  of  the  left  lower  lobe  infiltrate. 
Fungal  smears  and  smears  for  acid-fast 
bacilli  also  were  reportedly  negative.  So,  I 
wish  to  recognize  the  fact  that  this  patient 
did  have  a chronic  debilitating  illness,  that 
is  one  of  chronic  obstructive  lung  disease, 
but  I do  not  believe  it  contributed  directly 
to  his  illness  and  to  his  death.  I would  like 
to  make  a brief  comment  about  Hodgkin’s 
disease,  to  say  that  I think  this  also  has 
nothing  to  do  with  his  illness.  Sixteen  years 
before  this  admission  an  inguinal  node  was 
removed  and  he  was  told  he  had  Hodgkin’s 
disease  but  there  is  no  description  of  further 
lymphadenopathy  nor  further  evidence, 
clinically  or  by  x-ray,  of  Hodgkin’s  disease. 
I wish  also  to  mention  the  monocytosis  in 
his  peripheral  smear.  When  one  sees  this 
in  a patient  with  chronic  lung  disease  the 
possibility  of  tuberculosis  must  be  consid- 
ered. I think  we  cannot  exclude  this  diag- 
nosis without  having  a culture  telling  us  it 
is  negative;  however,  the  evidence  for  ac- 
tive tuberculosis  is  minimal.  We  are  told 
his  tuberculin  skin  test  showed  only  0.3  cm 
of  induration,  with  the  intermediate 
strength.  That  is,  to  me,  very  strong  evi- 
dence against  active  tuberculosis.  Monocy- 
tosis is  also  seen  in  Hodgkin’s  disease  but, 
as  I just  mentioned,  I do  not  think  there  is 


any  clinical  evidence  for  that.  Apart  from 
these  two  entities,  monocytosis  occurs  in 
other  types  of  infectious  disease,  such  as 
brucellosis,  subacute  bacterial  endocarditis, 
malaria,  other  types  of  protozoal  and  viral 
infections,  none  of  which  are  suggested  by 
the  information  available.  So,  for  the  time 
being  at  least,  I am  going  to  recognize  that 
he  had  monocytosis  and  state  that  I do  not 
have  a good  explanation  for  it.  I wish  to 
move  now  to  a discussion  of  the  abdominal 
pain,  but  before  doing  so,  I wonder  if  we 
might  look  at  his  gastrointestinal  x-ray 
studies.  I am  specifically  interested  in  the 
stomach  since  he  subsequently  developed 
gastrointestinal  bleeding. 

DR.  JAMES  L.  BOOTH:  The  stomach,  duo- 
denum and  duodenal  loop  appeared  to  be 
normal.  The  gallbladder  was  normal,  as  was 
the  colon. 

DR.  McCLOY:  Do  you  think  there  was  any 
widening  of  the  retrogastric  space? 

DR.  BOOTH:  On  the  lateral  view  there  does 
not  appear  to  be  any.  The  duodenal  loop 
appears  to  be  of  normal  size.  I do  not  see 
anything  suggestive  of  a pancreatic  lesion. 
The  colon  appears  to  be  normal.  I will  put 
the  chest  films  up  and  review  them.  When 
he  came  into  the  hospital  you  can  see  that 
he  had  a big  cystic  structure  in  the  left 
lower  lobe  with  a fluid  level;  another 
smaller  one,  also  in  the  left  lower  lobe,  has 
a fluid  level  and  one  in  the  right  lower  lobe 
with  a fluid  level.  There  is  one  with  just 
a very  small  amount  of  fluid  in  the  right 
lower  lobe  but  the  cyst  itself  was  about  5 
cm  in  diameter.  Notice  this  cyst  has  a very 
thin  wall  but  no  reaction  around  it  so  it 
would  appear  to  be  more  of  a cyst  than,  let 
us  say,  an  abscess.  An  abscess  always  has 
pneumonia  around  it  and  a rather  large 
amount  of  reaction,  so  this  suggests  chronic 
lung  disease  with  a large  number  of  cystic 
structures  and  some  emphysematous  bullae 
scattered  throughout.  Now  during  the 
course  in  the  hospital  there  seemed  to  be 
clearing  of  some  of  these  fluid  levels — you 
can  see  the  fluid  level  is  gone  here  though 
you  can  still  see  the  cysts.  They  are  still 
present  but  he  seemed  to  improve  as  time 
went  on.  I see  no  evidence  of  tuberculosis, 
nor  evidence  of  an  unusual  infiltrate.  The 
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heart  appears  normal  in  size  and  I see  no 
evidence  of  any  neoplasm. 

DR.  McCLOY:  No  hilar  adenopathy? 

DR.  BOOTH:  I see  no  hilar  adenopathy. 
DR.  McCLOY:  I wish  to  list  about  4 things 
that  are  suggested  to  me  by  the  description 
of  his  abdominal  pain.  He  had  epigastric 
and  midabdominal  pain  which  was  of  a 
dull  aching  nature,  made  worse  by  meals 
and  radiated  into  the  back.  There  are  sev- 
eral things  that  this  might  suggest.  The 
first  would  be  a gastric  ulcer,  a condition 
in  which  patients  frequently  complain  that 
food  aggravates  their  symptoms  and  the 
pain  may  radiate  into  the  back.  There  is 
no  evidence  by  x-ray  that  this  patient  had 
a gastric  ulcer  and,  even  though  he  sub- 
sequently had  evidence  of  upper  gastro- 
intestinal bleeding,  this  diagnosis  alone 
would  not  explain  all  of  his  symptoms. 

Obstruction  of  the  proximal  small  bowel 
is  another  condition  in  which  pain  may  be 
made  worse  by  eating.  However  the  pain 
usually  is  of  a cramping  nature  and  asso- 
ciated with  distention  and  nausea  and 
vomiting — none  of  which  are  described  in 
the  protocol.  Therefore,  the  evidence  for 
this  diagnosis  is  minimal. 

The  third  entity  to  consider  would  be 
ischemic  disease  of  the  gut,  also  referred  to 
as  “abdominal  angina”  or  “mesenteric 
vascular  insufficiency.”  Such  patients  very 
frequently  have  pain  which  is  more  or  less 
constant  but  which  is  definitely  aggravated 
by  eating.  Usually  they  have  lost  weight, 
complain  of  diarrhea  and  frequently  have 
other  evidence  of  vascular  disease.  It  is 
quite  possible  that  this  patient  had  some 
compromise  to  the  blood  supply  to  his 
bowel;  however,  without  other  definite  evi- 
dence of  vascular  disease  I think  we  cannot 
implicate  this.  The  other  thing  is  that  these 
patients  frequently  have  an  abominal  bruit 
which  is  not  described  in  our  patient. 

The  last  disease  to  consider  in  the  setting 
of  “pain-made-worse-by-eating”  is  carci- 
noma of  the  pancreas,  and  I think  that  after 
reading  the  protocol  the  first  time,  this  was 
the  first  diagnosis  that  came  to  my  mind. 
I must  say  that  after  reading  it  a number 
of  times,  other  diagnoses  had  to  be  consid- 
ered, but  this  remains  the  most  likely  in 
this  patient.  I might  mention  a few  figures 


relating  to  patients  with  carcinoma  of  the 
pancreas.  About  25%  have  some  abnor- 
mality of  carbohydrate  metabolism,  usually 
either  an  elevated  fasting  or  post-prandial 
blood  sugar  or  an  abnormal  glucose  toler- 
ance test.  About  one-third  of  patients  with 
carcinoma  of  head  or  body  of  the  pancreas 
have  evidence  of  systemic  thromboses.  In 
carcinoma  of  the  head  of  the  pancreas,  over 
90%  have  jaundice.  In  those  with  carcinoma 
of  the  head  of  the  pancreas  who  present 
with  jaundice,  there  is  about  “50-50”  chance 
of  having  hepatic  metastases  at  that  time  or 
obstruction  of  the  extrahepatic  bile  duct  by 
the  tumor.  Most  of  them,  of  course,  have 
lost  weight  and  have  the  typical  symptoms 
of  boring  or  aching  epigastric  or  midab- 
dominal pain  going  to  the  back,  frequently 
made  worse  by  eating  and  often  more 
severe  at  night.  One  other  point  I want  to 
mention  concerning  carcinoma  of  the  head 
of  the  pancreas  is  that  about  25%  have  a 
palpable  gallbladder. 

I wish  now  to  turn  to  the  problem  of 
systemic  venous  and  arterial  thromboses. 
He  had  evidence  of  a peripheral  throm- 
bophlebitis involving  the  ileofemoral  sys- 
tem. He  had  evidence  of  thrombosis  in 
the  left  femoral  or  left  common  iliac  artery, 
and  also  had  either  an  embolus  or  throm- 
bosis involving  his  left  carotid  system.  In 
addition,  upper  gastrointestinal  bleeding 
and  hemoptysis  occurred,  the  latter  prob- 
ably a sign  of  pulmonary  emboli.  There  is 
no  description,  however,  of  any  bleeding 
into  the  skin  or  from  sites  of  venipuncture. 
Considering  the  clotting  phenomena  which 
can  occur  in  a patient  with  cancer,  the  prob- 
lem of  consumption  coagulopathy  is  sug- 
gested. This  is  a problem  which  basically 
occurs  in  patients  who  have  cancer,  infec- 
tion (either  gram-negative  or  meningococ- 
cal) , or  in  women  with  abruptio  placenta  or 
amniotic  fluid  embolism.  It  also  occurs  in  a 
rare  type  of  leukemia  and  in  thrombotic 
thrombocytopenic  purpura  and  in  a syn- 
drome called  hemolytic  uremic  syndrome, 
mainly  in  patients  who  have  had  hemo- 
dialysis. Additionally,  consumptive  coagu- 
lopathy (or  probably  better  called 
disseminated  intravascular  coagulation — 
DIC)  also  occurs  after  bites  by  certain 
snakes  and  in  malignant  hypertension.  The 
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basic  pathophysiology  is  a tendency  to  form 
intravascular  thromboses.  Some  factor 
(e.g.  tissue  fluid,  snake  venom)  stimulates 
the  clotting  mechanism,  resulting  in  intra- 
vascular coagulation.  This  leads  to  con- 
sumption of  clotting  factors  and  a tendency 
to  bleeding.  A patient  may  have  either 
venous  and  arterial  thromboses  or  a hemor- 
rhagic diathesis,  or  both  simultaneously.  To 
investigate  this  disorder  one  needs  to  check 
platelets,  prothrombin  time,  partial  throm- 
boplastic  time  (Factor  V,  VIII)  and 
fibrinogen.  The  protamine  precipitation 
test  is  especially  helpful  in  differentiating 
the  syndrome  of  disseminated  vascular  co- 
agulation from  primary  fibrinolysis. 
Heparin  is  the  treatment  of  choice  for  DIC 
but  is  contraindicated  if  fibrinolysis  is  the 
dominant  feature. 

I would  like  to  comment  briefly  now 
about  the  jaundice  which  appeared  on 
August  31st.  Apparently  this  had  not  been 
present  on  admission  and  was  not  noticed 
until  2 days  before  death.  We  have  already 
seen  that  the  stomach  was  normal  and  there 
is  no  evidence  of  widening  of  the  duodenal 
loop  or  compression  or  irregularity  of  the 
medial  aspect  of  the  duodenal  wall  to  sug- 
gest pancreatic  disease.  We  do  not  know  the 
degree  of  jaundice  nor  what  percent  of  bili- 
rubin was  conjugated.  It  is  conceivable  that 
the  patient  had  a carcinoma  of  the  head  of 
the  pancreas  and  it  just  took  this  long  for 
the  development  of  some  evidence  of  ob- 
struction. On  the  other  hand,  with  the 
problem  of  DIC,  it  is  possible  that  hemolysis 
could  account  for  the  jaundice,  since  in- 
creased red  blood  cell  destruction  is  known 
to  occur  in  certain  cases  of  DIC.  On  the 
basis  of  information  available,  I am  unable 
to  make  a firm  statement  regarding  the 
etiology  of  the  jaundice.  Furthermore,  I 
think  we  can  only  speculate  on  the  source 
of  GI  bleeding.  I would  postulate  that  he 
developed  either  a stress  ulcer  or  gastritis, 
or  perhaps  erosion  of  a neoplasm  into  a por- 
tion of  the  gastrointestinal  tract  causing 
gastrointestinal  bleeding. 

I think  I should  mention  briefly,  other 
possible  diagnoses  however  untenable  they 
may  be.  As  I said  before,  we  have  not  ex- 
cluded 100%  the  diagnosis  of  tuberculosis. 
However,  he  had  no  evidence  of  pulmonary 


tuberculosis  and  primary  enteric  tuber- 
culosis would  be  exceedingly  rare  and 
would  not  explain  all  of  his  clinical  mani- 
festations. It  is  possible  that  he  could  have 
several  different  illnesses,  such  as  a myo- 
cardial infarction,  following  which  he  could 
have  “thrown”  an  embolous  to  his  head, 
complicated  by  ischemic  bowel  disease  and 
subsequent  infarction  of  his  bowel  and 
production  of  upper  gastrointestinal  bleed- 
ing. Generalized  vascular  disease  with 
complications  may  involve  multiple  sys- 
tems, but  I think  this  patient  had  one  basic 
disease.  I believe  this  patient  had  chronic 
obstructive  lung  disease  with  bronchiectasis 
and  superimposed  pneumococcal  infection, 
that  his  basic  underlying  problem  was 
carcinoma  of  the  pancreas,  that  he  possibly 
had  associated  consumptive  coagulopathy 
(disseminated  intravascular  coagulation) 
resulting  in  thromboses  in  his  left  carotid 
system,  left  leg  and  left  ileofemoral  vein 
and  subsequently  gastrointestinal  bleeding 
and  hemoptysis  and  probably  multiple 
pulmonary  emboli  and  perhaps  a final  mas- 
sive pulmonary  embolus. 

DR.  ALPHONSE  MEYER:  I want  to  ask 
Randy,  in  the  interest  of  good  “CPCman- 
ship,”  if  he  considers  this  report  on  Hodg- 
kin’s disease  a “red  herring,”  which  would 
be  a natural,  because  ordinarily  a diagnosis 
is  not  given  in  a protocol.  What  I wish  to 
ask  is,  would  it  be  possible  for  a man  to  go 
15  years  with  latent  Hodgkin’s  disease  with- 
out symptoms,  until  the  onset  of  the  present 
illness? 

DR.  McCLOY:  I think  it  is  a “red  herring” 
and  my  inclination  would  be  to  answer, 
“No.”  I don’t  believe  a patient  would  go 
that  long  without  some  clinical  evidence  of 
Hodgkin’s  disease. 

DR.  UPSHAW:  Any  other  questions?  Well, 
we  will  hear  the  truth. 

Discussion  of  Pathologic  Findings 

DR.  CHARLES  F.  DAIS:  At  autopsy  we  re- 
ceived the  body  of  a chronically  ill  elderly 
man,  with  considerable  jaundice.  The  most 
striking  and  somewhat  unexpected  finding, 
upon  opening  the  body,  was  almost  com- 
plete replacement  of  the  liver  by  metastatic 
tumor  nodules.  These  nodules  varied  in  size 
from  a nickel  to  half  dollar,  and  in  the  area 
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of  the  porta  hepatis  there  were  markedly 
enlarged  lymph  nodes  which  were  probably 
obstructing  the  flow  of  bile.  I say  probably, 
because  we  test  the  patency  of  the  bile 
system  by  compression  of  the  gallbladder 
after  opening  the  duodenum,  and  in  this 
instance  considerable  force  had  to  be  used 
to  expel  bile.  Searching  for  the  primary 
lesion  was  not  very  difficult.  In  the  tail  of 
the  pancreas  there  was  a 3 cm  tumor  which 
was  irregular  in  shape  and  had  invaded  the 
hilus  of  the  spleen.  The  head  and  body  of 
the  pancreas  were  free  of  tumor.  I have 
sections  of  that  which  I would  like  to  show 
at  this  time. 

In  the  low  power  section  of  the  area  of 
the  hilus  of  the  spleen  you  can  see  well  dif- 
ferentiated adenocarcinoma  of  the  tail  of  the 
pancreas  which  is  nonencapsulated  and 
randomly  invaded  splenic  plup  (Fig.  1). 
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Fig.  1.  Section  of  tumor  or  tail  of  pancreas 
showing  adenocarcinoma  with  marked  desmo- 
plasia (H  & E). 


This  next  slide,  a high  power  view  of  the 
tumor,  shows  the  small  atypical  glandular- 
ductal  elements  with  a marked  desmoplastic 
reaction  which  is  quite  characteristic  of 
adenocarcinoma  of  the  pancreas  (Fig.  2) . 

In  the  chest  we  also  found  considerable 
disease,  as  you  might  expect.  First,  the 
lungs  were  difficult  to  remove  bilaterally; 
worse  on  the  left  where  there  were  marked- 
ly dense  pleural  adhesions.  While  freeing 
the  left  lower  lobe,  we  entered  a large  cys- 
tic cavity  which  was  full  of  blood.  It  was 
a multiloculated  cavity  from  which  we 
aspirated  approximately  1300  ml  of  un- 
clotted blood.  The  trachea  and  bronchi 


Fig.  2.  Section  of  tail  of  pancreas  and  spleen 
showing  infiltration  of  outer  layers  of  spleen 
with  tumor  (H  & E). 


were  full  of  bloody  mucus.  The  bases  of 
both  lungs  were  considerably  affected  by 
bullous  emphysema;  however,  the  middle 
and  lower  lobes  of  the  right  lung  were  in- 
volved with  numerous  cystic  bullae  which 
were  devoid  of  any  fluid.  No  metastatic 
cancer  was  seen  in  the  lungs. 

In  fact,  as  was  already  mentioned,  only 
the  portal  hepatic  nodes,  the  tail  of  the 
pancreas,  the  hilus  of  the  spleen,  and  the 
liver  were  affected  by  tumor.  The  liver  con- 
tained the  vast  bulk  of  the  tumor.  Upon 
microscopic  examination  of  the  other  or- 
gans, we  found  multiple  thromboses  of  the 
small  arteries  and  veins  in  the  prostate,  the 
heart,  the  brain,  and  the  lungs.  The  next 
slide  shows  the  lung  with  a small  artery 
almost  completely  occluded  by  a well  or- 
ganized thrombus  (Fig.  3).  We  found  no 
local  lesion  in  the  brain  to  explain  the  focal 
neurologic  symptoms.  The  stomach  and  en- 
tire GI  tract  appeared,  for  the  most  part, 
unremarkable.  There  was  no  blood  in  the 
stomach  or  intestines.  There  were  some 
gross  superficial  hemorrhagic  areas  in  the 
stomach  and  duodenum  which  on  micro- 
scopic examination  were  just  that — super- 
ficial. I,  therefore,  cannot  explain  the 
hematemesis. 

Let  us  see  if  I can  put  this  all  together. 
As  Dr.  McCloy  stated,  this  man  had  a long 
standing  history  of  chronic  lung  disease  and 
subsequently  developed  cancer  of  the  tail 
of  the  pancreas.  This  is  classically  a silent 
cancer,  and  in  this  case  it  truly  was  until 
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Fig.  3.  Section  of  lung  showing  thromboses  of 
pulmonary  arterioles  (H  & E). 


he  developed  abdominal  pain.  I believe  the 
immediate  cause  of  death,  in  view  of  the 
normal  or  almost  normal  lung  x-ray  taken 
2 days  before  his  death,  was  an  acute  bleed- 
ing episode  into  the  large  cystic  bulla  of 
the  left  lung.  In  a chronically  ill  patient 
with  metastatic  cancer  and  multiple  throm- 
boses, the  acute  loss  of  3 units  of  blood 
could  possibly  be  fatal. 

I found  several  interesting  articles  related 
to  venous  thromboses.  First  of  all,  the  syn- 
drome of  cancer  of  the  tail  of  the  pancreas 
with  multiple  venous  thromboses  is  usually 
called  Trousseau  syndrome.  Trousseau’s 
original  article,  written  in  1877,  described  3 
cases  of  carcinoma  with  multiple  venous 
thromboses  none  of  which  involved  the 
pancreas.  I found  this  information  in  an 
article  by  Sproul.1  In  it  he  supposedly  con- 
cluded that  the  type  of  cancer  and  its  place 
of  origin  did  not  seem  to  relate  specifically 
to  thrombosis.  In  other  words,  the  Trous- 
seau syndrome,  according  to  this  review, 
actually  is  not  what  Trousseau  intended  it 
to  be — that  is,  many  people  use  it  incorrect- 
ly to  denote  multiple  thromboses  secondary 
to  carcinoma  of  the  pancreas.  In  the  paper 
by  Sproul,  he  did  a series  of  retrospective 
studies  on  many  types  of  cancer  and  cate- 
gorized them  as  to  place  of  origin  relating 
to  venous  thrombosis.  His  cases  were  all 
verified  by  autopsy.  His  figures  showed 


9.7%  of  cancer  of  the  head  of  the  pancreas 
had  at  least  one  venous  thrombosis;  2.5% 
of  cancers  of  the  lung  had  at  least  one 
venous  thrombosis  and  that  in  cancer  of  the 
body  or  tail  of  the  pancreas  56.2%  had  at 
least  one  thrombosis.  In  addition,  31.3% 
of  those  with  carcinoma  of  the  tail  or  body 
of  the  pancreas  had  multiple  venous  throm- 
boses. However,  Coon  and  Coller,2  reported 
1,394  cases  of  cancer,  excluding  only  the 
slow  growing  tumors  of  the  central  nervous 
system.  They  studied  pulmonary  embolism 
and  other  thromboembolic  phenomena  and 
came  up  with  the  following  figures:  17% 
of  all  patients  with  cancer  have  pulmonary 
emboli;  12.3%  of  noncancer  patients  at 
autopsy  have  pulmonary  emboli  and  that 
statistically  there  was  no  significant  differ- 
ence between  these  figures.  They  then 
categorized  as  to  type  of  cancer.  They 
found  34.1%  of  cancers  of  the  pancreas  had 
pulmonary  emboli  and  37.1%  of  cancers  of 
the  prostate  had  pulmonary  emboli.  How- 
ever, even  this  figure  for  carcinoma  of  the 
pancreas  was  not  statistically  significant 
when  corrected  for  the  age  expected  rate. 
The  figure  for  cancer  of  the  prostate  was 
only  slightly  significant.  They  concluded  in 
their  paper  that  the  risk  of  embolus  in- 
creases linearly  with  age  and  increases 
markedly  with  auricular  fibrillation.  They 
found  pulmonary  emboli  in  67%  of  people 
who  had  auricular  fibrillation  near  the  time 
of  their  death.  They  found  no  significant 
difference  between  male  and  female  rates. 

The  same  problem  was  studied  in  a paper 
by  Gore.3  He  thought  there  was  a definite 
and  significant  increase  in  thromboses  in 
patients  with  cancer  of  the  tail  or  body  of 
the  pancreas  but  not  with  cancer  of  the 
head  of  the  pancreas.  His  paper  more  or 
less  substantiated  the  earlier  work  by 
Sproul.  He  did  some  clinical  studies,  in 
which  he  found  an  elevation — sometimes  a 
decrease — in  antitrypsin  in  the  serum  of 
people  with  cancer  and  venous  thromboses. 
He  also  did  studies  in  laboratory  animals. 
The  rapid  injection  of  trypsin  into  a labora- 
tory animal  caused  coagulation  and  death 
almost  immediately.  He  likened  it  to  the 
bite  of  a poisonous  snake.  On  the  other 
hand,  the  slow  injection  of  trypsin  pro- 
duced very  little  clotting  but  a decrease  in 
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prothrombin  time  and  a tendency  to  hemor- 
rhage. He  also  found  fibrin  to  be  deposited 
diffusely  along  the  walls  of  small  arteries 
and  blood  vessels,  and  in  these  animals  an 
increasing  level  of  serum  antitrypsin  was 
detected  in  the  serum.  He  concluded  that 
in  cancer  of  the  pancreas,  trypsin  was  being 
released  by  the  irritated  pancreas,  if  you 
will,  which  caused  intravascular  coagula- 
tion. He  believed  that  cancer  in  the  head  of 
the  pancreas  produced  major  ductal  ob- 
struction with  secondary  acinar  atrophy  of 
almost  the  entire  gland.  In  this  case  very 
little  trypsin  would  be  released.  However, 
in  carcinoma  of  the  tail  or  body,  a slow 
elevation  of  antitrypsin  might  occur  initial- 
ly, but  in  a debilitated  person  who  was 
chronically  ill,  would  soon  decrease  and 
eventually  be  depleted.  Intravascular  co- 
agulation would  then  proceed  relentlessly 
and  progressively  as  the  pancreas  continued 
to  release  trypsin. 

I read  one  other  article  by  Byrne  and 
O’Neil4  in  1952.  They  studied  130  cases  of 
fatal  pulmonary  emboli.  These  were  all 
cases  of  people  who  had  died  with  an  im- 
mediate cause  of  death  being  listed  as 
pulmonary  embolus.  Some  of  their  findings 
were:  91%  of  emboli  originated  in  the  leg 
and  most  of  these  patients  had  signs  of 
phlebitis  before  they  died.  However,  of 
these  130  cases,  11  patients  had  cancer  and 
only  3 of  these  11  had  signs  of  phlebitis. 
It  is  interesting  that  in  their  study,  not  one 
of  their  cancer  patients  had  cancer  of  the 
pancreas.  They  concluded  that  the  risk  of  a 
pulmonary  embolus,  in  decreasing  order,  is: 
(1)  cardiac  disease,  (2)  postoperative  state, 
(3)  hemiplegia,  (4)  neoplasm,  and  (5) 
phlebitis.  It  is  interesting  that  even  hemi- 
plegia supercedes  neoplasms  in  their  study. 

It  is  thus  evident  that  there  is  much  di- 
vergent opinion  in  regard  to  the  problem  of 
neoplasia,  intravascular  thrombosis,  and 
consumption  coagulopathy.  At  this  time, 
then,  it  is  impossible  to  say  with  any  cer- 
tainty as  to  what  the  real  cause  of  the 
“Trousseau  syndrome”  may  be.  It  does  ap- 
pear, however,  that  most  likely  there  are 
many  different  causes  of  intravascular 
thrombosis. 

Question:  You  have  not  mentioned  any- 
thing about  this  bleeding  problem  in  rela- 


tionship to  the  thromboses.  Were  any 
studies  of  coagulation  done  before  or  after 
death? 

DR.  DAIS:  Unfortunately  no. 

DR.  PURVIS  MILNOR:  In  the  articles 
which  you  have  discussed  and  where  you 
have  talked  about  thromboses,  were  these 
venous  thromboses? 

DR.  DAIS:  Yes,  they  were. 

DR.  MILNOR:  We  have  not  heard  about 
any  possible  lesion  to  explain  the  ischemic 
episodes  of  the  head  and  extremities. 

DR.  DAIS:  I’m  sorry.  There  was  severe 
generalized  arteriosclerosis  which  was  es- 
pecially advanced  in  the  abdominal  aorta 
and  iliac  arteries.  The  latter  appeared  al- 
most completely  occluded  by  a plaque. 

Final  Anatomic  Diagnoses 

I.  Chronic  bullous  emphysema,  multiple, 
severe,  bilateral 

A.  Pulmonary  hemorrhage  into  cyst 
of  left  lower  lobe  (approximately 
1300  ml  of  blood) 

B.  Abundant  hemorrhagic  mucous, 
trachea  and  bronchi 

II.  Adenocarcinoma,  tail  of  pancreas, 
with: 

A.  Invasion  of  spleen 

B.  Metastasis  to  lymph  node  (porta 
hepatis  and  hilar) 

C.  Metastasis  to  liver,  severe,  multi- 
nodular 

D.  Multiple  thrombi  in  cardiac, 
periprostatic,  pulmonary,  and 
brain  (small  vessels) 

1.  Recent  small  myocardial  in- 
farctions 
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SENATE  FINANCE  TENTATIVELY  APPROVES  PSRO  . . . The  Senate  Finance  Committee 
has  released  copies  of  Amendment  No.  851  (The  Bennett  Amendment  to 
H.R.  17550,  the  Social  Security  Amendments),  as  tentatively  approved  by 
the  Committee  . . . The  Amendment  provides  for  the  creation  in  areas 
throughout  the  country  of  Professional  Standards  Review  Organizations 
(PSRO).  A PSRO  would  be  a non-profit  professional  association  (1)  (or 
a component  organization  thereof)  which  is  composed  of  physicians 
engaged  in  the  practice  of  medicine  or  surgery;  (2)  (the  membership  of 
which  includes  a substantial  proportion  of  all  the  practicing  physicians 
in  the  area;  and  (3)  which  has  professional  competence  to  review  the 
types  and  kinds  of  health  care  services  for  which  the  PSRO  would  have 
review  responsibilities  ...  If  no  such  organization  in  the  area  met 
these  requirements,  the  secretary  of  HEW  could  designate  some  other 
public,  non-profit,  private  or  other  agency  or  organization  which  had 
professional  competence  and  was  otherwise  suitable  to  carry  out  these 
review  activities  • . . (It  is  expected  that  the  Finance  Committee 
report  to  accompany  the  bill  will  exclude  a medical  association  as  a 
PSRO,  but  permit  the  association  to  be  instrumental  in  establishing  such 
an  organization.) 

«v  vU 

BASIC  DUTIES  • . • The  principal  duties  of  PSRO  would  be  to  review  pro- 
fessional activities  of  physicians,  other  health  care  practitioners, 
and  institutional  providers  under  Medicare  and  Medicaid.  Review  would 
be  made  to  determine  whether:  (a)  the  services  are  or  were  medically 
necessary;  (b)  the  quality  of  the  services  meets  professionally 
recognized  standards;  and  (c)  where  services  are  provided  on  an  in- 
patient basis,  whether  they  could  appropriately  and  effectively  be 
provided  on  an  out-patient  basis  or  more  economically,  on  an  in-patient 
basis  in  a facility  of  a different  type.  The  PSRO  would  have  authority, 
where  it  elects  to  do  so,  to  determine  in  advance  whether  the  above 
criteria  will  be  met  in  the  case  of  an  elective  admission  to  a hospital 
or  other  health  care  facility,  or  in  the  case  of  any  other  health  care 
service  which  will  consist  of  extended  or  costly  courses  of  treatment 
• . • The  PSRO  is  directed  to  encourage  all  practicing  physicians  in 
the  area  to  participate  on  a rotating  basis  in  the  review  activities  of 
the  organization  . . . The  Amendment  calls  for  the  development  of 
regional  norms  of  care  and  treatment  based  upon  typical  patterns  of 
practice  as  principal  points  of  evaluation  and  review.  The  HEW 
secretary  is  authorized  to  exclude  a practitioner  or  a provider  from 
eligibility  to  provide  services  on  a reimbursable  basis  under  Titles 
XVIII  and  XIX,  if  he  determines  that  the  practitioner  or  provider  has 
failed,  in  a substantial  number  of  cases  to  substantially  comply  with 
any  obligations  imposed  on  him  or  if  he  has  grossly  and  flagrantly 
violated  any  of  these  obligations  in  one  or  more  instances.  The 
Amendment  provides  for  a refund  by  the  practitioner  of  an  amount  not  in 


excess  of  the  actual  or  estimated  cost,  up  to  $5,000,  of  any  medically 
improper  or  unnecessary  services  provided  • • • The  Amendment  contains 
provisions  protecting  persons  serving  on  PSRO  against  liability  arising 
out  of  PSRO  activity  and  also  for  immunity  to  health  care  practitioners 
and  providers  acting  in  compliance  with  the  professionally  accepted 
norms  of  care  and  treatment  where  due  care  was  exercised, 

* * * 

SOME  OBJECTIONABLE  PROVISIONS  ELIMINATED  . . . Eliminated  from  the  Bill  are 
earlier  provisions  as  to  Federal  ownership  of  PSRO  records,  mandatory 
pre-admission  approval  for  all  cases  of  elective  admissions  (and  now 
providing  discretion  in  the  PSRO  determining  which  instances  such 
approval  will  be  required),  provisions  for  a $5,000  penalty,  and  crea- 
tion of  national  norms  of  care  and  treatment  . • . Included  in  the 
modified  Amendment:  "No  Professional  Standards  Review  Organization 
shall  utilize  the  services  of  any  individual  who  is  not  a physician  to 
make  final  determinations  with  respect  to  the  professional  conduct  of 
any  physician,  or  any  act  performed  by  any  physician  in  the  exercise  of 
his  profession." 

* * * 

TMA  PREPARING  . . . The  Tennessee  Medical  Association  is  preparing  for  the 
eventuality  of  this  legislation.  If  peer  review  is  to  meet  the  defini- 
tion of  peer,  then  only  physicians  can  review  medical  services;  i.e., 
the  position  taken  by  the  Board  of  Trustees  of  AMA. 

# # # 

GPS  BIGGEST  BLOCK  IN  AMA  HOUSE  OF  DELEGATES  . . . General  practitioners  top 
the  membership  listing  of  the  House  of  Delegates  of  the  AMA  . • . 
According  to  an  AMA  analysis  of  the  medical  specialty  of  the  244  House 
members,  60  are  general  practitioners.  . • Next  comes  general  surgeons 
(49),  internists  (42),  and  obstetric ians-gynecologists  (17). 

* * * 

AMA  TAKES  STRINGENT  ACTION  ON  SOLICITING  PATIENTS  FOR  ABORTION  ...  At  the 

clinical  meeting  of  the  AMA  House  of  Delegates,  concluded  on  December 
3rd,  1970,  the  House  considered  a resolution  on  the  flagrant  use 
and  circulation  of  letters  from  physicians  in  some  states  soliciting 
patients  for  abortion  . . . Action  taken  by  the  AMA  called  for  state 
medical  associations  and  AMA  to  use  their  influence  with  local  medical 
societies  to  urge  that  proper  disciplinary  action  be  taken  whenever 
physicians  are  involved  in  the  solicitation  of  patients  for  abortion 
or  any  other  medical  service  • . . Tennessee  physicians  have  received 
numerous  letters  soliciting  patients  for  abortions  from  physicians  in 
other  states  where  liberal  abortion  laws  are  in  effect. 

❖ ❖ ^ 

AMA  HOUSE  OF  DELEGATES  REAFFIRMS  POLICY  ON  ABORTION  ...  The  AMA  in 

final  action  reaffirmed  the  1970  House  action  that:  "Resolved,  that 
abortion  is  a medical  procedure  and  it  should  be  performed  only  by  a 
duly  licensed  physician  and  surgeon  in  an  accredited  hospital  acting 
only  in  conformance  with  standards  of  good  medical  practice,  and  after 
consultation  with  two  other  physicians  chosen  because  of  their  pro- 
fessional competence,  and  within  the  medical  practice  act  of  his  state; 
and  further.  Resolved,  that  no  physician  or  other  professional 
personnel  shall  be  compelled  to  perform  any  act  which  violates  his 
good  medical  judgment.  Neither  physician,  hospital,  or  hospital 
personnel  shall  be  required  to  perform  any  act  violative  of  personally 
held  moral  principles.  These  circumstances,  good  medical  practice  re- 
quires only  that  the  physician  or  other  professional  personnel 
withdraw  from  the  case  so  long  as  the  withdrawal  is  consistent  with 
good  medical  practice." 


Communications 
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Hadley  Williams,  Assistant  Executive  Director 


INFORMATION  REGARDING  MEDICARE  ASSIGNMENTS  ...  The  Equitable  Life 
Assurance  Society,  Tennessee  fiscal  agent  for  the  Medicare  program, 
advises  that  considerable  misunderstanding  exists  regarding  a phy- 
sician's responsibilities  when  he  agrees  to  accept  an  assignment  on  a 
Medicare  claim.  Equitable  forwards  the  following  information  on  this 
matter: 

"When  a physician  accepts  an  assignment  on  a claim  for  Medicare 
benefits  he  is  to  submit  an  itemization,  of  services  rendered,  on 
SSA  Claim  form  1490.  The  Carrier  in  turn  will  evaluate  the  claim, 
determine  the  allowable  charge,  and  pay  the  Physician  80%  of  such 
allowable  charge.  If  the  physician's  fee  for  a particular  procedure 
is  more  than  the  allowable  charge  the  physician  cannot  bill  the 
Beneficiary  for  the  amount  his  bill  exceeds  the  allowable  charge.  The 
Beneficiary  is  only  liable  for  20%  of  the  amount  that  the  Carrier  has 
determined  to  be  the  allowable  charge  and  for  any  amount  of  the 
allowable  charge  that  is  applied  toward  the  $50.00  annual  deductible. 
If  a physician  or  supplier  collects  or  attempts  to  collect  that  por- 
tion of  his  fee  which  exceeds  the  allowable  charge,  he  is  in  violation 
of  the  assignment  provisions  under  Public  Law  89-97. 

This  stipulation  does  not  apply  to  charges  that  are  specifically 
excluded  under  the  Law  such  as  routine  foot  care,  immunizations,  and 
routine  physicals. 

If  a physician  accepts  an  assignment  for  a procedure  that  is  spe- 
cifically excluded,  such  as  cosmetic  surgery,  the  assignment  is 
automatically  voided,  and  the  doctor  must  then  seek  payment  from  the 
patient. " 

Physicians  should  note  that  the  above  information  pertains  only  to 
those  claims  in  which  the  physician  has  agreed  to  accept  an  assignment. 
For  those  who  do  not  accept  assignments  and  ask  that  the  patient  submit 
the  claim,  the  physician  is  free  to  make  whatever  charge  he  feels  is 
appropriate  for  the  situation  and  may  invoice  the  patient  for  the 
amount,  if  any,  not  covered  by  Medicare. 

❖ * * 

AHA  DEVELOPES  NATIONAL  HEALTH  INSURANCE  PLAN  ...  The  American  Hospital 
Association  has  developed  a new  national  health  insurance  program  called 
AMERIPLAN.  The  proposal  is  AHA's  answer  to  the  nation's  health  care 
problems  and  was  developed  by  a special  committee.  Ameriplan  would  for- 
mulate health  care  corporations  which  would  organize  all  health  re- 
sources in  a given  area  to  provide  comprehensive  care  to  all  residents 
of  that  area.  The  plan  would  organize  MDs,  dentists,  pharmacists, 
hospitals,  nurses,  medical  schools,  health  departments  and  others  under 
the  umbrella  of  a health  corporation.  The  proposal  would  be  financed  by 
both  government  and  private  funds  with  the  government  paying  for  the 
elderly  and  poor.  Private  funds  would  be  used  based  on  the  patient's 
ability  to  pay  and  participation  in  the  plan  would  be  voluntary. 


THE  PHYSICIAN'S  IMAGE  . . • A nationwide  survey  by  pollster  Louis  Harris 
showed  that  78%  of  the  public  have  high  regard  for  physicians  who  treat 
them.  The  majority  surveyed,  however,  felt  doctors  try  to  jam  so  many 
patients  into  office  hours  they  don’t  give  enough  time  and  attention. 
Other  criticisms  were  regarding  increased  fees  since  Medicare  and 
Medicaid  and  that  modern  medicine  is  so  specialized  that  the  General 
Practitioner  is  just  a referral  service. 

❖ ❖ * 

THIRTEEN  AIDS  IN  AVOIDING  LAWSUITS  ...  In  a recent  article  in  Resident 
and  Staff  Physician,  (June,  1970)  Gene  Balliett,  president  of  a manage- 
ment consultant  firm,  presented  thirteen  points  to  aid  in  avoiding  a 
malpractice  suit.  Once  professional  liability  insurance  has  been  bought 
and  the  policy  carefully  read,  the  following  steps  are  recommended  when 
problems  arise  with  a case: 

1.  ALERT  YOUR  INSURER.  Notify  him  as  soon  as  an  accident  occurs, 
instead  of  waiting  until  you  receive  notice  of  an  impending  lawsuit. 

2.  KEEP  YOUR  INSURANCE  COVERAGE  TO  YOURSELF.  Do  Not  invite  a mal- 
practice suit  by  announcing  to  others  the  extent  of  your  insurance 
coverage. 

3.  ADMIT  AN  HONEST  MISTAKE-BUT  NOT  LEGAL  LIABILITY.  Admitting  an 
honest  mistake  is  not  the  same  as  assuming  liability.  A court  of  law 
is  responsible  for  determining  liability. 

4.  WHEN  YOU  DO  ERR,  AVOID  THE  RISK  OF  MAKING  AN  EVEN  BIGGER  ERROR- 
THAT  OF  TRYING  TO  COVER  UP.  Even  after  making  an  error,  continue  to 
practice  good  medicine.  A court  may  forgive  an  honest  mistake,  but 
usually  will  not  rule  favorably  if  a mistake  is  compounded  by  an  effort 
to  cover  it  up. 

For  guidance  with  a specific  case,  the  best  initial  source  of  advice 
is  your  professional  liability  insurer. 

5.  REFER  THE  PLAINTIFF’S  ATTORNEY  TO  YOUR  OWN.  Allow  the  lawyers  to 
talk  together,  with  the  physician  staying  out  of  the  conversation  as 
much  as  possible. 

6.  IF  A CASE  DOESN’T  GO  QUITE  RIGHT,  THINK  TWICE  ABOUT  TURNING  THE 
PATIENT'S  ACCOUNT  OVER  FOR  COLLECTION.  Employing  a collection  agency 
often  is  the  action  which  finally  pushes  a patient  into  bringing  charges 
against  a physician. 

Additional  suggestions  in  avoiding  a lawsuit  include: 

7.  LEARN  TO  RECOGNIZE  A SUIT-PRONE  PATIENT.  Special  care  should  be 
taken  with  patients  who  show  an  over -concern  with  money,  unusually 
pointed  criticism  of  one  or  more  previous  doctors,  suspicion,  and  an  un- 
realistic expectation  of  good  results. 

8.  PROCEED  ONLY  WITH  A PATIENT'S  INFORMED  CONSENT.  A physician  cannot 
legally  proceed  unless  informed  consent  is  obtained  from  the  patient. 

9.  PRACTICE  WITHIN  THE  LIMITS  OF  YOUR  COMPETENCE.  If  a physician 
presents  himself  as  a specialist,  he  must  practice  as  a competent 
specialist. 

10.  BE  SLOW  TO  GUARANTEE  A GOOD  RESULT.  If  care  is  taken  while  dis- 
cussing a case  or  procedure  with  a patient,  there  is  less  chance  of 
being  held  for  breach  of  oral  contract. 

11.  KEEP  GOOD  RECORDS.  Extensive,  accurate  records  are  a necessity  if 
a case  is  brought  to  court. 

12.  SEE  a CASE  THROUGH  ONCE  YOU  START.  Once  a physician  begins  to  see 
a patient,  he  cannot  abandon  him  without  being  held  responsible  for  him. 

13.  HEAD  OFF  ASSISTANT’S  ERRORS.  The  physician  is  responsible  for 
anything  done  by  anyone  who  works  for  him. 


Peer  Review 

The  most  controversial  and  yet  vital  increment  of  medicine  from 
today’s  political  vantage  point  is  entitled  “Peer  Review,”  and 
improperly,  also  referred  to  as  “Professional  Standards  Review.” 
Unfortunately,  members  of  our  own  profession  have  not  yet 
grasped  the  significant  difference  between  these  presumably 
similar — if  not  identical  operations.  Let  it  be  understood  clearly, 
these  two  functions  have  vast  differences,  and  the  impact  of  one 
as  contrasted  to  the  other  can  be  predicted  to  produce  significant 
changes  in  the  practice  of  medicine  as  known  today. 

For  example,  “Peer  Review”  has  been  functioning  since  licensure 
of  doctors  and  organizations  of  physicians  devoted  to  the  improve- 
ment of  scientific  and  educational  pursuits  came  into  existence. 
Through  the  evolutionary  process,  this  has  been  extended  and 
expanded  until  it  includes  what  we  have  come  to  know  as  “utilization  review,”  “claims 
review”  and  other  related  activities.  This  allows  physicians  to  relate  the  quality  of 
medical  care  rendered  to  their  patients  in  the  light  of  questions  raised  by  patients  and 
other  doctors,  to  similar  care  delivered  by  other  doctors  under  comparable  circum- 
stances. This  inserts  a provision  for  objective  scrutiny  of  one’s  professional  competence 
by  someone  of  comparable  ability  and  respect  whose  judgment  is  unquestioned.  Such 
a review  by  one’s  peers  is  totally  acceptable  to  today’s  practicing  physician. 

By  contrast,  “Professional  Standards  Review  Organizations”  (PSRO)  develops  yet  an- 
other governmental  arm  with  potential  punitive  powers  (depending  on  regulations  to  be 
written  at  the  discretion  of  HEW)  insinuated  by  legislative  edict  between  every  doctor 
and  each  of  his  patients  irrespective  of  that  patient’s  choice.  “PSRO”  will  remove  one 
more  basic  American  freedom.  It  will  require  the  removal  from  the  province  of  the 
County  and  State  medical  society  their  prerogative  of  peer  review,  and  place  it  in  the 
hands  of  a government  agency  by  the  simple  expedient  that  no  “PSRO”  can  be  operated 
by  a medical  association. 

This  will  place  the  review  process  in  the  hands  of  the  public  by  allowing  a medical 
society  to  establish  a PSRO,  but  denying  it  the  right  to  also  operate  it.  It  will  require 
the  development  of  “regional  norms”  of  medical  care  and  a host  of  other  less  predictable 
and  more  ominous  innovations  which  will  in  fact  eliminate  “peer  review”  by  “peers” 
and  delegate  it  to  “clerks.” 

Pending  the  final  decisions  of  Congress,  physicians  must  begin  to  cautiously,  conscious- 
ly, conscientiously,  conservatively,  and  with  all  propriety  give  thoughtful  consideration 
to  medicine’s  proper  posture  on  this  question.  In  the  opinion  of  many,  we  have  finally 
and  actually  arrived  at  the  true  crossroad  for  our  profession— not  national  health  in- 
surance— but  involuntary  enslavement  by  a group  of  non-professionals  placed  in  a posi- 
tion of  judgment  on  our  decisions  in  the  diagnosis  and  treatment  of  human  disease. 
Participation  in  true  “peer  review”  by  every  doctor  may  still  be  possible,  but  if  it  falls 
short,  “PSRO”  is  an  almost  certainty.  Our  time  is  brief. 

If  medicine  is  to  survive  as  an  honored  profession,  it  is  imperative  that  every  doctor 
begin  at  once  to  devote  his  energies  to  significant,  meaningful  “peer  review” — for  our 
adversaries  now  have  the  ultimate  answer  within  their  grasp. 

Sincerely, 


M.D. 


Tom  E.  Nesbitt 


President 
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EDITORIAL 


PHYSICIAN'S  ASSISTANTS 

This  has  been  a topic  for  discussion  in 
many  circles,  medical,  lay  and  governmen- 
tal, for  a number  of  years.  These  discussions 
are  moving  at  an  increased  tempo  currently, 
because  of  the  alleged  “crisis”  in  providing 
adequate  medical  care,  both  qualitatively 
and  quantitatively,  for  the  people  of  this 
country.  Everyone  agrees  that  the  pool 
of  over-worked  doctors  can  be  expanded 
only  at  a modest  rate  because  of  many 
limiting  factors — acceptable  students,  lim- 
its to  medical  education  in  terms  of  physical 
plants  and  faculties,  financing  of  medical 
education  both  for  students  and  schools,  et 
cetera.  Too,  most  observers  agree  it  is  im- 
probable that  the  output  of  doctors  will  or 
can  ever  be  proportionate  to  the  anticipated 
expansion  of  our  population,  especially  if 
the  physician  is  expected  personally  to  pro- 
vide all  the  known  technical  care  which 


might  be  given  patients  or  will  be  developed 
in  a technologic  society.  The  breadth  of 
skills  today  and  those  certain  to  be  de- 
veloped may  be  too  great  for  any  one  phy- 
sician to  encompass.  Thus,  the  talk  about 
a member  of  the  health  team  who  may  ex- 
tend the  hands  of  the  practitioner  of  medi- 
cine. (Everyone  seems  loathe  to  consider  a 
second-rate  doctor — the  feldscher — of  other 
countries  to  close  the  gap.) 

Obviously,  the  concept  of  a physician’s 
assistant  (PA)  is  not  new,  having  been  in 
operation  to  my  personal  knowledge  for  a 
half-century  in  the  person  usually  of  an 
R.N.  in  a doctor’s  office,  who  has  taken  over 
many  aspects  of  abulatory  care  under  the 
tutelage  of  the  physician  or  surgeon  by 
whom  she  is  employed.  So  too,  high  school 
graduates  by  the  hundreds  have  entered 
doctors’  offices  to  be  trained  to  relieve  the 
doctor  of  the  simpler  laboratory  deter- 
minations which  were  customarily  done  in 
the  office.  Less  often  they  became  involved 
in  the  treatment  of  patients.  The  training 
of  the  several  types  of  technologists  which 
has  been  going  on  for  years  is  for  the  pur- 
pose of  providing  doctors’  assistants. 
Talented  public  health  nurses  have  in  re- 
mote areas  developed  into  valuable  exten- 
sions of  doctors’  hands  upon  occasion. 

Though  the  concept  of  a PA  is  not  new, 
the  formal  training  of  such  a person  to  act 
as  an  assistant  in  the  diagnostic  and  thera- 
peutic management  of  patients  is  new  and 
the  topic  of  recent  discussion.  This  concept 
has  the  endorsement  of  the  AMA,  AAMC, 
AHA,  HEW,  the  VA  and  the  National 
Academy  of  Sciences,  all  having  issued 
statements  or  guidelines  for  this  concept, 
which  vary  only  in  details  but  are  quite 
similar  in  the  broad  picture.  Additionally, 
certain  specialty  organizations  (notably 
those  of  pediatrics  and  orthopedics)  have 
implemented  defined  courses  of  special 
training  for  assistants  in  certain  fields. 

Thus,  it  seems  appropriate  to  call  to  the 
attention  of  the  reader  just  where  things 
stand  as  of  this  date.  Your  Editor,  having 
recently  attended  the  Third  Annual  Duke 
Conference  on  Physician’s  Assistants  can 
offer  some  summarization.  It  appears  that 
there  may  be  about  80  programs  extant  for 
the  training  of  PA’s.  These  vary  over  a 
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wide  spectrum  from  short  on-the-job  train- 
ing through  preceptorial  programs,  to 
formal  educational  courses  under  the 
auspices  of  specialty  societies,  the  VA  or  in 
a university  medical  school  setting. 

Attention  will  be  given  here  to  a formal 
course,  such  as  the  one  at  Duke  University 
Medical  Center,  recognizing  an  additional 
4 or  5 similar  programs  at  other  medical 
schools.  The  Duke  program  is  the  oldest, 
now  in  its  fifth  year,  and  thus  offers  the 
prototype  for  this  type  of  formal  training. 

Students  in  the  Duke  program  have  been 
in  most  instances  men  in  the  late  twenties. 
The  great  majority  have  been  recruited 
from  among  ex-corpsmen  from  the  Armed 
Forces,  and  again  most  have  had  5 years  or 
more  of  medical  experience.  Chosen  after 
personality  and  intelligence  scoring,  they 
stand  only  somewhat  lower  than  medical 
students  upon  admission.  The  course  is  2 
years  in  length,  beginning  with  a core 
curriculum  of  1000  hours  in  history  taking, 
physical  examination,  basic  anatomy,  phys- 
iology, pharmacology  and  some  pathology. 
The  remainder  of  the  2 years  is  spent  on 
the  wards,  in  the  outpatient  service  and 
sometimes  in  the  field  under  a preceptor. 
Members  of  the  Duke  non-medical  faculties 
have  made  evaluation  studies  as  to  ac- 
ceptance of  PA’s  by  others  of  the  health 
team  and  by  patients,  and  their  input  into 
a busy  doctor’s  practice.  It  seems  that  a 
trained  PA  may  relieve  a busy  family  doc- 
tor of  about  33%  of  his  activity,  gaining 
thus  more  time  with  patients  or  for  relaxa- 
tion from  a tiring  stressful  life.  Middle- 
class  patients  are  satisfied  if  they  are  as- 
sured, even  by  brief  meetings,  that  the  doc- 
tor knows  their  problems.  The  “poor”  look 
upon  the  PA  as  yet  another  example  of 
second  rate  care;  the  affluent  are  not  en- 
thusiastic about  a PA,  wishing  their  doctor! 

There  are  several  other  ramifications  of 
the  PA  concept  which  should  be  mentioned 
because  of  their  basic  importance,  and/or 
need  for  resolution.  Those  at  Duke  who 
developed  the  concept  of  a trained  PA 
(this  includes  Dr.  Eugene  Stead  who  gave 
birth  to  the  idea)  insist  that  the  PA  for  all 
intents  and  purposes  must  be  taught  and 
trained  only  by  doctors.  (Some  aspects  of 
the  preclinical  core  curriculum  may  be 


placed  in  the  hands  of  others).  Further- 
more, that  the  PA  must  work  with  a doctor 
on  a one-to-one  basis,  so  he  may  carry  out 
this  doctor’s  thinking,  management  and 
policies.  Any  direction  other  than  this 
places  too  much  of  a burden  of  judgment 
upon  a PA  who  has  not  had  the  background 
education  for  such.  (Admittedly  a few  PA’s 
have  found  a role  in  the  departments  of 
public  health  where  they  can  contribute 
without  dealing  in  matters  of  ‘life  and 
death’  in  individual  patients.)  The  Duke 
group  believe  formal  education  of  PA 
should  be  in  a university  setting. 

All  agencies  or  organizations  which  have 
dealt  with  the  concept  of  the  PA  are  op- 
posed to  licensure,  and  favor  certification. 
The  latter  will  permit  mobility  of  the  PA 
vertically  or  laterally.  All  agree  at  this 
point  that  legal  responsibility  for  action  of 
PA’s  must  rest  on  the  shoulders  of  the 
employing  physician.  Unresolved  is  how  to 
certify,  and  for  what,  PA’s  trained  in  short 
courses  and  outside  of  a university-medical 
school  setting,  of  which  the  preceptorial 
program  MEDEX,  in  Washington  State, 
offers  a variant.  The  spokesmen  for  the 
AMA  at  the  meeting  in  Durham  made  a 
good  point  that  one  agency,  such  as  the 
AMA’s  Council  on  Medical  Education  and 
Hospitals,  should  develop  the  guidelines  for 
education  and  certification. 

Though  the  legal  status  of  the  PA  has 
not  been  established,  certain  states  are 
recognizing  this  matter  by  adding  to  legal 
codes  of  medical  practice.  The  VA  which 
has  great  potential  of  training  PA’s  because 
of  its  relationship  to  medical  schools,  and 
schools  of  nursing  has  taken  one  significant 
step-defining  the  PA  in  the  Civil  Service 
context,  which  will  be  helpful  as  a baseline 
for  employment  practices  and  pay  scales. 

Thus,  today  we  of  the  medical  profession 
find  ourselves  in  an  interesting  period  of 
accepting  the  aid  of  a PA,  formally  trained 
for  such  and  who  may  do  many  things  as 
well  or  even  better,  procedurally,  than  we, 
to  relieve  the  horrendous  pressures  of  to- 
day’s demands  for  better  and  more  health 
care.  As  pointed  out  by  AMA  President 
Bornemeier,  we  must  tap  the  pool  of  skilled 
manpower  285,000  trained  RN’s  who  are 
inactive,  and  the  30,000  military  corpsmen 
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discharged  annually,  each  trained  at  the 
cost  of  $25,000  tax  money.  In  addition, 
specially  trained  nurses,  in  consultation 
with  doctors,  can  provide  some  forms  of 
medical  care,  as  for  example,  has  been  done 
in  the  Shelby  County  Department  of  Health 
for  a number  of  years.  I believe  a specially 
trained  nurse  in  consultation  with  a doctor, 
could  manage  the  medical  problems  arising 
in  the  setting  of  a nursing  home  whether 
in  private  or  public  institutions,  equally 
well  or  in  some  respects,  even  better  than  a 
physician  making  hurried  rounds. 

Without  question  the  specially  trained 
PA  will  become  a valuable  member  of  the 
health  team  within  a very  few  years. 

R.  H.  K. 


IN  MEMORIAM 


Coors,  Giles  Augustus,  Memphis.  Died  Novem- 
ber 13,  1970,  Age  74.  Graduate  of  the  University 
of  Tennessee  School  of  Medicine,  1919.  Member 
of  the  Shelby  County  Medical  Society. 

McKnight,  James  L.,  Clarksville.  Died  Novem- 
ber 11,  1970.  Age  46.  Graduate  of  the  University 
of  Tennessee,  1952.  Member  of  the  Montgomery 
County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

MEMBERS— SHELBY  COUNTY  MEDICAL 
SOCIETY 

Robert  F.  Adams,  M.D.,  Memphis 
Luis  M.  Barreras,  M.D.,  Memphis 
Samuel  J.  Blackwell,  M.D.,  Memphis 
Henry  R.  Bradford,  M.D.,  Memphis 
Mike  J.  Brown,  M.D.,  Memphis 
James  E.  Cunningham,  M.D.,  Memphis 
Wilburta  Daltroff,  M.D.,  Memphis 


Andrew  J.  Dancy,  M.D.,  Memphis 
Rodney  G.  Elliott,  M.D.,  Memphis 
James  A.  Grant,  M.D.,  Memphis 
Jose  C.  Gros,  M.D.,  Memphis 
James  D.  Jones,  M.D.,  Memphis 
Sara  T.  Jones,  M.D.,  Memphis 
Stewart  L.  Nunn,  M.D.,  Memphis 
Frank  J.  Osborn,  M.D.,  Memphis 
Boyce  B.  Pryor,  M.D.,  Memphis 
Lowell  B.  Robison,  Jr.,  M.D.,  Memphis 
James  J.  Upshaw,  M.D.,  Memphis 
J.  C.  Woodall,  Jr.,  M.D.,  Memphis 

WASHINGTON-CARTER-UNICOI  COUNTY 
SOCIETY 

Earl  Baines,  M.D.,  Erwin 

1971  County  Medical  Society 
Officers  and  Delegates 

The  following  is  a partial  list  of  the  county 
medical  society  officers  and  delegates  for  1971. 
The  other  county  societies  will  be  reported  in 
subsequent  issues  as  the  information  is  received. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

President:  T.  L.  Flickinger,  M.D. 

President-Elect:  David  L.  McCroskey,  M.D. 

Vice  President:  B.  Gordon  McCall,  M.D. 
Secretary:  B.  H.  Blanks,  M.D. 

Delegate:  James  N.  Proffitt,  M.D. 

Alternate:  H.  T.  Vandergriff,  M.D. 

CHATTANOOGA  and  HAMILTON  COUNTY 
MEDICAL  SOCIETY 

President:  Robert  A.  Waters,  M.D. 
President-Elect:  Durwood  L.  Kirk,  M.D. 
Secretary:  Paul  E.  Hawkins,  M.D. 

Delegates:  Robert  A.  Waters,  M.D.,  Durwood  L. 

Kirk,  M.D.,  Paul  E.  Hawkins,  M.D., 
C.  Robert  Clark,  M.D.,  Robert  G. 
Demos,  M.D.,  David  P.  McCallie, 
M.D.,  George  G.  Young,  M.D. 
Alternate  Delegates:  Thomas  L.  Buttram,  M.D., 
J.  Hicks  Carey,  M.D.,  Frank  B.  Gra- 
ham, M.D.,  Paul  V.  Nolan,  M.D., 
James  R.  Royal,  M.D.,  E.  Wayne  Gil- 
ley, M.D.,  Bennett  W.  Caughran,  M.D. 

COFFEE  COUNTY  MEDICAL  SOCIETY 

President:  Clarence  H.  Farrar,  M.D. 
Vice-President:  Bruce  Galbraith,  M.D. 
Secretary:  Ralph  Brickell,  M.D. 

Delegate:  Ralph  Brickell,  M.D. 

Alternate:  Bruce  Galbraith,  M.D. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

President:  T.  K.  Ballard,  M.D. 

1st  Vice-President:  Charles  White,  M.D. 

2nd  Vice-President:  Sherlie  Walker,  M.D. 

3rd  Vice-President:  Tom  Crenshaw,  M.D. 
Secretary:  S.  Lane  Bicknell,  M.D. 

Treasurer:  Robert  C.  Hall,  M.D. 

Delegates:  T.  K.  Ballard,  M.D.,  Bobbj^  Higgs, 
M.D.,  Montie  Smith,  M.D. 
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Alternate  Delegates:  Don  Lewis,  M.D.,  Jim  Don- 
nell, M.D.,  Max  Crocker, 
M.D. 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

President:  H.  F.  Lawson,  M.D. 

Secretary:  Carl  T.  Duer,  M.D. 

Delegate:  Joe  K.  Wallace,  M.D. 

Alternate:  James  T.  Callis,  M.D. 

NASHVILLE  ACADEMY  OF  MEDICINE  AND 
DAVIDSON  COUNTY  MEDICAL  SOCIETY 

President:  Robert  McCracken,  M.D. 

President-Elect:  Gordon  Peerman,  M.D. 

Secretary-Treasurer:  George  Holcomb,  M.D. 

Delegates:  Russell  Birmingham,  M.D.,  Robert 
Bomar,  M.D.,  George  Bounds,  M.D., 
B.  F.  Byrd,  Jr.,  M.D.,  Robert  Chal- 
fant,  M.D.,  James  Ellis,  M.D.,  James 
Fleming,  M.D.,  James  W.  Hays,  M.D., 
Robert  McCracken,  M.D.,  Eugene 
Regen,  Jr.,  M.D.,  Louis  Rosenfeld, 
M.D.,  Edwin  Williams,  M.D.,  Frank 
Womack,  M.D. 

Alternates:  Sumpter  Anderson,  M.D.,  James 
Brakefield,  M.D.,  James  Callaway, 
M.D.,  James  Fields,  M.D.,  Armistead 
Nelson,  M.D.,  Phillip  Porch,  M.D., 
Paul  Stumb,  M.D.,  Douglas  Trapp, 
M.D,  C.  C.  Woodcock,  M.D,  John 
Wright,  M.D. 

DICKSON  COUNTY  MEDICAL  SOCIETY 

President:  J.  T.  Jackson,  M.D. 

President-Elect:  S.  R.  Curtis,  M.D. 

Vice-President:  J.  C.  Elliott,  M.D. 

Secretary:  D.  B.  Drinnen,  M.D. 

Delegate:  B.  J.  Smith,  M.D. 

Alternate:  William  Jackson,  M.D. 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

President:  Jack  Smith,  M.D. 

Vice-President:  Baley  Fred  Allred,  M.D. 

Secretary:  Shelby  O.  Turner,  M.D. 

Delegate:  Guy  C.  Pinckley,  M.D. 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

President:  George  L.  Smith,  M.D. 

Vice-President:  Jo  C.  Anderton,  M.D. 

Secretary:  Charles  B.  Keppler,  M.D. 

Delegate:  Dewey  Hood,  M.D. 

Alternate:  Fletcher  Stuart,  M.D. 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

President:  P.  M.  Trusler,  M.D. 

President-Elect:  W.  K.  Alexander,  M.D. 

Secretary:  C.  H.  Helms,  M.D. 

Delegate:  C.  C.  Blake,  M.D. 

Alternate:  L.  C.  Bryan,  M.D. 

HENRY  COUNTY  MEDICAL  SOCIETY 

President:  John  E.  Neumann,  Sr,  M.D. 

President-Elect:  W.  G.  Rhea,  Jr,  M.D. 

Vice-President:  J.  R.  Smith,  M.D. 


Secretary:  Walter  P.  Griffey,  Jr,  M.D. 

Delegate:  John  E.  Neumann,  Sr,  M.D. 
Alternate:  Paul  Mobley,  M.D. 

JACKSON  COUNTY  MEDICAL  SOCIETY 

President:  E.  M.  Dudney,  M.D. 

Vice-President:  J.  S.  Johnson,  M.D. 

Secretary:  J.  S.  Johnson,  M.D. 

Delegate:  E.  M.  Dudney,  M.D. 

Alternate:  J.  S.  Johnson,  M.D. 

MACON  COUNTY  MEDICAL  SOCIETY 

President:  Charles  C.  Chitwood,  M.D. 
President-Elect:  E.  M.  Froedge,  M.D. 

Secretary:  Jack  C.  Clark,  M.D. 

Delegate:  Jack  C.  Clark,  M.D. 

Alternate:  E.  M.  Froedge,  M.D. 

NORTHWEST  TENNESSEE  ACADEMY  OF 
MEDICINE 

President:  Arden  J.  Butler,  M.D. 
President-Elect:  James  R.  Noonan,  M.D. 
Secretary:  Robert  R.  Young,  Jr,  M.D. 

Delegates:  J.  C.  Moore,  M.D, 

James  H.  Ragsdale,  M.D. 

Alternates:  C.  R.  Webb,  M.D,  E.  A.  King,  M.D. 

OVERTON  COUNTY  MEDICAL  SOCIETY 

President:  B.  H.  Copeland,  M.D. 

Vice-President:  W.  G.  Quarles,  Jr,  M.D. 
Secretary:  Denton  D.  Norris,  M.D. 

Delegate:  W.  G.  Quarles,  Jr,  M.D. 

Alternate:  J.  L.  Shipley,  M.D. 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

President:  Stephen  Farr,  M.D. 

Vice-President:  Katherine  G.  Crawford,  M.D. 
Secretary:  Thurman  Shipley,  M.D. 

Delegate:  William  A.  Hensley,  M.D. 

Alternate:  Clarence  Jones,  M.D. 

ROANE-ANDERSON  COUNTY  MEDICAL 
SOCIETY 

President:  Charles  Gurney,  M.D. 

Vice-President:  Louis  Killeffer,  M.D. 

Secretary:  L.  L.  Shelby,  M.D. 

Delegates:  Joe  Tittle,  M.D,  E.  C.  Cunningham, 
M.D. 

Alternates:  R.  A.  Johnson,  M.D,  Ernest  Hendrix, 
M.D. 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

President:  William  Shacklett,  M.D. 
President-Elect:  Charles  Lewis,  M.D. 
Vice-President:  Bernard  Davison,  M.D. 
Secretary:  Tom  Turner,  M.D. 

Delegate:  Carl  Adams,  M.D. 

Alternate:  William  Shacklett,  M.D. 

SULLIVAN -JOHNSON  COUNTY  MEDICAL 
SOCIETY 

President:  Floyd  E.  Nicely,  M.D. 

Vice-President:  Kenneth  C.  Lynch,  M.D. 
Secretary:  Sidney  Wike,  M.D. 

Delegates:  E.  Kent  Carter,  M.D,  B.  Y.  Cowan, 
M.D,  Joseph  K.  Maloy,  M.D. 
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Alternates:  R.  E.  Maddox,  M.D.,  Floyd  E.  Nicely, 
M.D.,  Floyd  Davis,  M.D. 

TIPTON  COUNTY  MEDICAL  SOCIETY 

President:  B.  S.  McCullough,  M.D. 
President-Elect:  A.  S.  Witherington,  M.D. 
Vice-President:  A.  S.  Witherington,  M.D. 
Secretary:  Hugh  Vaughn,  M.D. 

Delegate:  Sterling  Ruffin,  M.D. 

Alternate:  W.  A.  Alexander,  M.D. 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

President:  J.  O.  Hale,  M.D. 

President-Elect:  W.  R.  Miller,  M.D. 
Vice-President:  E.  T.  West,  M.D. 

Secretary:  H.  C.  Moss,  M.D. 

Delegates:  C.  E.  Allen,  M.D.,  G.  A.  Rannick, 
M.D.,  N.  E.  Hyder,  M.D. 

Alternates:  T.  P.  Potter,  M.D.,  David  Slagle, 
M.D.,  H.  B.  Cupp,  M.D. 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

President:  Joe  Willoughby,  M.D. 

Vice-President:  Robert  H.  Hutcheson,  M.D. 
Secretary:  W.  F.  Encke,  M.D. 

Delegate:  Joe  Willoughby,  M.D. 

Alternate:  Robert  H.  Hutcheson,  M.D. 

WILSON  COUNTY  MEDICAL  SOCIETY 

President:  R.  C.  Kash,  M.D. 

Vice-President:  James  P.  Leathers,  M.D. 
Secretary:  T.  R.  Puryear,  M.D. 

Delegate:  T.  R.  Puryear,  M.D. 

Alternate:  J.  C.  Bradshaw,  Jr.,  M.D. 
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This  Month  In  Washington 
(From  Washington  Office,  AMA) 

Rep.  Wilbur  D.  Mills  (D.,  Ark.)  expressed 
concern  about  claims  that  prepaid  group 
health  care,  or  health  maintenance  organi- 
zations, could  solve  most  of  the  problems  of 
medicare  and  medicaid. 

Speaking  to  a group  of  business  execu- 
tives, the  chairman  of  the  House  Ways  and 
Means  Committee,  which  handles  medicare 
and  medicaid  legislation,  said  that  he  be- 
lieved health  maintenance  organizations 
were  “a  reasonable  and  perhaps  competitive 
alternative”  for  providing  government- 
financed  health  care. 

“However,”  he  added,  “I  have  become 
concerned  that  we  will  expect  a great  deal 
more  from  them  than  is  likely  to  occur.  The 
health  industry  is  too  diversified  and  its 
problems  too  complex  to  ever  conclude  that 


any  one  approach  will  solve  most  or  all  of 
the  problems.” 

Americans  broke  a spending  record  for 
health  care  this  past  year,  paying  out  about 
$70  billion  for  everything  from  aspirin  to 
hospitals,  Mills  also  said.  Inflation  ac- 
counted for  half  the  boost  of  about  16  per- 
cent over  the  $60.3  billion  spent  in  the  pre- 
vious fiscal  year,  he  said. 

Mills  said  he  expects  health  care  spend- 
ing figures  for  fiscal  1970,  which  ended  July 
1,  would  show  that  $7  out  of  every  $100 
spent  in  the  United  States  for  all  goods  and 
services  went  for  health  expenditures.  “Just 
three  years  ago,”  Mills  said,  “it  was  esti- 
mated that  we  would  not  reach  the  7 per- 
cent level  until  1975.” 

He  noted,  however,  that  the  fiscal  1970 
figures  would  show  “for  the  first  time”  that 
federal  spending  did  not  increase  as  fast  as 
private  spending  for  health  services. 

“The  reason  for  this  development  is  that 
the  medicare  program  did  not  grow  as  fast 
as  it  had  been  growing,”  Mills  said. 

Mills  said  the  new  health  care  figures 
point  out  two  major  characteristics  of  the 
health  industry — “rapidly  escalating  costs 
and  rapidly  increasing  public  involvement.” 

“Public  funds  now  pay  for  one-half  of  all 
the  hospital  care  provided  in  the  country,” 
Mills  said.  “Medicare  and  medicaid  together 
account  for  almost  all  of  the  half.” 

^ ^ ^ 

National  health  insurance  is  shaping  up 
as  one  of  the  major  domestic  issues  before 
the  92nd  Congress  with  catastrophic  illness 
coverage  gaining  support  from  both  Demo- 
crats and  Republicans. 

Advocates  of  catastrophic  coverage 
counted  on  the  Nixon  Administration  sup- 
porting such  a plan  although  Elliot  L.  Rich- 
ardson, secretary  of  Health,  Education,  and 
Welfare,  called  for  its  rejection  at  that  time 
when  it  unexpectedly  was  placed  before 
the  Senate  Finance  Committee  in  executive 
session  late  last  year  near  the  end  of  the 
91st  Congress.  But  he  left  the  door  open  for 
Administration  support  later. 

“A  proposal  with  this  impact  on  the 
health  care  system  deserves  the  closest 
kind  of  examination,  not  the  hasty  look  it 
has  been  given  in  the  waning  days  of  an 
executive  session,”  Richardson  said. 
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The  secretary’s  comment  was  in  response 
to  the  surprise  announcement  by  Sen.  Rus- 
sell B.  Long  (D.,  La.)  that  he  would  offer  a 
catastrophic  illness  coverage  plan  to  the 
Finance  Committee  of  which  he  is  chair- 
man. 

Long’s  plan  called  for  the  government  to 
pay  80%  of  all  medical  costs  beyond  the 
first  60  days  of  hospitalization  or  the  first 
$2,000  of  physicians’  bills  for  all  Americans 
who  pay  social  security  taxes  and  are  under 
65.  He  estimated  the  cost  at  $2.5  billion  a 
year  to  be  financed  by  a 0.5%  increase  in 
social  security  taxes,  to  be  shared  equally 
by  employers  and  employees. 

The  American  Medical  Association  also 
cleared  the  way  to  add  catastrophic  cover- 
age to  its  Medicredit  plan  for  voluntary 
national  health  insurance.  The  House  of 
Delegates  at  the  AMA  1970  clinical  coven- 
tion  in  Boston  approved  a report  of  the 
Board  of  Trustees  listing  catastrophic  cov- 
erage among  the  modifications  and  improve- 
ments being  considered  before  reintroduc- 
tion of  the  Medicredit  legislation. 

All  national  health  legislation  introduced 
during  1969-70  died  with  the  final  adjourn- 
ment of  the  91st  Congress,  and  some  modi- 
fications were  expected  to  be  incorporated 
in  most  of  the  leading  proposals  before 
their  reintroduction  in  the  92nd  Congress. 

Rep.  Durwood  G.  Hall  (R.,  Mo.),  a phy- 
sician, introduced  during  the  final  months 
of  the  91st  Congress  legislation  that  would 
establish  a government  program  of  cata- 
strophic illness  insurance  for  all  Americans 
along  with  a program  of  basic  health  care 
protection  for  the  medically  indigent. 

Part  A (Basic  Protection)  of  Hall’s  pro- 
posal would  replace  the  present  medicaid 
program.  Each  state  would  be  authorized 
to  determine  the  level  of  medical  indigence 
in  that  state  and  to  purchase,  from  private 
carriers,  basic  health  insurance  coverage 
for  the  medically  indigent.  The  states  would 
receive  federal  reimbursement  for  85  per- 
cent of  the  costs  incurred  in  providing  this 
basic  coverage. 

The  states  would  also  purchase  coverage 
for  the  costs  of  catastrophic  illness  expenses 
for  the  medically  indigent.  There  would  be 
no  federal  reimbursement  for  this  state 
coverage. 


Part  B (Catastrophic  Coverage)  would 
have  the  secretary  of  HEW  establish  a pro- 
gram of  insurance  against  the  costs  of  cata- 
strophic illness.  Any  U.S.  resident  whose  in- 
come in  above  the  level  of  medical  indi- 
gence would  be  entitled  to  reimbursement 
for  expenses  incurred  as  a result  of  cata- 
strophic illness.  Federal  reimbursement 
would  be  90%  of  total  eligible  expenses. 

Eligible  expenses  would  be  those  health 
care  costs  above  whichever  of  the  following 
is  the  larger:  (a)  $1000  for  those  65  or 

$5000  in  any  other  case,  or  (b)  25  percent 
of  the  gross  income  of  the  individual  or  his 
family. 

Funds  for  this  two-part  program  would 
be  managed  by  a Federal  Health  Care 
Trust  Fund.  Money  for  this  trust  fund 
would  be  raised  through  a 0.4%  tax  on 
wages  and  self-employment  income,  and  on 
other  income  in  excess  of  $2,000  up  to  the 
maximum  income  in  use  for  purposes  of  the 
social  security  tax.  There  would  also  be  a 
0.4%  employer  tax. 

Hall  estimates  that  the  Part  A would  cost 
the  federal  government  about  $3.7  billion  a 
year.  The  cost  to  the  states  for  Part  A 
would  be  about  $600,000.  Medicaid  presently 
costs  the  states  about  $2.5  billion. 

There  was  no  estimate  as  to  the  cost  of 
Part  B,  but  Hall  said  that  it  would  be  only 
a small  fraction  of  the  cost  of  a compre- 
hensive national  health  insurance  program 
of  the  type  being  pushed  by  organized 
labor. 

“All  government  efforts  to  date  have  been 
directed  at  providing  first-dollar  coverage,” 
Hall  said.  “Invariably,  first-dollar  coverage 
entails  high  administrative  costs,  for  it  re- 
quires that  many  small  claims  be  processed. 
Thereby,  the  substance  of  the  program  is 
eroded.  My  aim  is  to  amend  and  to  protect 
existing  law  or  substitute  therefor  so  that 
the  public  can  be  insulated  from  disas- 
trously high  costs;  give  meaningful  relief 
to  those  hardest  hit  by  extensive  medical 
expenses;  make  the  existing  program  work 
easier;  and  at  the  same  time  make  the 
greatest  use  possible  of  the  dollars  avail- 
able.” 

❖ ❖ ❖ 

Congress  in  the  final  days  of  the  91st  Con- 
gress approved  2 important  medical  bills 
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Notice  To  All  Members! 


Your  Memberships  in  the  Tennessee  Medical  Association  and 
American  Medical  Association,  including  subscriptions  to  The 
Tennessee  Medical  Journal  and  The  Journal  of  the  AMA 
(with  other  AMA  publications),  expired  on  December  31. 
Here’s  how  to  renew  them: 

it  Mail  your  dues  immediately  to  the  Secretary  of  Your  County 
Medical  Society. 

^ TMA  dues  are  $80.00.  AMA  membership  dues  are  $110.00.  If  you 
don’t  know  the  amount  of  your  County  Medical  Society  dues, 
check  with  your  local  Secretary. 

^ Many  members  probably  will  want  to  send  one  check  to  cover 
local,  state,  and  national  dues.  Make  Check  Payable  To 
Your  County  Medical  Society. 

Your  local  Secretary  or  Treasurer  will  forward  state  and  national 
dues  for  you  and  other  members  to  the  Nashville  Office  of 
the  TMA.  That  office  will  transmit  AMA  dues  to  Chicago. 

^ Remember:  As  a part  of  the  privileges  and  services  offered  to 
all  members  of  TMA,  you  will  receive  a year’s  subscription  to 
The  Tennessee  Medical  Journal  without  cost.  Dues-paying 
members  of  the  AMA  will  receive  a year’s  subscription  to 
The  Journal  of  the  AMA,  Today’s  Health,  American  Medical 
News,  and  an  AMA  Specialty  Journal  of  choice. 

^ The  member  who  becomes  eligible  for  exemption  from  dues,  and 
wishes  to  take  advantage  of  exemption,  should  make  his 
wishes  known  to  the  secretary  of  his  County  Medical  Society. 
After  exemption  has  once  been  established,  the  member  is 
carried  over  from  year  to  year,  unless  the  status  changes 
and  notification  is  received  from  your  County  Medical  Society. 
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dealing  with  family  practice  and  birth 
control. 

The  main  feature  of  the  family  practice 
legislation  authorized  a 3-year,  $225  million 
program  to  help  medical  schools  establish 
and  operate  departments  to  train  family 
physicians. 

The  legislation  passed  the  Senate  and 
House  with  virtually  no  opposition.  It  was 
supported  by  the  American  Academy  of 
General  Practice  and  the  American  Medical 
Association.  The  Nixon  Administration  op- 
posed it,  mainly  because  of  its  categorical 
grant  character. 

Only  9 U.S.  medical  schools  already  have 
established  departments  of  family  practice, 
and  chief  sponsors  of  the  legislation  hailed 
its  passage  as  an  important  step  toward 
alleviating  the  shortage  of  family  physi- 
cians and  slowing  down  the  trend  to  special- 
ization in  the  practice  of  medicine.  It  was 
praised  as  “a  significant  step  in  the  efforts 
of  Congress  to  meet  the  health  crisis  facing 
this  nation.” 

A family  planning  bill  authorizes  birth 
control  services,  except  abortion,  for  all 
American  women  who  cannot  afford  them. 
The  birth  control  services  will  include 
contraceptive  drugs  and  devices,  as  well  as 
consultations,  examinations,  and  instruc- 
tion. 

The  legislation  also  provides  for  federal 
aid  for  birth  control  research  and  estab- 
lishes an  Office  of  Population  Affairs  in  the 
Department  of  Health,  Education  and  Wel- 
fare. 

To  finance  the  program  for  the  first  3 
years,  House-Senate  conferees  agreed  on  a 
compromise  authorization  of  $387  million. 
The  House  had  approved  $267  million  for 
3 years  and  the  Senate,  $967  million  for  5 
years. 

Expenditure  of  federal  funds  for  abortion 
is  prohibited. 

He  ^ ^ 

A special  panel  of  Senate  consultants 
urged  a multi-billion  dollar  crusade  against 
cancer  to  erase  its  “staggering”  impact  of 
death  and  suffering  on  all  mankind. 

In  a brief  but  detailed  report  to  the  Sen- 


ate Labor  and  Public  Welfare  Committee 
on  its  four-month  study  of  the  disease,  the 
26-member  panel  estimated  that  50  million 
Americans  now  living  will  develop  the  dis- 
ease and  that  34  million  of  them  will  die 
unless  immediate  steps  are  taken  to  curb  it. 

The  consultants  recommended  a sweeping 
program  keyed  to  consolidation  of  all  exist- 
ing cancer  research  projects  into  a national 
cancer  authority  directly  responsible  to  the 
President. 

“The  Committee  is  unanimously  of  the 
view  that  the  conquest  of  cancer  is  a real- 
istic goal  if  an  effective  national  program 
along  the  lines  in  the  report  is  promptly 
initiated  and  relentlessly  pursued,”  said 
Benno  C.  Schmidt,  co-chairman  of  the 
group. 

“Given  the  seriousness  of  the  cancer  prob- 
lem to  the  health  and  morale  of  our  society, 
this  allocation  of  national  priorities  seems 
to  be  open  to  serious  question,”  the  panel 
said. 

It  recommended  doubling  cancer  research 
spending  to  $400  million  in  the  1972  fiscal 
year,  and  increasing  it  by  $100  million  to 
$150  million  in  subsequent  years  to  a $1 
billion  level  in  1976. 

The  panel  said  their  recommended  pro- 
gram “is  so  important  to  the  American 
people  and  to  the  world”  that  the  money 
should  be  spent  even  if  taxes  have  to  be 
raised  to  pay  the  bill. 

The  panel  of  consultants,  which  included 
labor  and  civic  leaders  as  well  as  distin- 
guished cancer  researchers,  said  that  the 
program  should  be  devoted  primarily  to 
research  into  the  causes  and  cures  of  cancer, 
rather  than  to  patient  care. 

The  panel  said  that  the  cost  of  cancer  has 
been  estimated  “as  high  as  $15  billion  per 
year,”  of  which  as  much  as  $5  billion  is 
spent  on  caring  for  patients.  The  balance 
is  in  the  loss  of  earning  power  and  produc- 
tivity. 

It  said  that  only  89  cents  was  spent  last 
year  for  each  man,  woman  and  child  in  the 
United  States  on  cancer  research,  com- 
pared with  $140  per  capita  on  national  de- 
fense, $125  for  the  Vietnam  war  and  $19 
each  on  space  programs  and  foreign  aid. 
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MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University  School 
of  Medicine 

Dr.  Earl  W.  Sutherland,  professor  physi- 
ology at  Vanderbilt  University  School  of 
Medicine,  is  the  recipient  of  the  1970  Al- 
bert Lasker  Award  for  basic  medical  re- 
search. The  award  came  as  the  result  of  his 
discovery  of  cyclic  AMP,  a key  chemical 
in  the  body  which  regulates  the  action  of 
hormones  and  affects  growth  and  behavior. 
Dr.  Sutherland  received  the  award  on  No- 
vember 12,  at  the  annual  luncheon  of  the 
Albert  and  Mary  Lasker  Foundation  which 
was  held  at  the  St.  Regis  Hotel  in  New 
York  City.  The  award  includes  $10,000  in 
cash,  and  an  inscribed  statuette  of  the 
winged  victory  of  Samothrace  symbolizing 
victory  over  death  and  disease  and  an 
illuminated  citation.  The  basic  medical  re- 
search award  honors  those  who  have  made 
fundamental  biological  and  medical  investi- 
gations which  provide  techniques,  informa- 
tion or  concepts  that  are  prerequisite  to  the 
elimination  of  the  major  causes  of  death 
and  disability. 

Meharry  Medical  College 

Meharry  Medical  College  is  currently  con- 
ducting a national  campaign  to  raise  $88.8 
million  with  $55.2  million  of  this  total  com- 
ing from  private  sources.  By  August  30, 
1970  Meharry  had  raised  $12.9  million  from 
the  private  sector  and  another  $17.1  million 
from  government  sources  in  the  first  phase 
of  the  campaign.  The  period  covered  23 
months  from  September,  1968.  Not  included 
in  the  private  funds  total  is  $1.9  million 
from  six  foundations  which  helped  launch 
the  campaign. 

The  second  phase  (1970-72)  of  the  three 
part  development  program  requires  the 
raising  of  $29.3  million,  of  which  $15.7  mil- 
lion will  be  required  from  private  sources. 
The  development  goal  provides  for  creat- 
ing, in  effect,  a new,  major  modern  medical 
school,  research  center  and  service  institu- 
tion at  the  94-year-old  College. 

$ ^ $ 

A planning  grant  for  cancer  research  and 
a contribution  for  the  school’s  development 


program  was  recently  given  to  the  Meharry 
Medical  College.  Dr.  Lloyd  Elam,  president 
of  Meharry  Medical  College,  stated  that  the 
National  Cancer  Institute  has  awarded  a 
$125,367  grant  to  the  Department  of  Radi- 
ology while  DuPont  Company  made  a 
$75,000  contribution  to  the  development  pro- 
gram. 

The  Cancer  Institute  grant  will  help  in 
the  development  of  a conceptual  design 
study  for  a new  oncology  clinical  and  re- 
search center  program.  This  program  will, 
in  turn,  provide  educational,  research,  and 
clinical  services  utilizing  a coordinated  mul- 
tidisciplinary approach  including  surgery, 
chemotherapy,  endocrine  therapy,  and 
radiology  in  the  detection  and  treatment  of 
cancer. 

The  DuPont  gift  was  the  third  made  by 
the  firm  to  Meharry  in  the  past  two  years. 
The  company,  in  1969  and  again  this  year, 
donated  $2,500  to  a Meharry  Scholarship 
Fund.  The  latest  contribution  will  be  used 
toward  the  construction  of  a 400-bed  hos- 
pital addition  that  is  being  planned  by  the 
college,  as  well  as  for  the  biomedical 
sciences  program  and  the  Department  of 
Biochemistry. 


PERSONAL  NEWS 


Dr.  H.  William  Scott,  Jr.,  Nashville,  has  been 
elected  President  of  the  Society  of  Clinical 
Surgery. 

Dr.  Dan  Riddick,  Huntingdon,  was  the  guest 
speaker  at  a recent  meeting  of  the  Huntingdon 
Rotary  Club.  Dr.  Riddick,  newly  elected  chief 
of  staff  at  Carroll  County  General  Hospital  spoke 
on  the  recent  advances  in  intensive  coronary 
care  and  the  availability  of  services  at  the  Car- 
roll  County  Hospital. 

Dr.  Robert  H.  Haralson,  III  has  announced  the 
opening  of  his  practice  of  orthopedic  surgery  in 
Maryville.  Dr.  Haralson  received  his  M.D.  degree 
from  the  University  of  Tennessee  Medical  Units 
in  Memphis  in  1963,  interned  at  Grady  Memorial 
Hospital  in  Atlanta,  served  a general  surgery 
residency  at  Kennedy  Veteran’s  Hospital,  fol- 
lowed by  3 three  years  at  Campbell  Clinic  in 
Memphis  on  a fellowship  in  Orthopedic  Surgery. 

Two  Dyersburg  physicians,  Drs.  Elton  A.  King 
and  Robert  L.  Harrington,  recently  became  Fel- 
lows of  the  American  College  of  Obstetricians 
and  Gynecologists. 

Dr.  Eugene  W.  Fowinkle,  Commissioner  of  the 
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State  Department  of  Public  Health,  has  been 
elected  vice-president  of  the  American  Associa- 
tion of  Public  Health  Physicians. 

Dr.  Russell  Patterson,  Memphis,  has  been 
elected  president-elect  of  the  Baptist  Hospital 
medical  staff.  Dr.  Edwin  Cocke,  took  office  as 
president  on  January  1,  1971,  succeeding,  Dr. 

W.  T.  Satterfield. 

Dr.  Bernard  M.  Zussman,  Memphis,  is  the 
author  of  an  article  entitled  “Tobacco  Sensitivity 
in  the  Allergic  Patient,”  published  in  the  August 
issue  of  the  ANNALS  OF  ALLERGY.  He  re- 
cently returned  from  attending  the  International 
Congress  of  Allergy  in  Florence,  Italy  where 
this  subject  was  presented. 

Dr.  M.  B.  McKinney,  formerly  of  Crossville, 
has  moved  his  office  of  general  practice  to 
Sevierville. 

Dr.  Fred  D.  Ownby,  Nashville,  President  of  the 
Middle  Tennessee  Heart  Association,  and  Dr. 
Thomas  J.  Davis,  Nashville,  and  Dr.  Henry  Feld- 
haus,  Shelbyville  participated  in  a heart  forum 
recently  held  in  Shelbyville.  Dr.  Feldhaus 
moderated  the  forum  which  included  lectures 
and  a question  and  answer  session  on  the  diag- 
nosis and  treatment  of  cardiovascular  disease. 

Dr.  Robert  Newman,  Knoxville,  was  installed 
as  Chief  of  Staff  at  University  Hospital,  succeed- 
ing Dr.  Robert  Lash. 

Dr.  R.  H.  Kampmeier,  Nashville,  authored  an 
article  entitled  “Responsibility  of  the  Physician 
for  Nutritional  Health”  which  appeared  in  the 
November  30  issue  of  MODERN  MEDICINE.  The 
article  was  one  of  seven  which  appeared  as  a 
special  symposium  on  nutrition. 


ANNOUNCEMENTS 


Calendar  of  Meetings 

1971 


State 

April  15-17  Tennessee  Medical  Association, 

136th  Annual  Meeting,  The 
Read  House,  Chattanooga 


National 

January  20-31  Southern  Radiological  Confer- 

erence,  Grand  Hotel,  Point 
Clear,  Ala. 

February  3-7  American  College  of  Cardiol- 

ogy, Sheraton  Park  Hotel, 
Washington,  D.C. 


February  8-10 

February  14-15 

February  20-24 
March  6-11 

March  8-11 

March  15-17 

March  25-26 

March  26-28 

March  28-Apr.  2 
March  29-Apr.  3 

April  2 -Apr.  3 
April  19-22 


American  Academy  of  Oc- 
cupational Medicine,  Park 
Sheraton  Hotel,  New  York 

AMA  Congress  of  Medical  Ed- 
ucation, 67th  Annual  Palmer 
House,  Chicago 

American  Academy  of  Allergy, 
Palmer  House,  Chicago 

American  Academy  of  Ortho- 
pedic Surgeons,  Civic  Center, 
San  Francisco 

New  Orleans  Graduate  Medical 
Assembly,  Roosevelt  Hotel, 
New  Orleans 

American  College  of  Surgeons, 
joint  meeting  for  Doctors  and 
Nurses,  Roosevelt  Hotel,  New 
Orleans 

National  Conference  on  Rural 
Health,  24th,  Atlanta  Marriott 
Motor  Hotel,  Atlanta 

American  Society  of  Internal 
Medicine,  Brown  Palace,  Den- 
ver 

American  College  of  Physi- 
cians, Hilton  Hotel,  Denver 

American  College  of  Radiol- 
ogy, Chase  Park  Plaza,  St. 
Louis 

National  Congress  of  the  So- 
cio-Economics of  Health  Care, 
Fifth,  Caesar’s  Palace,  Las 
Vegas,  Nevada 

Southeastern  Surgical  Con- 
gress, Americana  Hotel,  Miami 
Beach,  Florida 


Combined  Doc+or-Nurse  Meeting 
Scheduled  for  New  Orleans 

The  18th  combined  meeting  for  doctors  and 
nurses  sponsored  by  the  American  College  of 
Surgeons  will  be  held  in  New  Orleans,  March 
15-17.  The  meeting  is  open  to  all  doctors  of 
medicine  and  registered  nurses.  Headquarters 
hotels  are  the  Fairmont  Roosevelt  and  Jung. 
More  than  2,500  are  expected  to  attend. 

The  scope  of  the  meeting  will  approach  that 
of  the  annual  Clinical  Congress,  with  sessions  in 
general  surgery  and  nine  surgical  specialties: 
orthopedic  surgery,  gynecology-obstetrics,  oto- 
rhinolaryngology, pediatric  surgery,  neurologic 
surgery,  plastic  surgery,  ophthalmic  surgery, 
thoracic  surgery  and  proctology.  Surgeons  of 
outstanding  ability  will  act  as  teachers,  focusing 
attention  on  newer  ways  of  handling  problems. 
Also,  some  25  outstanding  medical  films  and 
approximately  50  industrial  exhibits  of  new 
equipment  and  accessories  useful  to  the  medical 
profession  will  be  shown. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
I. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


SAINT 

ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

STAFF: 

James  P.  King,  M.D. 

Edward  E.  Cale,  M.D. 

William  D.  Keck,  M.D. 

Don  L.  Weston,  M.D. 

Morgan  E.  Scott,  M.D. 

J.  William  Giesen,  M.D. 

! David  S.  Sprague,  M.D. 

Delano  W.  Bolter,  M.D. 

Davis  G.  Garrett,  M.D. 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 

Don  Phillips,  Administrator 

Card  McGraw,  Ph.D. 

R.  Lindsay  Shuff,  M.H.A. 

James  E.  Dublin,  Ph.D. 

Asst.  Administrator 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center 

Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va. 

109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D. 

Leslie  J.  Borbely,  M.D. 

Mental 

Health  Clinic 

Professional 

Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 
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ASSOCIATION  NEWS 

See  You  In  Chattanooga  April  15-17  For 
Stimulating  1971  TMA  Annual  Meeting 


The  Annual  Meeting  of  the  Tennessee 
Medical  Association  is  to  be  held  in  Chat- 
tanooga from  April  15th  through  the  17th, 
1971.  This  will  be  the  136th  Annual  Meeting 
of  the  Association  and  most  of  the  meetings, 
particularly  the  House  of  Delegates,  the 
scientific  sessions  and  exhibits,  will  be  held 
at  the  Read  House  Hotel. 

The  meeting  is  being  tuned  to  the  times, 
and  there  will  be  prominent  authoritative 
speakers  on  many  current  medical  topics, 
and  discussions  will  be  invited  on  the  sub- 
jects in  the  scientific  sessions  of  the  spe- 
cialty societies.  A tremendous  amount  of 
organizational  work  is  involved  in  planning 
the  Annual  Meeting.  Harry  Stone,  M.D., 
Chattanooga,  is  Chairman  of  the  Committee 
on  Scientific  Affairs.  The  principal  scientific 
programs  will  be  presented  by  the  medical 
specialty  societies  that  meet  concurrently 
with  TMA. 

The  members  of  the  TMA  House  of  Dele- 
gates will  begin  their  deliberations  on  Wed- 
nesday afternoon,  April  14,  at  the  Read 
House.  The  Speaker  of  the  House,  Richard 
DeSaussure,  M.D.,  Memphis,  with  the  able 
assistance  of  Vice-Speaker  R.  H.  Haralson, 
M.D.,  Maryville,  will  referee  the  inter- 
locutory verbal  confrontations  that  emanate 
from  the  Delegates.  The  second  session  of 
the  House  will  occur  on  Saturday  morning, 
April  17,  at  9:00  A.M. 

The  Reference  Committees  will  conduct 
hearings  on  Thursday,  April  15. 

The  President’s  Banquet  will  be  held  on 
Friday,  April  16,  beginning  with  a social 
hour  at  6:00  P.M.,  with  the  banquet  to  fol- 
low at  7 : 00  P.M.  at  the  Read  House.  Other 
banquets,  luncheons  and  social  events  will 
be  sponsored  by  the  specialty  societies 
meeting  with  the  state  medical  association. 
The  Woman’s  Auxiliary  will  conduct  its 
Annual  Meeting  at  the  Holiday  Inn-Down- 
town, Chattanooga,  during  the  TMA  meet- 
ing. 

The  TMA  will  present  an  outstanding 


program  on  Friday  morning,  April  16.  It  is 
believed  that  physicians  not  only  are  inter- 
ested in  scientific  subjects,  but  are  equally 
interested  in  the  important  timely  issues 
of  the  day.  TMA’s  program  committee  is 
presenting  two  outstanding  speakers.  The 
first  will  be  Wesley  W.  Hall,  M.D.,  Presi- 
dent-Elect of  the  American  Medical  As- 
sociation, who  will  relate  some  of  the  major 
activities  of  AMA’s  work  in  his  address. 

The  second  nationally-known  speaker  will 
be  Max  Rafferty,  (Ph.D.)  Superintendent  of 
Public  Instruction  and  Director  of  Educa- 
tion for  the  State  of  California.  He  is  known 
as  one  of  the  most  outstanding  speakers  in 
the  country  and  he  will  address  TMA’s 
membership  on  the  subject,  “The  Riddles  of 
Education.”  Dr.  Rafferty  has  authored  a 
nationally-syndicated  column  currently 
featured  in  more  than  100  newspapers  from 
coast  to  coast.  In  1968,  he  was  California’s 
Republican  candidate  for  the  U.S.  Senate. 

The  Committee  on  Scientific  Affairs  gave 
considerable  thought  to  the  purposes  and 
objectives  of  the  Annual  Meeting  in  the 
light  of  modern  practice  and  the  changing 
needs  of  our  membership.  With  travel  so 
rapid  and  easy,  many  physicians  tend  to 
journey  to  national  meetings  or  gatherings 
in  far  off  places — but  they  see  little  of  their 
Tennessee  colleagues.  At  big  meetings, 
there  is  virtually  no  opportunity  to  have 
detailed  discussion  with  the  partcipants 
about  areas  of  special  interest  or  difficulty 
— the  size  and  atmosphere  of  our  state  meet- 
ing encourages  this. 

Other  Events.  The  IMPACT  breakfast 
will  feature  an  outstanding  speaker  on  Fri- 
day morning,  April  16.  On  Saturday  morn- 
ing, April  17,  the  Committee  on  Medicine 
and  Religion  will  sponsor  a breakfast  with 
an  outstanding  speaker. 

REMEMBER  NOW  TO  MARK  YOUR 
CALENDAR  FOR  APRIL  15-16-17,  1971 
IN  CHATTANOOGA. 
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AMA  Working  Behind  the  Scenes  On  Health  Plan 


The  American  Medical  Association  is  con- 
centrating its  political  influence  on  the 
Nixon  Administration’s  health  policy  and 
legislative  package,  rather  than  vigorously 
opposing  a growing  congressional  agenda 
of  plans  for  national  health  insurance. 

The  AMA  appears  to  be  winning  major 
victories  behind  the  scenes  as  the  Nixon 
health  package,  slated  for  presentation  to 
the  public  and  Congress  in  February,  takes 
final  form. 

The  big  push  has  been  on  for  the  past  six 
months,  to  be  sure  “Nixon  comes  up  with 
a program  we  can  live  with,”  one  AMA 
official  explained. 

The  AMA  voice  in  the  Nixon  Administra- 
tion’s council  of  power  is  stronger  than 
ever,  and  organized  medicine  appears  to  be 
winning  major  victories  as  White  House 
aides  and  officials  in  Health,  Education  and 
Welfare  put  together  a major  legislative  re- 
vision of  Medicaid,  to  be  called  the  Family 
Health  Insurance  Plan  under  Nixon. 

Interviews  with  the  AMA’s  president- 
elect, executive  vice  president,  the  director 
of  their  division  of  governmental  relations 
in  Washington,  D.C.,  and  other  top  officials 
here  for  the  AMA  Clinical  Convention  elic- 
ited the  unanimous  view  that  “our  relations 
with  the  executive  branch  have  never  been 
better.” 

Congressional  aides  and  old-hand  govern- 
ment officials  confirm  the  shift  in  emphasis 
from  congressional  lobbying  to  executive 
department  lobbying  in  the  past  year.  These 
“Washington  watchers”  are  in  agreement 
with  the  AMA’s  own  assessment  that  its 
voice  in  presidential  health  policy  forma- 
tion has  never  been  stronger. 

Not  only  are  more  AMA  officials  and  lob- 
byists seeing  more  of  the  right  people  in  the 
White  House  and  HEW  more  often,  but  for 
the  first  time  in  more  than  a decade,  gov- 
ernment officials  are  listening  and  taking 
what  the  AMA  has  to  say  seriously. 

AMA  officials  have  already  had  two  full- 
dress  sessions  with  HEW  Secretary  Elliot 


Richardson,  one  before  he  was  confirmed 
by  the  Senate  and  again  10  days  ago.  An- 
other session  with  Richardson  is  expected 
before  the  final  recommendations  go  to 
President  Nixon. 

Perhaps  even  more  important  are  the 
regular  meetings  with  key  HEW  officials 
such  as  Deputy  Undersecretary  for  Policy, 
Robert  Patrocilli;  Dr.  Vernon  Wilson,  direc- 
tor of  the  Health  Services  and  Mental 
Health  Administration  and  Leroy  Pesch, 
special  HEW  consultant  for  manpower  who 
is  expected  to  be  named  an  assistant  secre- 
tary soon. 

In  the  White  House  the  AMA  has  regular 
access  to  Edward  Morgan  and  Fred  Malek, 
a former  undersecretary  of  HEW  for  ad- 
ministration, where  they  are  vigorously 
selling  the  concept  that  whatever  the  Nixon 
Administration  does  it  must  continue  to 
finance  fee-for-service  solo-practice. 

Surgeon  General,  Dr.  Jesse  Steinfeld 
meets  regularly  with  AMA  officials  for  “in- 
formal lunches  and  briefings,”  and  is  in  reg- 
ular contact  with  AMA  headquarters  in 
Washington,  D.C.,  or  Chicago. 

There  are  many  both  in  and  out  of  the 
AMA  who  think  of  the  Surgeon  General 
as  “the  AMA’s  man  in  the  Nixon  Adminis- 
tration.” 

HEW  Assistant  Secretary  for  Health  Af- 
fairs, Dr.  Roger  Egeberg,  was  conspicuous 
by  his  absence  from  the  list  of  important 
officials  the  AMA  deals  with  regularly  on 
health  policy  issues.  This  lends  credence  to 
the  persistent  Washington  rumor  that  Dr. 
Egeberg  will  be  fired  by  the  Nixon  Admin- 
istration in  the  next  few  months. 

The  AMA’s  attention  to  key  HEW  and 
White  House  officials  is  a new  phenomenon 
launched  with  the  Nixon  Administration. 
The  so-called  Division  of  Governmental  Re- 
lations was  launched  two  years  ago  and  is 
now  staffed  with  two  full-time  doctors,  two 
full-time  lawyers  and  a fifth  person  who 
devote  themselves  exclusively  to  influenc- 
ing health  policy  in  the  executive  depart- 
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ment.  The  AMA’s  Washington  lobby  now 
totals  32  persons  divided  between  the 
House,  the  Senate,  the  executive  branch 
and  “political  public  information.” 

The  president-elect  of  the  AMA,  Dr. 
Wesley  Hall  of  Nevada,  who  takes  over 
next  June,  is  effusive  about  the  new  turn  of 
events  in  Washington. 

Commenting  on  the  AMA’s  most  recent 
meeting  with  Secretary  Richardson,  which 
Dr.  Hall  attended,  he  said:  “This  day-long 
session  had  the  finest  spirit  of  cooperation 
of  any  meeting  of  government  and  medicine 
ever  held.” 

Major  victories  for  the  AMA  appear  to 
be  Nixon  Administration  acceptance  of  the 
concept  that  financing  mechanisms  will  not 
be  used  to  force  changes  in  the  status  quo. 

“We  can  live  with  multiple  financing 
methods,  even  if  they  provide  money  for 
prepaid  group  practice,  as  long  as  the 


established  forms  of  practice  and  payment 
are  not  threatened,”  Dr.  Ernest  Howard, 
executive  vice  president  of  the  AMA  said. 

This  appears  to  be  precisely  the  emerging 
Nixon  Administration  policy.  HEW’s  Robert 
Petrocilli  said  here  Saturday,  “there  will  be 
nothing  in  the  Family  Health  Insurance 
Plan  that  changes  American  medicine  by 
fiat.” 

Another  major  AMA  concern  is  “peer 
review”  or  letting  doctors  check  up  on 
doctors.  The  AMA  is  opposed  to  any  polic- 
ing system  that  includes  consumers  or  poli- 
ticians on  a regular  basis. 

Final  decisions  have  not  been  made  in 
HEW  yet,  much  less  in  the  White  House, 
but  every  indication  is  that  the  tide  is  going 
with  the  AMA  on  this  issue. 

( The  Boston  Globe,  Tuesday,  December  1, 
1970 ) 
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who  goes 
checkups? 

.v.v.v.sv .'.v.w^.w.w <-  ...... >. .. ...... 

In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 
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The  authors  offer  a very  practical  review  of  the  interrelationships  of  diabetes  mellitus  and 
pregnancy.  Adequate  diagnosis,  evaluation  and  management  are  essential  in  terms  of  the  mother’s 

health  and  infant  mortality. 

Diabetes  and  Pregnancy 

JOHN  W.  GREENE,  JR,  M.D.  and  JOHN  L.  DUHRING,  M.D,f  Lexington,  Ky. 


Many  excellent  reviews  and  summaries 
of  the  literature  have  been  presented  in  the 
last  several  years  concerning  the  pregnancy 
complicated  by  diabetes  mellitus.1'4  This 
paper  is  not  a comprehensive  review,  but 
will  emphasize  certain  vital  aspects  of  the 
problem.  The  condition  is  certain  to  be  one 
of  the  major  complications  of  obstetrics  in 
the  future  since  ever  increasing  numbers  of 
diabetics  are  entering  the  reproductive  ages. 
The  pregnant  diabetic,  her  fetus  and  new- 
born can  be  confronted  with  numerous 
problems.  Pregnancy  affects  the  diabetes 
and  the  diabetes  affects  the  pregnancy. 

The  progeny  of  diabetics  tend  to  be  large 
in  the  less  severe  forms  of  diabetes.  When 
vascular  disease  is  present,  the  small  mal- 
nourished, stunted  baby  may  be  encoun- 
tered. Perinatal  mortality  in  the  insulin 
dependent  diabetic  can  run  10  to  40%  de- 
pending upon  the  patient  and  the  quality  of 
care  rendered.  The  infants,  regardless  of 
gestational  age,  are  more  apt  to  suffer  from 
hypoglycemia  and  respiratory  distress.  The 
incidence  of  congenital  anomalies  in  the 
newborn  has  been  shown  to  be  2 to  4 times 
the  expected  rate.  The  incidence  of  toxemia 
of  pregnancy  is  estimated  to  be  as  great  as 
25%.  Hydramnios  is  a complication  fre- 
quently encountered. 

Carbohydrate  tolerance  and  insulin  re- 
quirements change  throughout  pregnancy. 
Approximately  70  to  80%  of  diabetics  will 
have  an  increasing  insulin  requirement  dur- 
ing gestation  necessitating  close  observation 

* Presented  in  part  at  the  Combined  Program 
of  the  Tennessee  Diabetes  Association  and  the 
Tennessee  Obstetrical  and  Gynecological  Society, 
April  10,  1970,  Memphis,  Tenn. 

fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Kentucky  Medical  Center, 
Lexington,  Ky. 


and  care.  The  high  incidence  of  infections 
of  the  urinary  tract  in  the  diabetic  can 
impose  grave  maternal  and  fetal  complica- 
tions. There  is  conflicting  evidence  as  to 
whether  pregnancy  hastens  the  vascular 
complications  that  are  frequent  accom- 
paniments of  diabetes  mellitus.  Even  with 
optimal  care  one  cannot  assure  the  woman 
that  her  child  will  be  born  alive  and 
healthy.  A perinatal  mortality  of  approxi- 
mately 8 to  12%  in  the  insulin  dependent 
diabetic  is  the  best  reported  result  from 
major  centers.  It  is  the  increasing  individ- 
ualized attention  by  a skilled  team  of 
physicians  that  yields  the  best  results  in 
these  complex  pregnancies. 

Diagnosis 

There  is  little  problem  in  diagnosing  the 
overt  diabetic  who  presents  with  classical 
symptoms.  However,  there  is  considerable 
controversy  in  the  literature  concerning  the 
so-called  “Class  A,”  or  gestational  diabetic. 
The  definition  varies  from  group  to  group 
as  well  as  the  method  of  diagnosing  it.  In 
general  it  is  thought  that  if  the  3 hour 
glucose  tolerance  test  is  abnormal  the 
patient  should  be  treated  as  a diabetic. 
Many  studies  have  been  done  concerning 
the  diagnosis  of  abnormal  carbohydrate 
metabolism  during  pregnancy.  One  must  be 
careful  in  studying  the  pregnant  woman 
because  frequently  there  will  be  sufficient 
lactose  in  the  urine  to  give  a positive  re- 
ducing reaction.  This  should  not  now  be  a 
diagnostic  problem  since  glucose  specific 
enzyme  tests  for  urinary  glucose  are  now 
available. 

It  has  been  established  that  there  is  a 
25%  increase  in  renal  blood  flow  during 
gestation  and  a 50%  increase  in  glomerular 
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filtration.5  More  glucose  molecules  are 
therefore  presented  to  renal  tubules  for 
reabsorption  even  at  a constant  blood  glu- 
cose level.  Therefore  glycosuria  can  occur 
during  pregnancy  with  an  essentially 
normal  blood  sugar.  The  patient  with 
diabetes  can  be  separated  from  her  normal 
sister  only  by  means  of  blood  glucose 
levels.  It  has  been  advocated  that  every 
pregnant  woman  should  have  a 2 hour  post- 
prandial blood  sugar  sometime  during  her 
pregnancy.1  This  would  be  a required  part 
of  the  prenatal  studies  just  as  the  serologic 
or  hemoglobin  determinations  are.  Atten- 
tion should  also  be  focused  on  those  who 
have  a family  history  of  diabetes;  who 
have  given  birth  to  infants  weighing  more 
than  9 pounds;  who  have  previously  de- 
livered children  with  congenital  anomalies; 
or  have  a history  of  a previous  unexplained 
stillbirth. 

A problem  arises  when  attempting  to 
diagnose  the  Class  A or  gestational  case. 
The  oral  glucose  tolerance  test  has  been 
shown  to  be  altered  during  normal  preg- 
nancy. O’Sullivan  and  Mahan6  developed 
criteria  for  the  interpretation  of  this  test 
in  pregnancy.  Their  maximum  allowable 
values  for  blood  glucose  include  a fasting 
value  of  90  mg%.  Burt7  attributes  the  lag 
type  of  oral  curve  in  pregnancy  to  delayed 
absorption.  Because  of  variables  in  the 
oral  glucose  tolerance  test  during  preg- 
nancy, certain  investigators  have  advocated 
the  intravenous  glucose  tolerance  test.  This 
test  eliminates  factors  of  absorption  and  the 
result  depends  solely  on  the  metabolism  of 
the  injected  intravenous  glucose  load.  A 
typical  procedure  is  to  give  25  gm  of 
glucose  intravenously  as  a 50%  solution  and 
then  measure  blood  glucose  levels  at  fre- 
quent intervals.  By  following  the  blood 
glucose  during  the  first  hour  after  injection 
the  time  required  for  one  half  of  the 
administered  dose  to  disappear  can  be 
calculated.  An  expression  of  glucose  toler- 
ance can  then  be  derived  in  terms  of  mg 
metabolized  per  minute.8 

Results  of  the  oral  and  the  intravenous 
glucose  tolerance  test  in  the  same  individual 
have  given  conflicting  results.  For  instance, 
Ocampo  and  associates9  found  normal  in- 
travenous tests  in  22  subjects  who  had 
abnormal  oral  results.  Benjamin  and 


Casper10  report  considerable  experience 
with  both  tests  during  pregnancy.  They 
demonstrated  that  although  the  false  posi- 
tive rate  is  slightly  higher  for  the  oral 
test,  10.6%,  than  for  the  intravenous  test, 
4.3%,  in  pregnancy  the  false  negative  rate 
is  considerably  higher  for  the  intravenous 
test,  (47%)  than  for  the  oral  test,  (12%). 
Baker  and  co-workers11  agree,  but  they 
feel  that  the  fetal  outcome  is  more  ac- 
curately predicted  by  the  intravenous  test. 

Studies  have  shown  that  the  frequency 
of  the  diagnosis  of  the  gestational  diabetes 
is  proportional  to  the  diligence  with  which 
one  seeks  it.  An  increase  perinatal  mortal- 
ity has  been  demonstrated  in  the  preg- 
nancy in  which  an  abnormal  glucose 
tolerance  pattern  is  found.  Grimaldi12  found 
an  identical  perinatal  mortality  in  high 
suspect  patients  whether  the  glucose  curve 
was  normal  or  abnormal.  Dandrow  and 
O’Sullivan13  did  not  change  the  perinatal 
mortality  or  incidence  of  congenital 
anomalies  in  infants  born  of  patients  with 
abnormal  glucose  curves  when  a standard 
small  dose  of  insulin  was  administered. 
The  importance  of  finding  gestational 
diabetes  would  seem  to  be  indicated  by  the 
study  of  O’Sullivan14  who  found  that  5 V2 
years  after  abnormal  tests  during  pregnancy 
28.5%  of  the  women  had  overt  diabetes.17 
Mickal  and  associates15  found  the  incidence 
to  be  60%  after  12  years.  It  is  therefore 
believed  that  all  pregnant  women  at  high 
risk  for  diabetes,  including  those  with  glu- 
cosuria,  should  have  a blood  glucose  test 
during  pregnancy.  The  oral  test  seems  to 
be  more  sensitive  but  the  intravenous  test 
is  easier  to  interpret  and  may  reflect  the 
fetal  outcome  as  well,  if  not  better  than 
the  oral  does.  Unfortunately  fetal  problems 
seem  to  occur  even  if  the  abnormal  blood 
glucose  patterns  are  treated. 

Management  of  the  Pregnant  Diabetic 

The  lowest  perinatal  mortality  in  the 
pregnant  diabetic  is  reported  from  the  in- 
stitutions that  use  the  combined  efforts  of 
the  internist,  obstetrician,  and  pedia- 
trician.1-4 The  experienced  team  produces 
a perinatal  mortality  rate  as  low  as  8 to 
12%.  The  obstetrician  and  the  internist 
should  see  the  patient  at  least  every  2 
weeks  during  early  pregnancy  and  after  the 
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30th  week  at  least  weekly.  This  close 
supervision  is  essential  for  optimal  re- 
sults. The  detection  and  treatment  of  early 
problems,  such  as  fluid  retention,  hyper- 
tension, retinopathy  and  albuminuria  is 
essential. 

As  soon  as  pregnancy  is  established,  a 
complete  evaluation  of  the  diabetic  should 
be  undertaken.  This  evaluation  includes 
the  usual  physical  examination  including  a 
careful  search  for  evidence  of  vascular 
disease.  Laboratory  studies  include  a 
search  for  albuminuria,  abnormalities  in 
the  urinary  sediment,  blood  glucose  levels, 
blood  urea  nitrogen,  and  possibly  x-ray 
studies  of  the  lower  extremities  to  reveal 
vascular  calcification. 

The  patient  must  understand  early  the 
necessity  for  a carefully  supervised  preg- 
nancy. It  is  also  essential  to  educate  her 
as  to  the  economic  aspects  of  intensive 
medical  care.  She  should  be  informed  that 
there  is  likely  to  be  an  early  termination 
and  the  possibility  of  cesarean  section  is 
ever  present.  Careful  adherence  to  the  pre- 
scribed routine  is  important  but  no  guar- 
antee of  a healthy  infant  can  be  given. 

The  pregnant  diabetic  of  normal  weight 
should  be  permitted  to  gain  15  to  20  pounds. 
However  the  obese  patient  will  require 
fewer  calories,  but  should  not  be  restricted 
to  less  than  1200  to  1400  calories  per  day. 
Total  caloric  intake  may  range  from  1200  to 
3000  calories  per  day,  calculated  on  the 
basis  of  ideal  weight.  Generally,  100  to 
200  calories  per  day  are  added  to  meet  the 
requirements  of  pregnancy.  One  and  a half 
to  2.0  gm  of  protein  per  kilogram  per  day 
are  optimal.3 

The  insulin  requirement  during  preg- 
nancy frequently  is  increased  and  increases 
with  the  duration  of  pregnancy.  It  has 
been  emphasized  by  many  authors  that  suc- 
cessful outcome  of  pregnancy  is  more 
closely  related  to  the  quality  of  metabolic 
control  than  to  any  other  feature  of  man- 
agement.4 This  requires  strict  control  of 
blood  sugar  at  or  near  normal  levels 
throughout  gestation.  Glycosuria  may  have 
to  be  tolerated  in  pregnancy  so  long  as 
carbohydrate  utilization  is  adequate  and 
blood  sugar  levels  remain  within  the  ac- 
ceptable limits  of  below  120  for  2 hours 
post-prandially.  Thus  glycosuria  will  occur 
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in  the  presence  of  acceptable  blood  sugar 
levels  and  one  must  determine  quantitative 
24  hour  urine  glucose  levels  to  determine 
how  much  carbohydrate  is  being  lost.  If 
there  is  more  than  20  gm  of  glucose  in  the 
absence  of  hyperglycemia,  the  diet  should 
be  supplemented  by  the  amount  of  carbo- 
hydrates the  patient  is  losing.3  Many 
authors  have  stressed  the  necessity  for  nor- 
mal blood  sugars  and  preventing  ketonuria.3 
Added  weight  to  this  hypothesis  is  given  by 
the  recent  study  of  Churchill,  Berendes 
and  Nemore16  in  which  a prospective  assess- 
ment of  diabetic  pregnancies  was  carried 
out.  In  this  study  complications  of  diabetes 
such  as  severity,  (White’s  Classification), 
acetonuria,  insulin  reactions,  and  prematu- 
rity were  studied.  Subjects  were  matched 
with  nondiabetic  controls.  It  was  found 
that  the  diabetic  mother  with  acetonuria 
had  offspring  with  a lower  I.Q.  than 
controls.  This  was  statistically  significant, 
although  the  I.Q.  was  only  about  11  points 
less  in  the  diabetic  mothers.  However,  the 
offspring  of  diabetic  patients  without 
acetonuria  had  I.Q.s  equal  to  the  control. 
This  association  between  maternal  diabetes 
complicated  by  acetonuria  and  I.Q.  of  the 
children  was  present  in  mild  as  well  as  in 
severe  diabetes,  including  gestational 
diabetes.  No  significant  effect  of  insulin 
reaction  in  the  mother  on  I.Q.  of  the  off- 
spring could  be  demonstrated.  The  asso- 
ciation of  diabetes  with  acetonuria  in 
respect  to  I.Q.  of  offspring  was  independent 
of  the  duration  of  the  pregnancy.  Caldwell 
and  Churchill17  have  also  shown  that  the 
supply  of  amnio  acids  to  the  fetus  influences 
cerebral  development.  They  have  shown 
that  restriction  of  protein  during  pregnancy 
in  rats  results  in  small  offspring  with 
decreased  learning  abilities. 

The  hormone  treatment  of  diabetes  in 
pregnancy  has  had  a stormy  career.  Early 
reports  from  Boston  indicated  that  in  the 
pregnancy  complicated  by  diabetes  in  which 
the  fetus  was  in  jeopardy  there  were  high 
levels  of  chorionic  gonadotrophin  and  low 
levels  of  estrogen  and  pregnanediol.  When 
given  large  doses  of  stilbestrol,  the  results 
indeed  look  very  promising.  In  1956,  White, 
Gillespie  and  Sexton18  reported  780  viable 
pregnancies.  In  628  patients  with  hormonal 
imbalance  who  received  hormone  treat- 
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ments  the  fetal  loss  was  11%.  In  104  with 
hormonal  imbalance  who  received  no  hor- 
mone treatment  the  perinatal  loss  was 
46%  and  in  48  patients  with  normal  hor- 
mone levels  the  loss  was  4%.  Indeed  this 
report  was  most  exciting,  although  sub- 
sequent studies  by  other  people  have  not 
confirmed  such  excellent  results.3  There- 
fore hormone  therapy  has  not  been  gen- 
erally accepted. 

Controversy  has  arisen  over  the  use  of 
pregnanediol  determinations  during  gesta- 
tion and  their  accuracy  in  depicting  the 
vitality  of  the  fetal  maternal  placental 
complex.3  Early  reports  appeared  encour- 
aging, but  it  is  now  generally  conceded 
that  this  determination  is  not  of  great 
benefit  at  the  present  state  of  knowledge 
to  either  manage  the  pregnancy  or  to  de- 
termine time  for  delivery.  Urinary  estriol 
determinations  have  been  shown  by  most 
investigators  to  be  an  accurate  index  of  the 
uterine  environment.19  However,  there  are 
some  who  have  not  found  this  to  be  true 
in  the  diabetic  pregnancy.20 

Tinning  of  Delivery 

The  insulin  dependent  diabetic  usually 
is  delivered  between  the  34th  and  the  38th 
week  of  gestation.  The  more  severe  the 
diabetics,  the  earlier  the  date  usually 
chosen.  Earlier  delivery  is  required  when 
complications  supervene  or  when  evidence 
of  fetal  distress  appears.  Such  complica- 
tions as  pre-eclampsia,  repeated  keto- 
acidosis, marked  hydramnious,  a previous 
history  of  fetal  death  in  utero,  advancing 
retinopathy,  pre-existing  renal  disease  with 
hypertension  and  albuminuria  early  in 
pregnancy,  progressive  renal  failure,  may 
demand  delivery  at  the  34th  or  35th  week 
of  gestation.  Toxemia  generally  is  accepted 
as  an  indication  for  prompt  delivery  when 
it  occurs.  Most  observers  accept  the  con- 
cept of  the  hazard  of  intrauterine  death 
in  the  toxic  maternal  milieu  is  much 
greater  than  the  risk  of  neonatal  death.  A 
sudden  decrease  in  insulin  requirement, 
decrease  in  fetal  movements,  or  change  in 
fetal  heart  tones,  have  also  been  used  as 
indicators  of  fetal  stress  and  delivery. 

Urinary  estriol  studies  can  be  of  great 
help  after  the  34th  week  of  gestation.19  It 
has  been  our  policy  that  if  the  urinary 


estriol  is  normal  in  insulin  dependent 
diabetics  we  carry  the  patient  to  36  or  38 
weeks  depending  on  the  patient’s  general 
condition.  However  if  the  urinary  estriol 
falls  to  a lethal  level  below  4 mg  after  the 
34th  week  of  gestation  and  other  factors 
indicate  the  fetus  is  able  to  survive, 
prompt  termination  of  pregnancy  is  indi- 
cated. However,  if  urinary  estriol  stays  in 
the  normal  range,  pregnancy  usually  is 
terminated  at  36  and  a half  to  38  weeks. 
Originally  we  attempted  to  carry  preg- 
nancies further  than  this  when  the  estriol 
remained  normal.  However,  frequently,  the 
management  of  the  diabetes  is  so  difficult 
after  this  time  that  short  periods  of  acidosis 
occur  despite  best  efforts.  Since  it  has  been 
shown  that  episodes  of  ketonuria  are  del- 
eterious we  prefer  to  deliver  not  later  than 
38  weeks.16 

The  problem  frequently  occurs  as  to  the 
exact  week  of  gestation  since  the  patient 
often  does  not  know  when  she  became 
pregnant  and/or  the  fetal  size  does  not 
appear  to  be  consistent  with  dates.  Other 
tests  must  always  be  employed  such  as  an 
x-ray  of  the  fetus  for  femoral  epiphysis 
and  determination  of  amniotic  fluid  creati- 
nine. It  must  be  emphasized  that  estriol 
can  be  a useful  tool  when  used  as  part  of 
the  total  clinical  management.  Estriol  in 
the  insulin  dependent  diabetic  is  frequently 
consistently  subnormal.  The  obstetrician 
then  is  faced  with  a dilemma,  for  such 
subnormal  estriol  excretion  may  indicate  a 
stunted  fetus  or  congenital  anomalies.  In 
the  absence  of  other  indications  for  de- 
livery the  patient  is  allowed  to  continue 
the  pregnancy  in  hopes  of  achieving  more 
normal  values. 

As  to  methods  of  delivery,  cesarean 
section  is  becoming  perhaps  the  major 
method  of  delivery.  Since  the  cervix  at 
37  to  38  weeks  in  the  insulin  dependent 
diabetic  is  frequently  not  conducive  to  an 
easy  vaginal  delivery,  many  believe  it  is 
not  fair  to  subject  the  fetus  to  the  stress 
of  labor  under  such  circumstances  in  a 
pregnancy  in  which  one  has  invested  great 
time  and  effort  in  carrying  it  this  far. 
However,  with  sophisticated  monitoring  de- 
vices now  present,  we  have  another  means 
of  detecting  fetal  distress  during  labor. 
Perhaps  with  the  combination  of  estriol 
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and  fetal  monitoring  during  labor,  vaginal 
delivery  can  be  accomplished  more  fre- 
quently. However,  in  the  clinics  that  do 
not  have  this  capability  it  is  probably  best 
to  deliver  the  patient  by  cesarean  section 
unless  easy  vaginal  delivery  can  be  accom- 
plished. The  great  majority  of  Class  A 
diabetics  should  be  delivered  vaginally  at 
term,  providing  all  indices  are  normal. 

Another  point  in  management  is  prompt 
hospitalization  which  is  mandatory  when 
complications  arise.  It  is  again  interesting 
that  the  clinics  that  have  the  best  perinatal 
mortality  are  those  that  hospitalize  their 
patients  early  in  gestation  at  any  sign  of 
lack  of  control.4  These  clinics  routinely 
admit  their  patients  from  the  30th  to  the 
34th  week  of  gestation  for  a meticulous 
control  of  blood  sugars  during  these  very 
critical  periods.  This  again  becomes  an 
economic  problem,  but  fine  results  are 
seen. 

It  must  be  emphasized  that  following 
delivery,  there  is  an  abrupt  fall  in  insulin 
requirement.  Therefore  in  the  patient  un- 
dergoing induction  of  labor  of  cesarean 
section  it  is  essential  not  to  give  long  act- 
ing insulins.  These  patients  should  be  man- 
aged by  intermittent  doses  of  crystalline 
insulin  supplemented  with  adequate 
amounts  of  glucose  intravenously. 

The  Role  of  Therapeutic  Abortion 
and  Future  Pregnancies 

It  is  the  belief  of  many  that  Class  F 
diabetics  should  not  attempt  to  carry  a 
pregnancy  and  that  therapeutic  abortion 
is  indicated.^4  Progressive  renal  failure, 
coronary  artery  disease,  disease  of  the 
pelvic  iliac  arteries,  and  advancing  ret- 
inopathy are  almost  uniform  indications 
for  interruption.3  Certainly  pregnancy  is 
unwise  in  the  presence  of  such  complica- 
tions. However,  in  cases  of  mild  retinal  or 
renal  change  it  often  is  impossible  to  deny 
a woman  a trial  of  pregnancy  when  she  is 
willing  to  assume  the  risks,  costs,  and  the 
disappointment  of  fetal  or  neonatal  loss. 

Many  advise  that  the  insulin  dependent 
diabetic  limit  her  reproductive  career  to 
2 or  3 viable  pregnancies  since  diabetes 
is  likely  to  limit  her  role  as  a mother  to 
a large  family.  Pregnancy  should  also  be 
encouraged  to  be  undertaken  in  her 
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twenties  rather  than  later.  She  will  be 
considered  fortunate  if  she  can  complete  2 
successful  pregnancies.  Careful  considera- 
tion should  be  given  to  the  likelihood  of 
the  progeny  being  diabetic.  This  increases 
greatly  when  both  parents  are  diabetic. 

Summary 

In  summary,  diabetes  mellitus  is  a disease 
which  complicating  pregnancy  carries 
hazards  for  both  mother  and  fetus.  Metic- 
ulous care  by  a team  of  internists,  ob- 
stetricians and  pediatricians  interested  in 
this  problem  can  produce  optimal  results. 
Our  knowledge  has  increased  greatly  and 
with  the  use  of  modern  clinical  laboratory 
tests  being  developed,  perhaps  the  perinatal 
survival  will  be  increased.  However,  the 
outlook  for  long  term  reproductive  efficacy 
is  guarded  when  one  considers  what  effect 
this  metabolic  disease  has  on  pregnancy. 
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A Practical  Application  of  Hypnosis  in  the 
Practice  of  Ophthalmology 

FLETCHER  H.  GOODE,  M.D.,f  Memphis,  Tenn. 


There  are  several  principles  and  proce- 
dures in  regard  to  hypnosis  that  I would 
like  to  share  with  you.  These  principles 
and  procedures  can  be  used  every  day  and 
would  be  a definite  asset  in  the  practice 
of  ophthalmology.  I am  writing  not  as  an 
expert  in  hypnosis  but  as  one  who  became 
interested  in  hypnosis  approximately  8 
years  ago  and  has  used  it  daily  in  my 
practice  since  then. 

Hypnosis  actually  is  a lost  art  but  it  does 
have  a place  in  our  modern  medical  prac- 
tice. Semantics  are  a very  important  part 
of  hypnosis.  The  first  thought  I wish  to 
share  with  you  is  the  fact  that  one  should 
never  use  the  word  “hypnosis”  in  the 
presence  of  a patient.  Instead,  we  use  the 
term  “medical  relaxation.”  When  using 
the  word  “hypnosis,”  one  may  immediately 
recall  a hypnotist  who  once  visited  one’s 
school  in  earlier  days.  The  usual  procedure 
of  his  stage  performance  was  that  he  would 
hypnotize  several  people  and  cause  them 
to  do  peculiar  things  to  the  point  of  making 
complete  fools  of  them.  This  is  still  the 
general  attitude  to  some  extent  regarding 
hypnosis  by  many  people.  Hypnosis,  how- 
ever, is  an  art  and  can  be  applied  in  the 
practice  of  medicine. 

There  are  a few  words  which  precipitate 
anxiety  and  imply  pain  that  should  never 
be  used  when  adapting  hypnosis  to  the 
treatment  of  patients.  These  are  words  such 
as  “hurt,”  “needle,”  “operation,”  “shot,” 
and  “medicine.”  Instead  of  “operation”  or 
“surgery,”  why  not  use  the  “procedure”? 
Why  not  say  “this  won’t  bother  you”  in- 
stead of  “this  won’t  hurt,”  or  “I  will  fix  this” 
instead  of  “suture”  or  “sew  it  up”? 

There  are  4 signs  of  hypnosis  that  can- 
not be  mimicked  or  artificially  produced. 
The  first  sign  is  increased  body  heat.  Flut- 

*Read  at  the  meeting  of  the  Tennessee  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  April 
9,  1970,  Memphis,  Tenn. 

fFrom  the  Department  of  Ophthalmology,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tenn. 


tering  of  the  eyelids  is  the  second.  The 
third  sign  is  injection  of  the  conjunctiva, 
and  the  fourth  is  increased  tearing.  You 
may  think  the  patient  is  crying,  but  this  is 
not  the  case.  Tearing  is  an  actual  sign  of 
hypnosis. 

I would  like  to  share  several  procedures 
with  you  that  I have  found  to  be  very 
effective.  The  first  is  a procedure  to  be 
used  whenever  the  patient  is  a child.  One 
should  realize  that  when  working  with  a 
child  he  must  approach  the  child  at  a child’s 
level.  This  can  be  done  successfully  with 
children  who  are  between  the  ages  of  4 and 
12  years.  I usually  start  by  saying,  as  the 
child  comes  into  the  examining  room, 
“Please  come  in  and  let  ‘Dr.  Bubblegum’ 
take  a look  at  you.”  As  he  sits  in  the 
chair,  I say,  “Do  you  know  why  they  call 
me  Dr.  Bubblegum?”  He  will  usually  say 
“No,  why?”,  and  I reply,  “They  call  me 
Dr.  Bubblegum  because  I give  away  bubble- 
gum.” At  this  moment  I give  him  a piece 
of  gum.  All  of  this  may  sound  very  child- 
like, but  by  speaking  to  him  on  a child’s 
level,  you  immediately  have  made  a friend. 

My  introduction  to  the  two-finger  eye 
closure  technique  goes  as  follows:  “Johnny, 
I have  learned  about  a new  game.”  “If  you 
play  the  game  just  as  I tell  you,  it  won’t 
bother  you  a bit  when  I look  at  your  eye.” 
Please  note  that  here  I do  not  use  the 
word  “hurt.”  I go  on  further  with  the 
game,  “I’ll  bet  that  you  play  a lot,  don’t 
you”?  “Do  you  play  cowboys  and  Indians, 
or  do  you  pretend  that  you  are  going  to  the 
moon”? 

He  nods  his  head  in  the  affirmative.  “Let 
me  show  you  this  little  game,  and  we  will 
call  it  the  ‘sleep  game.’  ” “I  am  going  to 
take  my  two  fingers  and  close  your  eyelids.” 
“Then,  I want  you  to  pretend  that  you 
cannot  open  your  eyes.”  “Just  pretend  real 
hard  that  they  won’t  open,  and  if  you  pre- 
tend that  they  won’t  open,  nothing  that  I 
do  will  bother  you.”  “All  right,  let  us  try 
now.”  “Okay,  Johnny,  now  pretend  very 
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hard  that  your  eyes  won’t  open.”  “Can 
you  open  your  eyes”?  “Oh,  that  is  good, 
Johnny”!  “Now,  nothing  that  I do  will 
bother  you.” 

In  Johnny’s  mind  he  is  thinking,  “I  am 
coming  to  an  eye  doctor,  and  as  long  as  I 
keep  my  eyes  closed,  he  can’t  bother  me  so 
I will  play  the  game  with  him.” 

At  this  point,  however,  I need  to  open 
his  eyes.  This  is  done  by  injecting  selective 
thinking  and  suggestions.  I say  to  him, 
“Johnny,  pretend  that  you  cannot  lift  your 
hand  at  all.  “All  right,  now  try  it.”  “That 
is  very  good.”  “That  is  fine,  Johnny”! 
Nothing  I do  will  bother  you  now.”  “I  am 
going  to  look  around  your  eye,  and  you  will 
not  feel  a thing.”  “These  are  called  my 
‘laughing  drops,’  and  every  time  I use  them, 
it  makes  people  laugh.”  “Now,  you  watch 
and  see  what  happens.”  As  you  put  some 
type  of  drop  into  his  eyes,  he  will  begin  to 
snicker.  Then  you  say,  “See,  I told  you.” 
“Isn’t  this  a lot  of  fun”?  At  this  point,  you 
may  do  whatever  needs  to  be  done.  You 
must  add  the  selective  thinking  which  is 
“nothing  you  do  will  bother  him  as  long 
as  he  plays  the  game.” 

It  requires  approximately  30  seconds  to 
a minute  for  the  patient  to  reach  a state 
of  cooperativeness.  You  may  then  check 
the  IOP  or  examine  the  eye.  You  may 
probe  a tear  duct  or  perhaps  remove  corneal 
sutures.  I would  advise  that  you  initially 
use  proparacaine  (Opthaine)  in  the  eye 
when  removing  a corneal  foreign  body. 
After  completing  any  procedures  that  are 
necessary,  you  say,  “Johnny,  that  is  very 
good.”  “I  am  going  to  count  to  three,  and 
you  will  be  able  to  open  your  eyes  and 
lift  your  hand.”  “You  will  then  see  how 
good  you  feel.”  “One  . . . two  . . . three, 
now  open  your  eyes,  Johnny.”  “How  do 
you  feel”?  It  is  very  important  to  always 
ask  him  how  he  feels. 

A similar  procedure  is  used  for  adults, 
although  they  of  course  are  approached 
on  a mature  level.  A direct  command  that 
they  could  interpret  as  conflict  should  never 
be  given.  As  an  introduction  to  the  proce- 
dure I begin  as  follows:  “Mrs.  Jones,  I 

unusually  tight  and  tense.”  “You  appear 
notice  that  every  time  I see  you,  you  are 
to  be  very  apprehensive.”  “If  I am  to  be 
of  help  to  you,  it  is  very  important  for  you 


to  be  relaxed.”  “May  I show  you  how  to 
relax”?  Invariably,  she  will  answer  in  the 
affirmative.  “It  is  really  very  simple.”  “We 
have  discovered  that  if  you  relax  the 
muscles  on  your  outside,  the  inside  of  your 
body  will  also  relax.”  “Now,  won’t  you 
please  sit  down  here  and  be  comfortable”? 
“Please  do  not  cross  your  legs  for  now.” 
“Take  a deep  breath  and  let  it  all  out.” 
“Just  try  to  feel  as  loose  as  you  possibly 
can.”  “We  will  start  with  your  eyelids.” 
“I  want  you  now  to  close  your  eyes  and 
relax  your  eyelids  so  that  they  feel  as  if 
they  will  not  move.”  Notice  here  that  I do 
not  say  “they  will  not  open.”  She  knows 
that  she  can  open  her  eyes.  Of  course, 
when  she  has  the  levator  relaxed,  her  eye- 
lids will  not  work.  Now  I say  to  her,  “Just 
relax  your  eyelids  so  that  they  will  not 
work.”  “When  you  get  them  relaxed,  I 
want  you  to  check  to  make  sure.”  “Just 
hold  on  to  your  feeling  of  relaxation  and 
roll  your  eyes  up.”  “You  can’t  roll  your 
eyes  up,  can  you”?  “You  are  very  relaxed.” 
“I  would  like  for  you  to  let  that  feeling  go 
right  on  down  to  the  tip  of  your  toes.”  “Do 
you  notice  how  relaxed  you  are  inside  when 
you  have  all  the  muscles  on  the  outside 
relaxed”?  “Very  good”!  “Now,  I will  take 
your  hand.”  “Just  let  it  be  as  loose  as  a 
wet  rag,  and  I will  pick  it  up  and  let  it 
drop.”  “Now  you  feel  ten  times  more 
relaxed  than  before,  don’t  you?”  In  hyp- 
nosis, you  can  magnify  relaxation  up  to 
ten  times  more  with  each  suggestion.  You 
continue  to  say  to  her,  “you  feel  very 
relaxed  inside.”  “You  will  see  that  as  I do 
a little  procedure  around  your  eyes,  it  will 
not  bother  you  at  all.”  “I  will  place  some 
drops  in  your  eyes,  and  they  will  be  very 
soothing  to  you.”  Please  observe  that  at 
this  point,  I am  giving  her  a selective  sug- 
gestion by  commenting  that  “it  won’t  bother 
you  at  all.”  While  I instill  drops  in  her 
eye  or  perform  whatever  procedure  is  neces- 
sary, I am  continually  suggesting  that  the 
procedure  is  not  going  to  bother  her  at  all. 
After  I have  completed  the  procedure,  I 
say  to  her,  “Now,  when  I count  to  three, 
you  will  open  your  eyes  and  will  notice 
how  good  you  feel.”  “One  . . . two  . . . 
three.”  “How  do  you  feel,  Mrs.  Jones”? 
The  patient  will  almost  always  reply, 
“Wonderful.” 
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This  very  brief  demonstration  will  not 
make  you  an  expert  hypnotist,  I am  sure. 
It  is  intended  only  to  whet  your  appetite 
and  perhaps  arouse  your  interest  in  hyp- 
nosis. You  may  even  realize  that  you  are 
already  using  a portion  of  this  technique 
in  your  everyday  practice.  Even  though  one 
may  not  wish  to  delve  into  the  depths  of 
hypnosis  as  an  art,  it  is  worthwhile  to 


realize  that  the  semantics  of  hypnotism  can 
be  used  advantageously  by  a physician  in 
his  daily  practice. 

It  is  my  hope  that  many  more  ophthal- 
mologists, as  well  as  other  physicians  in  the 
practice  of  medicine,  will  become  inter- 
ested in  the  lost  art  of  hypnosis  in  the 
treatment  and  care  of  patients. 


❖ ❖ 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individ- 
ual psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  ther- 
apy, drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and  well  organized 
activities  program,  including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient  is  carefully  super- 
vised in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through 
the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

Ol 

(2)  Samuel  N.  Workman,  M.D.,  (3)  Charles  W.  Neville,  Jr.,  M.D., 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry  and 

Medical  Director 

Area  Code  704-254-3201 
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Vanderbilt  School  of  Medicine* 
Psychologic  Management  in  a 
Patient  with  Morbid  Obesity 

This  multidisciplinary  conference  deals 
with  a problem  in  the  management  of  a 
patient  with  morbid  obesity.  Participating 
are  members  of  the  Departments  of 
Psychiatry,  Medicine  and  Surgery  and  of 
the  Nursing  Service.  It  is  one  of  the  first 
conferences  at  Vanderbilt  Medical  Center, 
sponsored  by  the  Department  of  Psychiatry, 
dealing  with  the  psychologic  aspects  of  a 
patient’s  medical  care.  An  abridged  tran- 
script follows. 

MR.  EDDIE  GROGAN  (Fourth  year  Vander- 
bilt medical  student):  George  Johnson**  a 22- 
year  old  white  man,  was  admitted  to  the  Vander- 
bilt University  Hospital  for  morbid  obesity. 
On  admission  he  complained  only  of  chest  pain 
and  mild  shortness  of  breath  on  exertion.  He 
said  he  asked  to  be  admitted  because  he  thought 
he  was  going  to  die. 

Physical  examination  was  negative  except  for 
extreme  obesity,  a Cushingnoid  appearance  with 
acneform  skin  lesions,  striae,  and  a “buffalo 
hump.” 

His  social  background  is  of  interest  in  that 
he  does  not  remember  his  mother  and  father 
ever  living  together.  He  stayed  intermittently 
with  each  in  Kentucky  and  Texas  during  his 
childhood  and  teenage  years.  After  finishing 
the  9th  grade  in  Kentucky,  he  moved  to  Texas 
to  live  with  his  stepfather  and  mother.  At  that 
time  he  was  seen  by  a physician  in  Houston 
and  given  amphetamine  for  weight  reduction. 
His  weight  transiently  dropped  from  318  lbs.  to 
180.  He  and  his  stepfather  got  along  well  until 
his  brother,  who  had  always  been  thin,  came 
to  Texas  to  live  with  them.  At  that  time  his 
stepfather  became  more  interested  in  his  brother. 

His  food  intake  increased  in  his  senior  year 
in  high  school,  but  he  had  always  “eaten  heavy.” 
He  never  nibbled,  always  ate  heavy  food  during 
the  day,  at  night  and  whenever  he  could  get 
hold  of  it.  He  occasionally  went  on  eating  binges, 
but  as  a rule  he  was  a heavy  eater  at  all  times. 
He  related  an  incident  in  his  senior  year  when 
his  stepfather  threatened  to  put  locks  on  the 


*From  the  Department  of  Psychiatry,  Vander- 
bilt University  School  of  Medicine,  Nashville, 
Tennessee. 

**Names  and  places  have  been  changed  to 
maintain  the  patient’s  anonymity. 


refrigerator  and  cabinet  doors.  His  stepfather, 
he  maintained,  made  demands  on  him  without 
giving  reasons  for  them  and  never  listened  to 
his  side  of  the  story. 

He  finally  left  home  and  got  a job.  However, 
he  had  an  injury  to  his  leg  and  could  not  con- 
tinue to  work.  When  his  parents  refused  to  ac- 
cept him  back  into  the  home,  he  borrowed  money 
from  his  grandmother  to  go  and  stay  with  his 
father  in  Kentucky.  After  this  move  he  began 
having  chest  pains  and  decided  that  he  was 
going  to  die.  He  called  a state  hospital  and 
asked  to  be  admitted  with  the  ultimate  objective 
of  being  locked  up  and  kept  away  from  food. 
When  the  hospital  physician  told  him  he  would 
need  to  have  a physical  examination  he  consulted 
a local  doctor  who  referred  him  to  Vanderbilt. 

He  was  in  the  hospital  for  a month  before 
operation,  a jejuno-ileal  shunt.  He  did  reason- 
ably well  except  for  the  complication  of  a wound 
infection.  Since  his  admission  his  weight  has 
dropped  from  464  lbs.  to  414  lbs.  On  the  ward 
he  has  presented  a problem  in  management,  par- 
ticularly with  the  day  shift.  Several  times  he 
has  refused  to  have  his  bandages  changed.  He 
has  objected  to  taking  medication  and  to  re- 
quests that  he  keep  his  door  open.  He  also  was 
accused  of  going  through  lockers  on  the  ward, 
and  this  accusation  angered  him  greatly.  He 
complained  that  the  nurses  and  the  doctors  did 
not  listen  to  his  side  of  the  story.  In  addition 
he  told  his  physician  that  the  night  shift  nurses 
have  been  talking  about  him  and  telling  the 
day  shift  what  he  has  done. 

The  patient  now  looks  forward  to  going  back 
to  Kentucky  to  work  with  his  father  and  also 
to  lose  more  weight.  When  he  reduces  to  what 
he  wants  to  weigh,  some  230  lbs.,  he  plans  to 
go  back  to  Texas  to  see  his  friends.  He  does  not 
care  to  visit  his  mother  or  his  stepfather.  He 
also  looks  forward  to  obtaining  his  driver’s 
license  and  possibly  returning  to  school. 

DR.  HAROLD  H.  SANDSTEAD  (Asso- 
ciate Professor  of  Nutrition  and  Assistant 
Professor  of  Medicine) : In  the  postopera- 
tive period  the  patient  initially  had  rather 
profound  anorexia.  He  therefore  was  en- 
couraged to  eat  and  was  given  a 4,000 
calorie,  80  gm  fat  diet.  He  is  presently 
eating  something  in  the  range  of  2,500 
calories  daily.  The  fat  was  moderately  re- 
stricted to  decrease  his  diarrhea. 

I might  make  some  comments  about  his 
metabolic  disturbances  in  the  postoperative 
period.  He  has  had  a marked  weight  loss, 
and  has  developed  protein  malnutrition. 
His  protein  status  has  been  assessed  by 
measurement  of  the  concentration  of  serum 
albumin.  He  also  has  developed  a low 
serum  potassium  and  a low  serum  mag- 
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nesium.  His  total  body  potassium  (assessed 
by  whole  body  K 40  count)  has  decreased 
over  1,000  mEq,  reflecting  in  part  the  loss 
in  lean  body  mass  as  well  as  losses  due  to 
diarrhea.  We  are  not  able  to  measure  total 
body  magnesium.  However,  since  the  serum 
magnesium  is  low,  we  suspect  his  muscle 
and  other  soft  tissues  are  depleted  of  this 
cation.  A few  comments  concerning  his 
wound  are  also  in  order.  A few  of  our 
other  morbidly  obese  patients  having  had 
this  surgical  procedure  also  have  developed 
subcutaneous  wound  infections.  This  seems 
in  part  due  to  the  extremely  thick  layer  of 
subcutaneous  fat  which  is  easily  contami- 
nated and  infection  is  difficult  to  prevent. 
Once  this  occurs  the  patients  have  a pro- 
longed period  on  the  ward  while  they  heal 
the  thick  fatty  layer  of  their  wound 
secondarily. 

Interview  With  Patient 

DR.  HARRY  S.  ABRAM  (Professor  of 
Psychiatry) : We  are  interested  in  hearing 
about  how  you  have  been  getting  along 
and  something  about  your  course  in  the 
hospital. 

PATIENT:  Well,  I’ve  been  overweight 

all  of  my  life;  I mean,  there’s  no  real  be- 
ginning, may  be  this  is  the  end,  I don’t 
know,  but  I hope  so. 

DR.  ABRAM:  As  far  back  as  you  can 
remember  you  have  been  overweight? 

PATIENT:  Yes  Sir,  even  further  back 
than  I can  remember,  from  photographs, 
things  like  that. 

DR.  ABRAM:  Could  you  tell  us  some- 
thing about  your  memories  and  the 
photographs? 

PATIENT:  I mean,  it’s  just  photographs. 
When  I was  ...  I don’t  know  how  old  I 
was,  very  small.  This  photograph,  you 
know,  it  has  a comment  written  on  the  back, 
“See  how  fat  George  is,”  and  I have  seen 
pictures  of  my  brother  and  I taken  to- 
gether when  I was,  say,  preschool  age,  and 
I was  overweight  then.  . . . 

DR.  ABRAM:  Could  you  tell  us  a little 
about  your  family  when  you  were  growing 
up? 

PATIENT:  Well,  I don’t  remember  my 
mother  or  my  real  mother  and  father  liv- 
ing together.  It  seems  like  I lived  with  my 


grandmother  most  of  the  time.  ...  I re- 
member my  mother  got  married  to  John, 
I call  him  John,  and  we  moved  into  a place 
near  Dallas,  and  we  lived  there  for  a while 
until  she  divorced  him.  . . . My  Dad  came 
down  from  Kentucky  and  we  went  back  to 
Bowling  Green  and  from  what  I heard 
afterwards  my  mother  thought  that  we  had 
run  out  on  her,  so  to  speak.  ...  I mean 
we  were  kids  at  the  time,  you  know,  all  we 
knew  was  our  Daddy  was  coming  down 
and  wanted  us  to  go  to  Kentucky.  . . . This 
was  her  excuse  for  not  trying  any  harder 
than  she  did,  you  know,  to  try  and  get  us 
back.  She  had,  she  just  felt,  you  know, 
that  we  had,  you  know,  abandoned  ship. 
And  then,  while  I was  in  Kentucky,  she, 
this  is  again  when  I was  13  or  something, 
she  married  a guy  named  Roger,  and  I 
came  back  from  Kentucky  to  Houston  after 
I found  out  where  she  was.  . . . 

DR.  ABRAM:  What  about  your  parents’ 
attitude  toward  your  eating? 

PATIENT:  Well,  they  seemed  to  think 
that  the  only  way  to  make  me  stop  eating 
and  to  keep  me  under  control  was  to  prac- 
tically put  me  in  irons.  They  thought  that 
this  was  the  ultimate  solution  and  it  wasn’t. 
I mean,  it  just  doesn’t  work  that  way  and 
I’m  afraid  that  the  measures  that  they 
took,  any  strong  measures  that  they  took 
to  keep  me  from  eating,  that  I just  tried  to 
outdo  myself  to  just  try  and  eat  that  much 
more.  . . . 

DR.  ABRAM:  Could  you  tell  us  some- 
thing about  how  you  did  after  the  opera- 
tion? 

PATIENT:  At  the  time  my  diarrhea  was 
such  that  I could  not  control  it.  I didn’t 
know  when  it  was  going  to  come  or  any- 
thing like  that,  when  I would  go  to  the 
bathroom  or  anything.  Before  I went  to 
surgery  I was  so  big  that  I could  just 
barely  take  care  of  myself.  . . . After  I had 
surgery  and  had  the  stitches  in  me  and 
had  a cut  down  in  my  arm  and  had  an  IV 
in  me  I couldn’t  get  around  at  all  to  take 
care  of  myself,  and  I couldn’t  get  any  of 
the  day  shift  nurses  to  come  up  to  help 
me.  And  this  went  on  for  about  three  days 
until  they  took  the  IV  out  and  I decided, 
well,  this  can’t  just  keep  on,  so  I just  washed 
myself  regardless  of  how  much  it  hurt.  . . . 

DR.  ABRAM:  There  is  a difference  in 
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your  feelings  about  the  night  shift? 

PATIENT:  Well,  I don’t  know  what, 

may  be  there  is  more  pressure  on  the  day 
shift,  I don’t  know.  ...  I assume  there 
would  be  and  but  I’m  sure  they  have  more 
to  do  than  the  night  shift.  It’s  much  more 
hectic  during  the  day  with  the  doctors  . . . 
orderlies  changing  and  all  that.  But  the  day 
shift,  I don’t  know,  they  all  seem  so  cold 
and  businesslike,  and  they  put  you  on  your 
guard  just  the  minute  they  walk  in  the 
door.  The  night  shift  are  all  so  friendly 
and,  you  know,  they’re  just  like  a nice 
bunch  of  people  and,  you  know,  you  just 
feel  good.  Whenever  they  come  into  the 
room,  you  know,  they  just,  they  just  make 
you  feel  better,  they  make  you  glad  they 
came  in.  . . . 

DR.  ABRAM:  Thank  you,  George  for 

coming  down.  We  appreciate  it.  . . . 

Discussion 

DR.  ABRAM:  Since  I would  like  to 

center  the  discussion  on  the  immediate 
problem  of  ward  management,  would  the 
nurses  like  to  make  any  comments? 

MISS  MILDRED  FENSKE  (Clinical 
Specialist  in  Medical  and  Surgical  Nurs- 
ing) : I don’t  know  really  why  he  prefers 
the  evening  to  the  day  people.  He  sees  me 
both  evenings  and  days,  so  I’m  not  sure 
who  he  thinks  I belong  to,  but  apparently 
I am  one  of  the  bad  ones.  . . . Until  his 
most  recent  episode  of  throwing  the  silver- 
ware I thought  that  things  were  improving 
and  they  seemed  to  be  the  last  several 
days.  He  has  had  no  behavior  problem; 
however,  he  does  withdraw  into  his  room. 
When  we  enter  the  room  he  may  or  may 
not  speak  to  us. 

DR.  ABRAM:  Could  you  tell  us  about 

the  silverware  episode? 

MISS  FENSKE:  Well,  I always  seem  to 
be  gone  when  he  throws  these  temper 
tantrums  or  whatever  you  would  want  to 
label  them.  To  the  best  of  my  knowledge, 
when  I heard  the  morning  report,  they 
reported  that  he  was  going  through  the 
lockers.  We  have  some  lockers  at  the  back 
of  the  nurses  station  where  people  put  their 
small  things.  The  laboratory  technician 
overheard  this  during  the  report,  and  when 
she  was  going  to  draw  his  blood  she  said 


jokingly  she  hoped  that  she  would  not 
catch  him  in  her  locker.  So  rather  than 
saying  to  Mrs.  Smith  that  he  took  the 
silverware  that  he  had  found  in  the  locker, 
he  threw  it  at  whomever  happened  to  be 
in  the  nurses  station  and  it  happened  to 
hit  another  patient.  Dr.  Sandstead  could 
enlighten  you  further  because  he  was  there 
right  after  this. 

DR.  SANDSTEAD:  I had  spoken  to 

George  earlier  because  of  some  of  the  other 
events  that  had  happened.  The  nurses  on 
the  day  shift  had  been  distressed  because 
he  had  been  rude  and  had  used  harsh 
language,  swearing  at  some  of  them  and 
being  just  generally  abusive.  So  I spoke 
to  him  and  attempted  to  explain  that  his 
cooperation  was  necessary  so  that  the  ward 
could  continue  to  function.  I explained  that 
we  could  not  allow  an  individual  patient 
to  totally  disrupt  the  entire  unit,  and  that 
regardless  of  how  little  he  liked  the  nurses 
we  would  appreciate  it  if  he  would  just  try 
to  get  along  with  them.  In  like  manner 
the  nurses  would  try  to  get  along  with  him. 
He  said,  “All  right.” 

Two  days  later  the  silverware  throwing 
episode  was  brought  to  my  attention.  I 
spoke  with  him  about  throwing  silverware 
and  the  fact  that  it  struck  another  patient 
and  pointed  out  that  this  really  was  un- 
satisfactory behavior.  ...  I said  it  would 
be  necessary  to  speak  with  his  surgeon 
about  this  and  that  it  might  be  necessary 
to  discharge  him  from  the  hospital.  He 
became  angry  and  closed  the  door.  He 
hovered  over  me  with  his  pupils  dilated 
and  spoke  in  a loud  voice.  At  that  moment 
I was  not  sure  whether  he  was  going  to 
smash  me  through  the  wall  or  what  he  was 
going  to  do.  I calmed  him  down  eventually 
and  left.  But  I’ll  tell  you,  he’s  a pretty 
good-sized  fellow  and  I’m  not  very  big!  I 
was  a bit  concerned.  I then  spoke  with  his 
surgeon  and  he  spoke  with  the  patient.  I 
have  stayed  away  from  the  patient  because 
I felt  I was  no  longer  helpful  as  far  as  his 
management  was  concerned.  I have  left 
his  care  really  up  to  his  surgeon  entirely. 

When  he  was  angry,  he  seemed  to  imagine 
that  people  were  talking  about  him  and 
that  this  group  or  that  group  were  against 
him.  I,  in  fact,  thought  he  was  paranoid. 
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MRS.  HELEN  E.  YOUNG  (Head  Nurse) : 
Well,  he  got  wild  with  me,  too.  His  room- 
mate was  a heart  patient,  and  this  partic- 
ular patient  was  very  disturbed  about  the 
door  being  closed,  so  I explained  to  George 
that  we  needed  to  open  the  door  because 
of  the  other  patient.  George  got  up  and 
turned  his  television  on  as  loud  as  he 
could.  He  had  a temper  tantrum  and  he 
said  that  either  the  television  stayed  up 
like  that  or  else  the  door  would  be  closed. 
So  we  moved  the  patient,  because  we 
couldn’t  fight  that. 

DR.  ABRAM:  Dr.  Webb,  do  you  want 
to  make  some  comments  on  the  psycho- 
logical tests? 

DR.  WARREN  WEBB  (Associate  Profes- 
sor of  Clinical  Psychology) : I can  agree 

that  the  man  has  some  aggressive  urges. 
On  his  Rorschach  he  had  fighter  bombers, 
H-bombs  and  things  hitting  their  heads 
together.  So  I think  that  we  could  antici- 
pate he  would  be  something  of  an  agressive 
person.  It  was  my  guess  in  going  over  this 
that  his  eating  habits  had  been  developed 
secondary  to  his  strong  aggressive  urges, 
that  he  ate  in  a sort  of  angry  way.  I picked 
up  some  clues  that  the  relationship  with 
the  father  was  not  as  positive  and  suppor- 
tive as  it  should  be.  More  positively,  be- 
neath all  these  facts,  there  is  a strong 
desire  to  amount  to  something.  The  desire 
is  there  but  the  work  habits  are  not.  He 
does  have  some  ability.  His  Full  Scale  IQ  is 
approximately  104.  His  main  areas  of  inter- 
est are  “literary”  and  “social  service.”  An 
IQ  of  104  is  really  not  sufficient  for  him  to 
do  much  in  either  a literary  career  or  with 
his  social  service  interest  in  a professional 
way.  If  he  lost  some  weight  and  went  to  a 
junior  college  or  business  college  he  might 
gain  enough  skills  to  write  human  interest 
articles  for  a trade  magazine. 

MRS.  YOUNG:  I noticed  that  each  time 
George  has  had  to  do  something  he  didn’t 
want  to  do  he  reacted  by  having  temper 
tantrums.  He  is  all  right  as  long  as  he 
can  just  do  what  he  wants  to  do.  When  he 
came  back  from  the  operating  room  he  was 
on  restricted  fluids  by  mouth  but  he  was 
drinking  gallons  of  water.  There  was 
nothing  I could  do  about  it. 

DR.  WEBB:  Does  he  have  any  warm 

relationship  with  anyone  on  the  ward? 


MISS  LESLIE  JONES  (Student  Nurse) : 
We  have  a warm  relationship,  I think.  It’s 
for  one  reason:  I don’t  make  any  demands 
on  him.  I go  in  there,  and  my  time  is 
obviously  his  time.  I sit  there  and  try  to 
lead  the  conversation  but  talk  about  basi- 
cally what  he  wants  to;  and  so  he  feels  in 
control  of  the  conversation.  Also  we  are 
very  close  to  the  same  age,  since  he  is  22 
and  I just  turned  21.  I think  he  tends  to 
think  of  me  as  a friend,  as  a girl  who  just 
happened  to  have  on  a white  dress  and 
not  just  a nurse.  It  may  not  be  the  most 
professional  relationship  in  the  world,  but 
I feel  that  he  is  comfortable  around  me;  he 
feels  secure  enough  to  talk  about  his  back- 
ground and  about  problems  on  the  ward. 

DR.  MARC  HOLLENDER  (Professor  and 
Chairman,  Department  of  Psychiatry) : 
There  are  a few  things  I wonder  about. 
What  you  tell  us  certainly  fits  together. 
By  the  very  nature  of  the  fact  that  you 
do  not  place  demands  on  him,  he  responds 
more  favorably  to  you.  In  other  words, 
anyone  who  indulges  or  feeds  him  is  the 
“good  guy”  and  anyone  who  places  demands 
on  him  is  the  “bad  guy.”  What  I was  won- 
dering was  how  much  of  the  time  is  he  out 
of  his  room  and  how  much  can  he  be 
mobilized? 

MRS.  YOUNG:  I have  him  go  for  a walk 
any  time  I want  something,  which  is  at 
least  once  a day. 

DR.  HOLLENDER:  My  thought  is  that 
the  operation  and  what  follows  it  induces 
regression  in  a person  who  is  already  far 
from  grown-up  in  his  emotional  attitudes. 
Therefore,  anything  that  would  promote 
activity  and  his  removal,  so  to  speak,  from 
the  bed-patient  role  would  be  helpful. 

One  other  thing  I would  certainly  think 
of,  in  view  of  the  fact  that  his  behavior 
has  a paranoid  flavor  to  it,  is  about  the 
deficits  in  magnesium  and  potassium.  We 
know  from  other  studies  that  people  who 
suffer  from  reduced  amounts  of  these  es- 
sential substances  become  paranoid  and  this 
is  a serious  consideration  here. 

If  this  patient  has  any  particular  interests 
or  anything  he  could  do,  this  should  be 
encouraged,  and  the  ideal  person  to  get  him 
started  would  be  the  nurse  with  whom  he 
has  the  good  relationship.  I’m  not  just 
thinking  about  “busy  work,”  one  should 
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certainly  avoid  that,  but  something  that  he 
really  and  truly  enjoys,  and  something  that 
he  could  do,  and  something  that  would 
take  up  time  and  would  move  him  towards 
more  adult-like  functioning. 

DR.  CHARLES  WELLS  (Associate  Pro- 
fessor of  Psychiatry) : What  I am  respond- 
ing to  is  a certain  diffuseness  in  relation- 
ships, that  is  to  an  absence  of  authoritative 
direction  in  this  boy’s  clinical  course.  From 
what  we  have  been  told  there  doesn’t  seem 
to  be  much  direct  contact  between  the 
surgeon  in  charge  and  the  patient  in  this 
instance. 

DR.  HOLLENDER:  I think  Dr.  Sand- 

stead  had  to  be  firm  with  this  young  man 
because  he  behaves  like  a very  young  ado- 
lescent, and  that’s  how  he  needs  to  be 
treated.  He  needs  to  be  given  the  idea  that 
there  are  boundaries  beyond  which  one 
can’t  go.  The  only  disagreement  with  your 
management,  Dr.  Sandstead,  that  I have  is 
that  I would  not  have  let  him  fire  me.  I 
wmuld  have  stuck  with  him  and  said,  “Now 
look,  this  is  the  way  we  live.”  What  is 
causing  the  trouble  on  the  ward  is  his  im- 
mature adolescent  behavior.  At  the  moment 
that  he  is  crossed  about  anything  he  be- 
comes frustrated  and  angry  and  everything 
is  off.  You  may  have  done  99  nice  things 
for  him  yesterday  but  why  aren’t  you  doing 
that  much  today.  As  with  the  adolescent, 
one  will  never  succeed  beyond  a point,  and 
a certain  amount  of  this  behavior  is  just 
par  for  the  course.  But  he  is  to  know  that 
silverware  throwing  is  out  and  that  certain 
other  things  are  out,  that  he  may  have  his 
temper  about  certain  things,  yes,  but  be- 
yond a certain  point,  no. 

MISS  JONES:  Being  not  so  far  from 

adolescence  as  most  people  in  the  room  I 
can  remember  that  one  of  the  things  about 
being  an  adolescent  is  knowing  that  even 
though  it’s  such  a state  of  transition  you 
still,  no  matter  how  ornery  you  are  being, 
want  to  be  treated  as  a person.  This  is  one 
thing  he  has  expressed  to  me  several  times. 
The  day  shift  treats  him  like  a case  study, 
a patient  who  has  to  be  dealt  with  un- 
fortunate though  the  situation  is.  The  night 
shift  treats  him  as  a person,  someone  with 
a sense  of  humor,  with  a sense  of  intelli- 
gence, with  a sense  of  worth.  Obviously 
he  has  been  shuttled  around  from  parents 


to  grandparents  to  stepparents;  his  sense 
of  worth  is  pretty  low.  One  thing  he  asked 
me  to  say  when  I came  back  was  that  he 
was  curious  as  to  why  he  was  not  told 
what  this  meeting  would  be  like.  He  said 
he  was  told  that  it  would  happen  but  not 
what  was  going  to  be  involved.  He  sort  of 
just  walked  into  it  blindly.  I couldn’t  tell 
him  because  I had  never  been  to  one  before. 
And  so  I think  this  didn’t  do  him  any  good, 
his  being  treated  like  a case  study  and  not 
as  a person.  I think  whatever  course  of 
action  is  being  taken  and  even  though  he 
is  adolescent,  he  should  be  treated  with  a 
feeling  of  worth  as  a human  being. 

DR.  ABRAM:  Your  points  are  excellent 
ones,  Miss  Jones,  and  are  reminders  to  all 
of  us  to  consider  each  patient  as  an  individ- 
ual. In  closing  I wish  to  thank  each  of 
you  for  your  participation  in  this  confer- 
ence. It  is  important  to  re-emphasize  that 
we  are  dealing  with  a clinical  problem  in 
real  life  and  that  as  such  there  are  no 
definite  answers.  I believe  we  all  foresee  a 
somewhat  difficult  future  for  this  young 
man  but  hopefully  some  of  the  ideas  pre- 
sented will  be  of  help  in  his  overall  man- 
agement. 

Summary 

This  condensed  presentation  and  discus- 
sion cannot  do  justice  to  the  many  com- 
plexities involved  in  the  postoperative 
handling  of  this  young  man  with  morbid 
obesity.  The  major  themes  related  to  his 
care  center  around  suggestions:  (1)  to 

provide  him  with  a figure  with  whom  he 
can  identify  and  trust;  (2)  to  structure  his 
environment  and  set  controls  upon  his 
behavior;  and  (3)  to  positively  reinforce 
mature  behavior  through  appropriate  re- 
wards. Nevertheless  it  is  important  to 
emphasize  that  we  are  dealing  with  an 
adolescent,  who  even  under  “normal”  cir- 
cumstances will  do  all  in  his  power  to 
thwart  our  therapeutic  efforts.  There  are 
no  simple  answers  to  the  many  problems 
with  which  he  presents  us,  not  only  in  the 
hospital  but  in  his  long  term  rehabilitation. 
It  takes  a joint  effort  on  the  part  of  many, 
trials  and  errors,  successes  and  failures,  and 
patience  in  attempting  to  understand  his 
behavior,  motivation,  and  response  to  his 
illness. 
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Baptist  Memorial  Hospital 
Memphis,  Tennessee 

Amin  A.  Faris,  M.D.,*  and 
Gerard  Gerling,  M.D. 

CASE  PRESENTATION 

This  56-year-old  patient  was  hospitalized  at 
the  Baptist  Memorial  Hospital  on  July  24,  1969 
because  of  confusion  and  intermittent  poor  re- 
sponsiveness. 

In  October  of  1967  he  had  had  some  cervical 
neck  pain  and  occipital  headaches  which  radi- 
ated over  the  frontal  area.  Evaluation  at  that 
time  showed  some  osteoarthritic  spurring  at  the 
level  of  C-5  and  C-6.  His  skull  films  were 
normal.  He  gave  a history  of  having  had  repair 
of  a hiatal  hernia  previously,  and  an  upper 
GI  series  showed  a small  sliding  hiatus  hernia. 
The  patient  complained  of  some  pain  in  both 
wrists.  Nerve  conduction  in  the  right  median 
nerve  was  slowed  across  the  wrist  and  was 
normal  from  elbow  to  wrist.  It  was  thought 
that  he  had  cervical  arthritis,  spondylosis,  ten- 
sion headaches,  and  carpal  tunnel  syndrome.  He 
had  returned  to  work  following  this  investiga- 
tion and  had  generally  done  satisfactorily. 

At  about  July  3,  1969  the  patient  had  been 
charged  by  a bull  which  had  struck  him  in  the 
mid-section,  knocking  him  several  feet  and  ren- 
dering him  temporarily  unconscious.  When  he 
recovered  consciousness  he  made  his  way  back 
to  his  car  and  drove  home.  He  was  examined 
by  a physician  near  his  home  who  found  him 
to  be  extremely  nervous.  He  also  was  com- 
plaining of  epigastric  pain  and  nausea.  He  was 
treated  symptomatically  but  continued  to  be  ill 
and  was  hospitalized  in  another  city  because  of 
this.  He  was  given  tranquilizers,  but  seemed 
to  become  more  confused  and  generally  worse. 
Tranquilizers  were  discontinued  and  on  the  fol- 
lowing day  he  seemed  to  be  better,  though  he 
went  on  to  develop  considerable  agitation,  ex- 
cessive motor  activity,  and  marked  concern  that 
people  did  not  believe  he  had  really  had  the 
accident  referred  to  above. 

Physical  examination  on  July  24,  revealed 
him  to  be  well  developed,  well  nourished,  anx- 
ious and  somewhat  euphoric.  The  head  and  neck 
were  not  remarkable.  Pupils  were  round,  reg- 
ular, equal  and  reactive  to  light  and  accommo- 
dation. There  were  some  AV  displacement  of 
the  retinal  vessels.  The  discs  were  normal  in 
appearance.  The  ears,  nose  and  mouth  were 

*From  the  Department  of  Neurology,  the  Bap- 
tist Memorial  Hospital,  and  the  University  of 
Tennessee  College  of  Medicine,  Memphis,  Tenn. 


not  remarkable.  His  lungs  were  clear.  The 
heart  was  not  enlarged  and  there  were  no  mur- 
murs. Abdominal  examination  revealed  no  pal- 
pable organs  or  masses  and  no  tenderness  is 
described.  The  prostate  was  normal.  He  was 
noticed  to  have  fidgity,  jerky  movements  over 
all  the  body  with  no  specific  pattern,  however. 
He  was  able  to  walk  with  a normal  gait  and 
his  equilibrium  seemed  normal.  The  cranial 
nerves  were  intact.  There  was  no  sensory  loss 
or  loss  of  motor  strength. 

His  SMA-12  was  normal  except  for  a slight 
elevation  in  the  BUN.  This  was  later  repeated 
and  found  to  be  normal.  Serum  electrolytes  were 
normal.  PCV  was  45%,  Hgb  14.6  gm,  WBC 
Count  6600  with  a normal  differential  picture. 
Platelets  were  adequate  on  smear  and  the  HBC 
were  normal  in  appearance.  Urinalysis  was  not 
remarkable.  Repeated  blood  sugars  were  normal. 
An  echoencephalogram  showed  no  midline  shift; 
however,  it  was  thought  the  third  ventricle  was 
10  to  12  mm.  wide.  Blood  cultures  were  sterile. 
Urine  was  negative  for  mercury.  Serum  bromide 
was  1.1  mg,  serum  calcium  5 mEq/I  and  phos- 
phorous 2.8  mg/ml.  Gastric  analysis  revealed 
free  acid  of  108  degrees  at  45  minutes.  Spinal 
fluid  was  negative  for  acid-fast  organisms.  Late 
in  his  course  the  urinalysis  revealed  2+  protein 
with  innumerable  RBC  and  15  to  20  WBC/HPF. 
Skull  x-rays  were  normal.  An  upper  GI  series 
revealed  recurrent  hiatal  hernia  with  reflux. 
Bilateral  direct  carotid  areteriograms  on  July 
29,  were  negative.  Chest  x-ray  was  normal  ex- 
cept for  evidence  of  the  old  thoracotomy.  On 
July  29,  a brain  scan  was  normal.  On  Sept.  12, 
a pneumoencephalogram  revealed  some  sym- 
metrical dilatation  of  the  lateral  and  third  ven- 
tricles. There  was  a rather  prominent  sub- 
arachnoid space,  especially  in  the  posterior  fossa, 
consistent  with  atrophy.  No  masses  were  seen. 
The  4th  ventricle  and  aqueduct  were  not  com- 
pletely examined.  On  August  29,  direct  carotid 
arteriograms  were  done  on  the  right  which 
showed  some  intimal  irregularities  near  the 
origin  of  the  right  internal  carotid  artery.  Some 
“cross-fill”  through  the  left  anterior  and  left 
middle  cerebral  artery  was  described.  Circula- 
tion time  was  thought  to  be  considerably  re- 
tarded but  the  cause  and  nature  of  this  could 
not  be  determined.  A repeat  brain  scan  on 
August  26,  showed  a suspicious  area  of  activity 
to  the  left  of  the  midline  at  the  base  in  the 
AP  projection.  T-4  determination  was  normal. 
Numerous  EEG’s  were  done  which  showed  dif- 
fuse abnormalities  with  irregular  and  slow 
waves,  perhaps  more  marked  on  the  right  side. 
Serum  electrophoresis  showed  an  elevated  beta 
globulin;  it  was  otherwise  normal.  An  EKG 
showed  a sinus  tachycardia  with  incomplete 
right  bundle  branch  block  and  nonspecific  ST-T 
wave  changes. 

Following  admission  the  patient  tended  to  be- 
come more  oriented  and  less  agitated;  however, 
after  this  temporary  improvement,  he  became 
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agitated  again  as  well  as  somewhat  confused. 
Lumbar  puncture  revealed  an  opening  pressure 
of  130  with  colorless  fluid,  and  CSF  protein  of 
35  mg%;  there  were  no  cells,  the  VDRL  was 
nonreactive,  and  the  CSF  sugar  was  64  mg% 
with  a blood  sugar  of  105  mg%. 

The  patient’s  condition  worsened  as  he  be- 
came more  agitated,  disoriented,  confused,  and 
at  times  euphoric.  He  began  to  have  halluci- 
nations. These  were  shifting  and  not  systema- 
tized. Visual  and  tactile  hallucinations  predomi- 
nated. The  psychiatric  consultant  agreed  as  to 
the  organic  nature  of  his  difficulty. 

His  clinical  state  in  regard  to  his  behavior 
varied  strikingly,  being  much  worse  some  days 
than  on  others.  On  August  4,  for  example,  the 
patient  was  oriented  as  to  time  and  person  but 
not  as  to  place.  Later  in  the  day  he  was  found 
to  be  disoriented  entirely  with  marked  delusions 
and  hallucinations.  Neurologic  signs  continued 
to  change  with  some  choreiform  movements 
being  described  intermittently  and  ataxia  in  the 
finger-to-nose  test  intermittently.  At  times  he 
became  very  violent  and  screaming  and  needed 
sedatives. 

Extensive  studies  were  carried  out  as  detailed 
above.  At  the  time  of  the  air  study,  a brain 
biopsy  was  done  which  showed  a few  focal 
areas  of  gliosis.  This  was  not  thought  to  be 
diagnostic.  At  operation  the  archnoid  was  de- 
scribed as  being  thick  and  slightly  granular. 
The  biopsy  tissue  did  not  appear  particularly 
abnormal  grossly.  On  September  9,  he  was  de- 
scribed as  having  bilateral  seizures  involving 
the  arm,  face  and  legs  which  were  almost  con- 
stant. These  were  quieted  with  sadation.  He  was 
unable  to  take  food  or  fluids  orally  and  a gas- 
trostomy was  put  in  place.  He  became  febrile 
as  he  developed  pneumonia  and  evidences  of  a 
urinary  tract  infection.  These  appeared  to  re- 
spond to  antibiotic  therapy. 

The  patient  continued  to  have  intermittent 
seizures  and  become  progressively  less  respon- 
sive. His  temperature  rose  and  he  became  more 
comatose  and  died  on  Nov.  14,  1969. 

Clinical  Discussion 

Presiding — DR.  J.  D.  UPSHAW:  The 

patient  being  presented  is  an  interesting 
neurologic  problem.  Dr.  Jerry  Gerling,  a 
neurologist,  will  discuss  the  case. 

DR.  GERARD  GERLING:  The  patient 

under  discussion  was  a diagnostic  enigma 
for  the  physicians  who  dealt  with  him  over 
his  approximately  4 month  hospitalization. 
His  illness  apparently  began  when  he  de- 
veloped confusion  after  a bull  attacked  him. 
The  diagnosis  was  post-traumatic  concus- 
sion and  his  physicians  noticed  that  he 
appeared  confused  intermittently,  agitated 
and  disoriented.  He  was  given  tranquilizers, 


and  when  these  failed  he  was  admitted  to 
the  Baptist  Memorial  Hospital  for  evalua- 
tion. 

Two  years  before  this  final  admission  he 
was  admitted  with  complaints  of  headache. 
The  diagnoses  at  that  time  were  degenera- 
tive arthritis  of  the  cervical  spine,  carpal 
tunnel  syndrome  on  the  right,  and  hiatus 
hernia.  He  apparently  was  well  in  the 
interim. 

Upon  admission  he  complained  of  con- 
fusion and  was  described  as  disoriented. 
The  examination  revealed  “choreiform” 
movements  and  tremulousness.  Fluctuating 
episodes  of  confusion  and  disorientation 
were  noticed.  The  course  was  one  of 
dramatic  deterioration  of  mental  function 
so  that  in  the  2 months  following  admission 
he  developed  cortical  blindness  and  seizures 
and  ultimately  lapsed  into  coma.  From 
then  on  he  was  in  a vegetative  state  of  exis- 
tence and  required  a feeding  gastrostomy. 

He  had  bilateral  carotid  arteriograms 
which  were  interpreted  as  normal.  He  had 
a spinal  tap  shortly  after  admission  and 
during  the  course  of  his  hospitalization  on 
3 other  occasions.  All  the  parameters  of 
these  fluids  including  protein,  cell  count, 
glucose  and  colloidal  gold  were  normal 
except  upon  one  occasion  when  a slightly 
elevated  protein  was  noted.  Four  electroen- 
cephalograms were  performed.  These  were 
all  diffusely  abnormal  and  on  several  of  the 
records  some  focal  emphasis  in  the  right 
frontal  lobe  and  evidence  of  seizure  activ- 
ity was  described.  A ventriculogram 
showed  enlarged  ventricles  with  air  over 
the  cerebral  convexities  and  cerebellum. 
A brain  biopsy  performed  at  this  time 
showed  only  minimal  gliotic  changes.  Two 
brain  scans  were  done  and  the  second  was 
described  as  showing  “a  suspicious  uptake 
to  the  right  of  the  base  of  the  brain.” 

The  syndrome  which  this  patient  mani- 
fested in  terms  of  seizures,  coma,  cortical 
blindness,  extrapyramidal  movements,  and 
spastic  quadriparesis  suggests  a diffuse 
degeneration  of  the  nervous  system  affect- 
ing the  brain  and  long  white  tracts  pro- 
ducing a subacute  progressive  fatal  neu- 
rologic condition. 

To  analyze  this  problem,  I wish  to  cover 
the  broad  categories  of  neurologic  illness. 

Let  us  begin  with  the  infections  of  the 


February,  1971 


CLINICOPATHOLOGIC  CONFERENCE 


129 


nervous  system.  I think  we  must  consider 
infections  of  a subacute  or  chronic  variety 
rather  than  of  the  acute.  To  be  considered 
are  the  infections  of  Cryptococcus  neo- 
formans,  central  nervous  system  syphilis 
with  dementia,  and  tuberculous  meningitis. 
The  cerebrospinal  fluid  in  this  patient  had 
a negative  VDRL  while  the  VDRL  is  posi- 
tive in  over  95%  of  the  time  in  syphilis  of 
the  central  nervous  system.  Cultures  of  the 
cerebrospinal  fluid  were  never  positive  and 
pleocytosis  was  never  demonstrated.  The 
patient’s  CSF  glucose  level  was  never  low. 
These  considerations  seem  to  negate  an 
infection,  although  a chronic  infection  can 
cause  diffuse  cerebral  deterioration  with 
seizures. 

One  entity  we  might  mention,  thought 
to  be  “para-infectious,”  is  subacute  scleros- 
ing leukoencephalopathy,  known  as  Daw- 
son’s encephalitis.  This  disease  occurs  in 
children  commonly  beginning  at  the  age  of 
10  to  12.  There  is  a relentless  deterioration 
of  mental  function  and  myoclonic  jerks  as- 
sociated with  eye  blinking.  These  children 
usually  succumb  in  about  one  and  a half 
years  after  the  onset.  During  the  course  of 
the  illness  a pathognomonic  EEG  appears 
with  high  voltage  slow  wave  discharges 
appearing  on  an  amorphous  background. 
The  discharges  occur  simultaneously  with 
the  jerking  and  blinking.  There  are  high 
titers  of  the  antimeasles  antibodies  in  these 
patients,  far  higher  than  in  acute  or  con- 
valescent measles  serum.  There  is  usually  a 
markedly  abnormal  CSF  colloidal  gold 
reaction.  Measles-like  inclusions  have  been 
found  in  the  cells  of  the  brain  in  children 
dying  of  this  disease.  I mention  this  diag- 
nosis only  because  it  causes  a diffuse 
encephalopathy  which  progresses  to  death. 

Toxic  etiology  may  be  given  considera- 
tion. Bromidism  was  considered  and  a 
bromide  level  was  determined.  The  level 
was  recorded  as  1.5  micrograms  %.  This  is 
abnormal  unless  the  patient  is  taking 
bromides.  Bromide  intoxication  took  place 
fairly  frequently  when  bromides  were  the 
mainstay  of  anticonvulsant  therapy,  and 
now  is  occasionally  seen  in  people  incor- 
rectly taking  proprietary  medications  con- 
taining bromides.  Bromidism  causes 
seizures,  coma  and  a diffuse  encephalopathy. 
However,  in  patients  intoxicated  with 


bromide,  acneiform  eruptions  are  very  fre- 
quent. This  problem  was  not  described  in 
our  patient.  The  toxic  level  for  bromides 
is  considered  to  be  100  micrograms  % or 
higher,  obviously  much  higher  than  the 
patient’s  level. 

Intoxications  with  heavy  metal,  as  lead, 
manganese,  and  mercury  all  cause  pro- 
gressive encephalopathies.  The  urine  level 
for  mercury  in  this  patient  was  negative. 
Manganese  levels  were  not  actually  tested; 
however,  he  had  no  history  of  exposure  to 
manganese  as  might  be  present  in  miners 
of  this  metal.  Stigmas  of  lead  poisoning, 
lead  line,  basophilic  stippling  or  anemia 
were  not  present.  Chronic  exposure  to 
carbon  monoxide  can  cause  progressive 
deterioration  of  mental  function  and  extra- 
pyramidal  symptoms.  This  condition  usually 
is  seen  in  workers  about  furnaces,  miners 
exposed  to  coal  gas  and  workers  in  synthetic 
gas  factories.  We  are  not  given  a hint  that 
this  patient  had  this  type  of  employment. 
Botulism  intoxication  causes  seizures,  pro- 
gressive mental  deterioration  and  cranial 
nerve  palsy.  I think  our  patient’s  course 
was  too  prolonged  for  that  condition. 

I would  like  to  mention  at  this  time  the 
possibility  of  a neoplasm  producing  this 
patient’s  symptoms.  I think  the  normalcy 
of  the  spinal  fluid,  the  negative  arteriograms 
and  the  lack  of  confirmation  by  pneumoen- 
cephalography are  against  the  possibility. 
Another  common  space  occupying  lesion  we 
might  mention  is  that  of  subdural  hema- 
toma. Evidence  for  subdural  hematoma  is 
absent. 

I would  now  like  to  move  into  the  cate- 
gory of  the  degenerative  diseases  of  the 
nervous  system.  The  first  one  I will  men- 
tion is  Hallervordan-Spatz  disease  which  is 
a primary  disease  of  iron  metabolism.  Iron 
pigment  is  deposited  throughout  the  brain 
and  brain  stem.  The  illness  produces  men- 
tal deterioration,  abnormal  movements  and 
weakness  which  remind  us  of  the  patient 
under  discussion.  However,  Hallervordan- 
Spatz  begins  in  childhood  and  runs  a course 
of  10  to  20  years. 

Another  very  interesting  illness  that  has 
been  described  primarily  in  the  last  10  years 
is  called  progressive  multifocal  leukoen- 
cephalopathy. This  is  a disease  of  degenera- 
tion of  the  cortex  superimposed  on  some 
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chronic  systemic  illness  such  as  leukemia, 
lymphoma,  sarcoidosis  or  polycythemia 
vera.  It  begins  in  the  sixth  and  seventh 
decades.  Focal  neurologic  deficits,  such  as 
hemiparesis  indicating  discrete  areas  of 
involvement,  are  part  of  the  picture.  This 
disease  progresses  over  a 3 to  6 month 
period  to  dementia,  confusion  and  death.  I 
think  this  diagnosis  is  a consideration  in 
this  patient.  However,  I have  not  been  able 
to  find  a case  recorded  without  some  sys- 
temic illness  as  a substrate. 

In  the  category  of  degenerative  disease, 
I would  like  to  include  the  dysmyelinations 
which  I will  lump  together  for  mention 
here.  These  include  such  rare  conditions  as 
sudanophilic  leukodystrophy,  Pelizaeus- 
Merzbachers  disease,  Krabbe’s  disease, 
metachromatic  leukodystrophy  and  Schil- 
der’s  disease.  These  are  diseases  which 
produce  wide-spread  destruction  of  myelin 
in  the  central  nervous  system  and  in  which 
dramatic  deterioration  associated  with 
seizures  and  abnormal  movements  are  fre- 
quently noted.  Clinically  these  are,  how- 
ever, familial  diseases  and  occur  predomi- 
nantly in  children.  Schilder’s  disease  or 
diffuse  sclerosis,  however,  can  occur  in  any 
age  group.  This  disease  attacks  the  white 
matter  and  produces  a diffuse  degenerative 
cerebral  problem.  It  is  associated  with 
dementia,  seizures  and  wide-spread  weak- 
ness. Over  half  the  cases  begin  under  the 
age  of  12  years  and  three-fourths  begin 
under  the  age  of  20.  It  is  nonfamilial  and 
the  average  duration  of  this  illness  is  about 
3 years.  Symptoms  of  the  disease  at  the 
beginning  are  personality  changes  and  lack 
of  interest  in  the  environment  suggesting 
frontal  lobe  involvement.  Commonly  the 
illness  starts  in  the  occipital  area  with 
cortical  blindness  being  one  of  the  present- 
ing symptoms.  This  diagnosis  fits  our 
patient  fairly  well,  but  I am  persuaded 
against  it  because  of  the  age  preponderance 
placing  it  in  childhood  and  in  people  under 
20.  It  usually  has  a much  shorter  course 
than  our  patient. 

I would  like  now  to  take  up  the  dement- 
ing illnesses.  A ventriculogram  showed 
cortical  atrophy  with  enlarged  ventricles 
and  deep  hemispheric  sulci.  Altzheimer’s 
disease  is  the  most  common  cause  of  de- 
mentia in  the  senium  and  presenium  and 


at  pneumoencephalography  we  usually  find 
cortical  atrophy  with  enlarged  ventricles. 
This  condition  is  nonfamilial  and  is  asso- 
ciated with  diffuse  atrophy  of  all  parts  of 
the  brain.  Another  illness  which  cannot  be 
distinguished  from  Altzheimer’s  disease 
clinically  is  Pick’s  disease  in  which  the 
atrophy  is  most  prominent  in  the  frontal- 
temporal  lobes.  I think  the  patient’s  course 
is  inconsistent  with  these  2 conditions. 
Usually  they  are  more  chronic,  lasting 
several  years.  They  are  not  as  dramatically 
degenerative  as  our  patient’s  illness. 
Seizures  sometimes,  however,  are  seen  in 
Altzheimer’s  disease. 

I would  like  to  now  mention  Jakob- 
Creutzfeldt  disease,  also  called  spastic 
pseudosclerosis.  This  is  a rapidly  progres- 
sive dementing  illness  that  can  be  associ- 
ated with  seizures  and  abnormal  movements 
such  as  our  patient  had.  Disorientation, 
impairment  of  memory  and  intellectual 
deficit  developing  in  a fulminating  fashion 
are  characteristics.  Physical  findings  usually 
include  rigidity,  tremor,  and  spastic  weak- 
ness. Cortical  blindness  is  an  early  symp- 
tom. The  disease  characteristically  starts 
in  middle  age  and  has  a course  of  6 to  12 
months. 

In  my  analysis  of  the  case,  I think  the 
most  likely  3 diagnoses  are  progressive 
multifocal  leukoencephalopathy,  Schilder’s 
disease  and  finally  Jakob-Creutzfeldt  dis- 
ease, and  I am  strongly  persuaded  to 
believe  that  we  will  identify  Jakob- 
Creutzfeldt  as  the  culprit. 

DR.  JAMES  L.  BOOTH:  I purposely  am 
not  showing  the  cerebral  arteriogram  as  it 
showed  normal  vessels  in  the  neck  and 
intracranially.  There  was  no  evidence  of 
displacement  of  vessels  by  either  subdural 
hematoma  or  brain  tumor. 

The  pneumoencephalogram  shows  sym- 
metrical dilatation  of  the  ventricles  with 
enlargement  of  the  subarachnoid  spaces  and 
widening  of  the  sulci  over  the  brain  surface 
indicating  the  presence  of  severe  general- 
ized cerebral  atrophy.  Again  there  is  no 
displacement  of  the  ventricular  system  and 
no  evidence  of  tumor  (Fig.  1) . Chest  x-rays 
at  this  last  admission  were  normal,  showing 
no  noticeable  changes  compared  to  those 
obtained  in  1967. 

DR.  UPSHAW:  Here  are  two  supple- 
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Fig.  1.  Pneumoencephalogram,  lateral  view, 
demonstrating  ventricular  enlargement  and 
exaggerated  air  in  the  hemispheric  sulci. 


mentary  diagnoses  from  the  staff.  One  is 
bulldose  syndrome  and  the  other  is  mata- 
dor’s malady. 

DR.  AMIN  A.  FARIS:  Before  discussing 
the  postmortem  findings,  it  would  be  inter- 
esting to  demonstrate  the  serial  electro- 
encephalograms performed  at  almost  bi- 
weekly intervals  (Fig.  2) . The  tracings 
show  progressive  deterioration  of  the  back- 
ground activity  and  initial  focal  findings 
to  the  right  anterior  hemisphere.  Later 
arrhythmic  spikes  and  sharp  slow  waves 
occur  of  lower  voltage  with  increasing 
duration  of  the  illness. 

The  postmortem  examination  disclosed 
mild  cardiac  hypertrophy  and  mild  to 
moderate  generalized  arteriosclerosis.  The 
significant  findings  were  confined  to  the 
central  nervous  system. 

The  brain  weighed  1200  gm  in  the  fixed 
state.  The  hemispheric  gyri  displayed  ap- 
parent atrophy  in  all  lobes,  but  more  pro- 
nounced in  the  frontal,  temporal  and  occipi- 
tal regions.  The  leptomeninge  and  lepto- 
meningeal  blood  vessels  appeared  normal. 
At  the  base  of  the  brain  the  vessels  of  the 
circle  of  Willis  appeared  free  of  athero- 
matous plaques,  and  other  abnormalities 
were  absent.  The  cerebellar  hemispheres 
showed  mild  exaggeration  of  the  folial 
pattern. 

Coronal  sections  of  the  brain  showed 
marked  shrinkage  of  the  cortex  in  all  major 
lobes,  more  pronounced  in  the  frontal, 
temporal  and  occipital  gyri  (Fig.  3,  4) . The 
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Fig.  2.  Serial  electroencephalograms.  Progressive 
deterioration  of  the  background  activity  and 
appearance  of  pseudorhythmic  spike  discharges. 


Fig.  3.  Coronal  section  of  brain.  Shrinkage  of 
cortex,  basal  ganglia,  and  dilated  ventricles. 


subcortical  white  matter  was  mildly  re- 
duced in  quantity.  The  basal  ganglia, 
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Fig.  4.  Coronal  section  of  brain  at  the  parieto- 
occipital junction.  Atrophy  of  cortex,  prominent 
in  the  calcarine  region. 


particularly  the  caudate  nucleus,  were 
shrunken  (Fig.  3)  as  were  the  thalamic 
nuclei,  with  concomitant  dilatation  of  the 
lateral  ventricles.  Sections  of  the  brain 
stem  demonstrated  no  unusual  features. 
Sections  of  the  cerebellar  hemispheres 
showed  minimal  exaggeration  of  the  folial 
pattern  and  suggested  shrinkage  of  the 
dentate  nuclei. 

Microscopic  examination  of  the  cortex 
from  all  lobes  demonstrated  uniform  find- 
ings of  varying  intensity.  There  was  marked 
loss  of  neurons  in  all  lamina  of  the  cortex, 
more  pronounced  in  the  inner  layers. 
Those  remaining  appeared  shrunken  with 
vacuolated  nuclei  (Fig.  5) . Intense  gliosis 
was  evident  in  all  layers,  but  more  pro- 


Fig.  5.  Neuronal  degeneration  and  vacuolation. 
Note  gemistocytic  astrocytes.  (H&E  x 250). 


Fig.  6.  Loss  of  cortical  neurons  and  marked  as- 
trocytosis,  more  noticeable  in  the  inner  cortical 
layers  in  center  of  photograph.  (H&E  x 100). 


nounced  in  the  5th  and  6th  layers  (Fig.  6). 
Similar  neuronal  “drop  out”  and  intense 
gliosis  was  noted  in  the  basal  ganglia  (Fig. 
7)  and  thalamic  nuclei,  more  pronounced 


Fig.  7.  Globus  pallidus.  Marked  astrocytosis. 
(Holzer  x 250). 


in  the  caudate  and  globus  pallidus  and 
medial  thalamic  nuclei.  In  these  areas, 
occasional  fat  laden  histiocytes  were  en- 
countered. The  subcortical  white  matter 
showed  mild  loss  of  myelin  and  occasional 
histiocytes.  The  hippocampal  formation  of 
either  hemisphere  was  normal.  Minimal 
increase  in  the  glial  elements  and  reduced 
neuronal  population  was  noted  in  the 
tegmentum  of  the  brain  stem,  “drop  out” 
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of  the  cerebellar  Purkinje  cells  was  also 
present. 

The  clinical  history  and  electroencepha- 
lographic  findings  in  this  case  are  compat- 
ible with  Jakob-Creutzfeldt  disease. h2  The 
neuropathologic  findings  varified  the  diag- 
nosis.1^3 The  histopathology  of  Jakob- 
Creutzfeldt  disease,  also  referred  to  as 
subacute  presenile  polioencephalopathy,  are 
essentially  a spongiform  degeneration  of 
cortex  and  subcortical  gray  matter,  with 
marked  neuronal  death  and  astrocytosis. 
Bignami  and  Forno4  have  verified  the  elec- 
tronmicroscopic  findings  of  others  that  the 
spongiform  state  is  due  to  distended 
astrocytic  cell  processes,  and  in  addition, 
demonstrated  preterminal  axon  and  pre- 
synaptic  nerve  ending  swelling. 

The  etiology  of  the  disease  has  not  been 
determined.  Nevin  and  associates1  sug- 
gested diffuse  cerebrovascular  dysfunction, 
an  hypothesis  questioned  by  others.2  Other 
workers5  attempted  to  relate  the  disease  to 
other  forms  of  central  nervous  system  de- 
generative disorders  of  uncertain  etiology. 
It  remained  for  Gibbs  and  associates6  to 
demonstrate  the  transmissibility  of  the 
disease  to  the  chimpanzee,  and  from  one 
experimental  animal  to  another,  with  re- 
sultant similar  clinical  and  pathologic  find- 
ings, as  noted  in  human  material.  This 
transmission,  indeed,  would  suggest  a viral 
etiology,  a suggestion  also  forwarded  in 


cases  of  Kuru.7  A definite  causative  agent 
is  yet  to  be  isolated. 

Final  Anatomic  Diagnosis: 

(1)  Jakob-Creutzfeldt  Disease 

(2)  Mild  hypertensive  cardiovascular 
disease 
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DON’T  FORGET.  . . . 

Your  voluntary  IMPACT  dues  are  due  now!  Why  not  include  them  at 
the  same  time  you  pay  your  other  dues  or  you  can  send  them  directly 
to  IMPACT  (Independent  Medicine’s  Political  Action  Committee — 
Tennessee)  P.O.  Box  645,  Nashville,  Tennessee  37202. 

IMPACT  needs  you.  . . . and  you  need  IMPACT 
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EIGHTY-SECOND 
ANNUAL  MEETING 

of  the 

MID-SOUTH 

MEDICAL  ASSOCIATION 

(Formerly  Mid-South  Postgraduate  Medical  Assembly) 

FEBRUARY  24,  25,  26,  1971 
at  the 

SHERATON-PEABODY  HOTEL  MEMPHIS,  TENNESSEE 

Outstanding  speakers  will  present  half-hour  lectures  on  subjects  of 
interest  to  both  general  practitioner  and  specialist.  A well  balanced 
program  is  scheduled.  Make  your  plans  to  attend  NOW!! 

CLASS  REUNIONS:  Class  of  1931;  Class  of  1936 — June,  September; 
Class  of  1941 — March,  June,  September,  December;  Class  of  1946 — 
June,  September,  December;  Class  of  1951 — June,  September,  De- 
cember; Class  of  1956 — March,  September;  Class  of  1961 — March, 
June,  September. 

MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 
MID-SOUTH  MEDICAL  ASSOCIATION 
FEBRUARY  24,  25,  26,  1971 

MEMPHIS  TENNESSEE 


TMA  MEMBERSHIP  INCREASES  ...  As  of  January  1,  1971,  TMA's  membership 
showed  a net  increase  of  76  members  over  the  corresponding  period  of 
the  previous  year  ...  At  the  close  of  the  year,  TMA's  membership 
included  3,129  active  members;  233  veteran  members  (over  70  years  of 
age)  ; 35  members  in  post-graduate  education  status  ; and  11  in  the 
military— for  a total  of  3,408  active  members  . . • 3,186  of  this  number 
were  members  of  the  American  Medical  Association  during  1970.  A total 
of  61  members  died  during  1970. 

SOUTH'S  FIRST  PREPAID  GROUP  HEALTH  PLAN  ANNOUNCED  . . . According  to 
a press  release  on  January  8,  the  first  prepaid  group  health  plan  in 
the  South  was  announced  . • • The  plan  is  known  as  the  Tennessee  Group 
Health  Foundation,  developed  by  a group  of  state  labor  leaders  who 
formed  the  Middle  Tennessee  Labor  Committee  for  Prepaid  Group  Health. 

It  will  be  located  in  Nashville.  The  Group  Health  Foundation  plans 
to  open  its  doors  July  1 . . . All  members  who  join  the  plan  initially 
will  pay  about  $36.00  per  month,  or  $420.00  a year.  Based  on  $400.00 
a year  and  3,000  families,  the  plan  expects  to  collect  at  the  outset 
$1.2  million.  The  news  release  stated  that  physicians  participating  in 
the  plan  would  realize  about  $30,000  each  per  year  ...  It  was  stated 
that  the  Foundation  at  the  outset  proposes  to  start  with  10  doctors: 
pediatricians,  internists  and  family  doctors,  general  surgeons,  and 
obstetricians  and  gynecologists.  Other  specialists  will  serve  part-time 
and  will  be  added  to  the  group  as  the  Foundation  grows  ...  It  is 
proposed  that  membership  will  entitle  the  consumer,  free  of  charge, 
unlimited  office  visits  at  the  Center,  laboratory  and  diagnostic  work, 
30-day  hospitalization,  pre-natal  delivery  and  post-partum  care,  well 
baby  care,  immunization,  casts  and  dressings,  eye  exams,  chronic  care 
and  home  visits  • • . When  a group  member  goes  to  the  hospital  for  30 
days,  the  hospital  bills  the  Foundation  ...  A spokesman  stated  the 
Tennessee  Group  Health  Foundation  is  geared  to  handle  50,000  members, 
representing  both  union  and  non-union  groups  . • . First  plans  call  for 

10.000  members. 
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THE  NEWS  MEDIA  ASKS  THESE  QUESTIONS  MOST  OFTEN  ...  TMA  members  will  be 
interested  in  the  answers  to  the  several  questions  that  are  asked  most 
often  by  members  of  the  press,  radio  and  TV  . . . Question  (1) : What 
is  the  current  shortage  of  physicians  in  Tennessee?  Answer:  According 
to  studies  and  statistics  of  the  Tennessee  Commission  on  Higher 
Education,  Tennessee  will  need  to  add  2,800  new  physicians  by  1980  to 
catch  up  and  replace  others  who  leave  the  state,  or  die  . • . Question 
(2):  What  is  the  ratio  of  physicians  per  100,000  population  in  the 
nation?  Answer:  The  average  in  the  U.S.  presently  is  145  physicians  per 

100.000  population  ...  Question  (3) : What  is  the  ratio  in  Tennessee? 
Answer:  At  present,  the  ratio  in  Tennessee  is  119  physicians  per 

100,000  population.  The  ratio  in  the  Southeast  is  113  physicians  per 


100,000  . • . The  Health,  Education  and  Welfare  Department  reports  there 
were  305,453  active  doctors  and  osteopaths  in  the  United  States  in  1967, 
last  official  count. 

SPECIAL  AMA  TELEVISION  DOCUMENTARY  ...  A special  one-hour  television 
documentary  that  will  enable  the  American  people  to  see  the  positive 
side  of  medical  care  throughout  the  nation  is  now  being  filmed  by  AMA, 
The  documentary  was  approved  as  a means  of  increasing  public  awareness 
of  contributions  being  made  by  physicians  and  others  to  solve  health 
care  delivery  problems.  The  film  will  cover  all  types  of  practice 
settings  and  will  be  made  available  to  television  stations  this  year. 
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BLUE  CROSS-BLUE  SHIELD  OF  TENNESSEE  ANNOUNCES  INCREASED  ENROLLMENT  . . . 

In  a recent  release.  Blue  Shield  enrollment  has  passed  an  important 
milestone  . . • Blue  Cross-Blue  Shield  of  Tennessee  now  has  over  one 
million  people  enrolled  for  Blue  Shield  coverage  alone  • • • Total  Blue 
Shield  enrollment  in  the  plan  now  stands  at  1,006,635  people;  about 
1 out  of  every  3 Tennesseans  living  in  the  90-county  area  served  by  the 
plan. 
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AMA  HOUSE  OF  DELEGATES  ...  On  this  page  in  the  January  issue  of  the 
JOURNAL,  there  was  reported  AMA  House  action  on  soliciting  patients  for 
abortion  and  a statement  of  reaffirmation  of  the  AMA  policy  on  abortion. 
These  were  two  of  the  major  items  acted  upon  at  the  Clinical  Session 
of  the  House  in  December  ...  In  other  major  actions,  the  House 
approved  a proposal  to  provide  for  direct  membership  in  the  AMA  for 
interns  and  residents  in  approved  training  programs.  Interns  and 
residents  will  also  have  representation  in  the  House  of  Delegates  . . • 
Urged  the  U.S.  Department  of  Health,  Education  and  Welfare  to  allow  the 
individual  states  to  set  priorities  for  the  use  of  Federal  funds  for 
state  health  care  programs  • . • Voted  to  continue  to  work  for  creation 
of  a separate  Federal  Department  of  Health,  whose  chief  officer  would 
be  a physician  of  cabinet  rank  • • • Referred  to  the  Board  of  Trustees  a 
resolution  to  condemn  activities  of  some  RMP  programs  that  are  directed 
toward  restructuring  the  method  of  delivery  and  financing  of  health 
care  in  violation  of  the  "spirit"  of  the  law  . . . The  House  declared 
that  determining  whether  a physician’s  fee  is  "usual,  customary  or 
reasonable"  is  solely  the  responsibility  of  a duly  constituted  commit- 
tee of  his  peers  and  may  not  be  determined  by  any  other  person, 
organization  or  agency  . . • The  House  worked  diligently  on  the  issue 
of  abortion  and  Professional  Standards  Review  Organization  (PSR0), 
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NEWS  BRIEFS  . . . Don't  lend  your  name  to  membership  on  a committee  or 
organization  unless  you  have  adequate  information  regarding  the 
activity.  There  have  been  reports  where  physicians,  mislead  by  ornate 
letterheads  and  claims,  have  been  tricked  into  permitting  use  of  their 
names  in  questionable  promotions,  projects  . . • The  nation's  supply  of 
physicians  rose  5%  in  five  years — 1963  to  1968 — while  the  number  of 
physicians  in  full-time  hospital  practice  rose  107%  • . • You  may  claim 
twelve  cents  a mile,  for  the  first  15,000  miles,  as  a bona  fide  expense 
in  conducting  your  practice.  The  Internal  Revenue  Service  has  ruled 
in  increasing  allowance  two  cents  a mile  for  1970  returns.  IRS  ruling 
also  allows  nine  cents  a mile  for  driving  in  excess  of  15,000  miles. 
Mileage  directly  to  and  from  your  office  is  ruled  as  commuting  and  is 
not  deductible  . • . Local  medical  societies  and  hospital  medical  staffs 
are  urged  by  the  AMA  Board  of  Trustees  to  have  local  practicing 
physicians  present  when  surveys  are  being  conducted  by  the  Joint 
Commission  on  Accreditation  of  Hospitals. 


Communications 

Legislation 


Hadley  Williams,  Assisfant  Executive  Director 


87th  TENNESSEE  GENERAL  ASSEMBLY  CONVENES  . . . The  Tennessee  General 
Assembly  met  January  5th  for  the  purpose  of  organizing  and  inaugurating 
the  new  Governor.  John  S.  Wilder  ofSomerville  was  elected  Speaker  of 
the  Senate  and  Lieutenant  Governor  while  James  R.  McKinney  of  Nashville 
was  elected  Speaker  of  the  House  of  Representatives.  Both  are  Democrats. 
William  R.  Snodgrass  of  Sparta  was  re-elected  Comptroller  and  Thomas  A. 
Wiseman  of  Winchester  was  named  Treasurer.  Other  activities  included 
a farewell  address  from  Governor  Buford  Ellington  on  January  13th  and 
the  inauguration  January  16th  of  Dr.  Winfield  Dunn  as  the  state’s  first 
Republican  Governor  since  1921.  No  legislation  could  be  adopted  during 
the  organizational  session  but  introductions  were  allowed  with  several 
bills  being  introduced  in  both  House  and  Senate.  Committee  chairmen 
and  assignments  were  also  made  by  both  Speakers.  Named  to  head  the 
General  Welfare  Committees,  which  handle  most  health  care  legislation, 
was  Senator  Fred  Berry  of  Knoxville  and  Representative  Gentry  Crowell 
of  Lebanon.  The  regular  session  of  the  Assembly  will  begin  February 
23rd  and  can  be  expected  to  meet  until  mid-May. 
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VOLUNTEERS  NEEDED  FOR  CAPITOL  FIRST  AID  STATION  ...  Dr.  0.  Morse 
Kochtitzky,  chairman  of  the  TMA  Legislative  Committee,  has  issued  a call 
for  volunteers  to  staff  the  Capitol  First  Aid  Station.  Co-sponsored  by 
TMA  and  the  Tennessee  Hospital  Association,  this  will  mark  the  fifth 
year  for  the  operation  of  the  facility.  Physicians  are  needed  for 
Tuesdays,  Wednesdays  and  Thursdays  in  March  and  April.  An  interesting 
experience  awaits  those  who  visit  the  Capitol  and  many  physicians  bring 
their  wives  and  children  to  observe  the  legislative  process  and  tour 
the  Capitol  while  on  duty  at  the  First  Aid  Station.  Physicians 
interested  in  giving  one  day  for  this  worthwhile  project  are  urged  to 
contact  TMA  Headquarters  as  soon  as  possible  for  an  assignment. 

Sf?  if? 


FAMILY  PRACTICE  LEGISLATION  IN  DOUBT  ...  The  legislation  adopted  by 
Congress  authorizing  a 3-year,  $225  million  program  to  train  Family 
Physicians  has  run  into  a legal  situation.  President  Nixon  did  not  sign 
the  bill  during  the  10-day  period  following  passage,  thus  creating  a 
"pocket-veto"  some  observers  feel  is  illegal.  Point  of  contention  lies 
in  the  fact  Congress  was  in  recess  and  pocket-veto  can  be  exercised 
only  while  Congress  is  in  adjournment.  American  Academy  of  General 
Practice  supported  the  legislation  and  has  indicated  they  may  challenge 
the  veto  in  court. 
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INSURANCE  INDUSTRY  LATEST  TO  SUGGEST  NATIONAL  HEALTH  PROGRAM  ...  The 

Health  Insurance  Association  of  America  (HIAA)  is  the  latest  to  come 
forward  with  a national  health  program.  Called  HEALTHCARE,  the 
proposition  has  been  in  the  development  stage  for  more  than  two  years 
and  if  enacted  would  cost  taxpayers  $3.2  billion  the  first  year. 


HIAA  is  composed  of  308  companies  that  write  80%  of  all  health  insurance 
in  the  U.S.  and  their  plan  is  designed  to  stave  off  total  socialized 
medicine  which  would  eliminate  their  industry.  Main  aspect  of  the  plan 
is  twin  programs  of  health  insurance,  one  private  and  the  other 
subsidized  by  the  Government  for  the  poor,  near-poor  and  previously 
uninsurables,  with  the  insurance  companies  pooling  risks.  Both  the 
private  and  public  programs  would  be  unified  by  a set  of  standard, 
minimum  benefits  imposed  and  enforced  by  the  Federal  Government.  Fed- 
eral grants,  loans  and  loan  guarantees  would  be  used  to  increase  health 
manpower,  to  steer  MDs  and  other  health  personnel  into  ghettos  and 
rural  areas,  to  develop  ambulatory  care  services  to  reduce  hospitaliza- 
tion and  to  promote  reorganization  of  hospital  outpatient  departments, 
prepaid  group  practices  and  other  delivery  methods.  Planning  agencies 
would  set  priorities  on  community  needs  with  quality  of  care,  MD  fees 
and  appropriateness  of  treatment  subject  to  control  under  Government 
programs  v/ith  similar  provisions  applying  to  hospitals.  President 
Nixon's  national  health  program  is  expected  to  encompass  much  of 
HIAA's  proposal, 
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AMA  DEVELOPS  DOCUMENTARY  REJECTING  CHIROPRACTIC  ...  A sound-slide 
presentation  entitled  "Protection  of  the  Public  Health"  emphasizing  why 
chiropractic  is  a public  health  hazard  has  been  produced  by  the 
American  Medical  Association.  The  26-minute  documentary  is  available 
to  county  societies  or  for  showing  to  other  groups  through  the  AMA 
Regional  Field  Office  in  Memphis.  Direct  requests  to  Mr.  Leon  Swatzell, 
AMA  Regional  Office,  4990  Poplar  Avenue,  Memphis. 
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RESERVATIONS  BEING  TAKEN  FOR  ORIENT  ADVENTURE  TOUR  . . . Reservation 
forms  were  mailed  to  all  members  and  the  Auxiliary  earlier  this  month 
for  the  TMA  sponsored  Orient  Adventure  tour  leaving  Nashville  August 
6,  1971.  The  all-inclusive  14-day  travel  package  is  a bargain  oppor- 
tunity for  physicians,  their  wives  and  children  to  visit  Japan  and  Hong 
Kong.  The  direct  flight  from  Nashville  to  Tokyo  will  be  aboard  a 
chartered  707  jet  with  stretch-out  seating  and  the  finest  food, 
champagne  and  complimentary  cocktails  served  enroute.  Headquarters  in 
Tokyo  will  be  the  Hotel  New  Otani  and  in  Hong  Kong,  The  Mandarin.  Full 
American  breakfasts  and  gourmet  dinners  at  a selection  of  the  finest 
restaurants  are  included  in  the  package.  Although  a special  Interna- 
tional Travel  Advisors  escort  will  accompany  the  group,  there  will  be  no 
regimentation.  All  transportation  and  baggage  transfers  are  included 
as  well  as  all  tips  for  hotels,  meals  and  baggage  handling.  The  cost 
for  this  once-in-a-lif etime  vacation  is  $898  per  person.  Reserve  your 
seat  now ! 
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AMA  OPPOSES  MEDICARE  PAYMENT  METHODS  ...  The  AMA  has  expressed 
concern  over  the  arbitrary  methods  used  by  HEW  to  alter  the  formula  by 
which  physicians  are  reimbursed  under  Medicare.  The  AMA  objected  to 
Social  Security  Commissioner  Robert  M.  Ball  following  the  announcement 
that  HEW  intended  to  lower  the  ceiling  on  physician  services  from  the 
83rd  percentile  to  the  75th  percentile  and  that  the  1969  range  of 
charges  would  be  used  instead  of  1968  to  determine  customary  charges. 

AMA  President  Walter  C.  Bornemeier  told  the  press  that  today, 
physician's  charges  are  virtually  frozen  at  1968  levels  and  that  what 
increases  there  may  be  do  not  fully  offset  rising  costs,  both  the  cost 
of  living,  which  affects  physicians  along  with  everyone  else,  and  the 
escalating  costs  a physician  must  bear  to  maintain  his  practice.  He 
also  noted  that  in  the  decade  of  the  1960*s,  physician's  charges  rose 
at  an  average  rate  of  4.1%  while  general  earnings  rose  an  average  of 
4.2%. 
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Legislative  Conference  Superb 

The  TMA  Legislative  Committee  developed  and  conducted  the 
first  Legislative  Conference  ever  presented  in  our  state  February 
14th  in  Nashville.  Officers  of  county  medical  societies,  contact 
doctors  who  aid  our  Legislative  Committee  by  maintaining  back- 
home  liaison  with  legislators,  TMA  Officers  and  Board  members, 
IMPACT  Board  members,  plus  the  Officers  and  Legislative  Chair- 
men of  the  Woman’s  Auxiliary  attended  the  one-day  affair. 

Those  who  could  not  attend  missed  perhaps  the  finest  meeting 
of  this  type  ever  attempted. 

The  conference  got  off  to  a big  start  with  a keynote  address  from 
our  new  Governor,  Dr.  Winfield  Dunn.  It  marked  the  first  appear- 

Tom  E.  Nesbitt  ance  Governor  Dunn  has  made  before  a professional  group. 

The  run-down  on  health  legislation  in  Congress  provided  by  Mr.  Wayne  Bradley, 
Assistant  Director  of  the  AMA’s  Department  of  Congressional  Relations  in  Washington 
gave  the  audience  an  example  of  the  struggle  Medicine  faces  in  coming  months  if  the 
private  practice  of  medicine  is  to  survive.  Dr.  Joe  T.  Nelson  of  Weatherford,  Texas, 
a member  of  the  Board  of  Directors  of  AMPAC,  followed  by  outlining  the  means  of 
preserving  free  enterprise  in  our  country  i.e.,  continued  support  of  AMPAC  and  IMPACT 
whose  main  function  is  the  bi-partisan  effort  to  elect  those  Congressmen  and  Senators 
who  share  the  attitude  that  our  free  enterprise  system  must  be  maintained. 

Congressman  Dick  Fulton’s  luncheon  address  regarding  all  aspects  of  “Medicredit” 
gave  everyone  an  insight  on  the  main  features  of  this  AMA-endorsed  proposal.  Mr. 
Fulton,  a member  of  the  powerful  House  Ways  and  Means  Committee,  feels  chances  for 
adoption  are  excellent  and  the  proposal  offers  the  best  solution  to  health  care  problems. 

Also  for  the  first  time,  contact  doctors  were  afforded  the  opportunity  of  hearing  the 
TMA  Legislative  Program  discussed  before  the  Tennessee  General  Assembly  convenes. 
Dr.  Morse  Kochtitzky  of  Nashville,  Legislative  Committee  Chairman,  spelled  out  the 
need  for  eliminating  Licensure  of  14  and  15  year  old  children  to  operate  high-powered 
Motor  Driven  Cycles.  He  also  outlined  why  a change  in  our  Basic  Science  Law  is 
needed  to  eliminate  a physician,  osteopath  or  chiropractor  from  gaining  a Tennessee 
license  via  reciprocity  if  that  person  was  graduated  from  a non-accredited  or  non- 
recognized  school.  Commissioner  of  Public  Health,  Dr.  Eugene  Fowinkle,  also  pre- 
sented and  discussed  items  in  his  Department’s  legislative  package. 

The  appearance  of  Lieutenant  Governor  and  Speaker  of  the  Senate,  John  S.  Wilder, 
along  with  Speaker  of  the  House,  James  R.  McKinney,  afforded  those  attending  the  op- 
portunity of  learning  and  understanding  the  legislative  process  of  the  General  Assembly. 
Major  issues  facing  the  87th  General  Assembly  were  also  discussed  during  the  symposium 
moderated  by  TMA’s  legal  counsel,  Charles  L.  Cornelius. 

It  was  a day  well  spent,  and  I know  the  indoctrination  given  the  approximately  125 
physicians  in  attendance  will  aid  in  TMA’s  efforts  to  fulfill  its  purpose  of  insuring  en- 
forcement of  just  laws  that  have  to  do  with  the  health  of  the  citizens  of  Tennessee. 

The  weight  and  strength  of  TMA’s  influence  with  members  of  the  General  Assembly 
lies  with  physicians  back  home,  not  with  members  of  the  TMA  staff,  its  legal  counsel 
or  the  Legislative  Committee.  Representing  the  physicians  of  Tennessee  before  Gov- 
ernment officials  and  legislators  is  an  ever-increasing  function  of  our  Association.  There 
exists  two  mechanisms  to  accomplish  this  task,  each  of  which  complements  the  other — 
day-to-day  representation  at  the  Capitol  itself  by  TMA  staff  and  person-to-person  con- 
tact between  physicians  and  their  own  legislators,  both  back  home  and  at  the  Capitol 
when  possible.  Neither  is  or  can  be  a substitute  for  the  other,  and  between  the  two, 
it  is  the  latter  which  is  indispensable. 

Sincerely, 


M.D. 


President 
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TENNESSEE  MEDICAL  ASSOCIATION 

ORIENT  ADVENTURE 

Two  fun-filled  weeks  in  exotic  and 

Space  is  strictly  limited  on  this  exciting 

colorful  Japan  and  Hong  Kong. 

adventure.  To  confirm  reservations  a $100 

Our  complete  Orient  Adventure 

deposit  per  person  is  required. 

costs  much  less  than  round  trip 

Join  us.  Send  your  deposit  now  to 

tourist  air  fare,  yet  includes 

Orient  Adventure 

! direct  707  private  jet  flights, 

Tennessee  Medical  Association 

deluxe  hotels,  gourmet  meals, 
all  the  freedom  of  individual  travel, 

112  Louise  Avenue 
Nashville,  Tennessee  37203 
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PROFESSIONAL  IDEALS 
A 

REPORT  OF  THE  JUDICIAL  COUNCIL 
ADOPTED  BY  THE  HOUSE  OF  DELEGATES, 
DECEMBER  I,  1970 

Recently  many  letters  have  been  received 
by  the  Judicial  Council  complaining  of  an 
apparent  preoccupation  by  an  increasing 
number  of  physicians  with  the  financial 
aspects  of  their  medical  practice. 

The  Judicial  Council  reaffirms  that  the 
laborer  is  worthy  of  his  hire  and  the 
physician  is  entitled  to  reasonable  compen- 
sation for  the  service  he  performs.  At  the 
same  time,  the  Council  must  point  out  that 
the  “prime  object  of  the  medical  profession 
is  to  serve  humanity;  reward  or  financial 
gain  is  a subordinate  consideration.” 

In  1934  the  House  of  Delegates  said  “one 
of  the  strongest  holds  of  the  profession  on 
public  approbation  and  support  has  been 
the  age  old  professional  ideal  of  medical 
service  to  all,  whether  able  to  pay  or  not.” 
The  Council  believes  it  would  be  helpful  if 
the  House  were  to  reaffirm  that  policy  at 
this  meeting. 

Some  physicians  seem  to  believe  that  the 
practices  of  business  enterprises  should  be 
utilized  by  physicians  in  order  to  “encourage 
prompt  attention  to  medical  accounts.”  They 
ask,  “Why  shouldn’t  we  be  paid  as  soon  as 
the  dry  goods  store,  the  grocer,  or  the  TV 
service  man?” 

Ideally,  the  physician  should  be  paid 
promptly.  If  the  physician  is  not  paid  as 
promptly  as  other  creditors  he  should  recall 
that  he  is  a professional  man  with  all  the 
perquisites  that  that  term  applies.  Our 
patients  in  large  number  carry  insurance 
to  cover  the  cost  of  medical  services.  (They 
do  not  insure  payment  of  the  cost  of  other 
professional  or  business  services  to  any 
notable  extent.)  Governmental  programs 
have  been  instituted  and  are  being  devel- 
oped continually  to  provide  payment  for 
medical  care  to  those  who  are  unable  to 
provide  this  payment. 

If  the  profession  were  to  cast  aside  its 


ideals  and  traditions  and  adopt  the  practices 
of  business,  trade  or  industry  in  dealing 
with  patients,  then  the  profession  would 
be  casting  aside  also  the  perquisites  that 
have  been  accorded  it.  The  increase  of 
collections  by  adding  11A%  interest  per 
month  to  a bill  of  an  honest  patient  embar- 
rassed because  of  inflationary  trends,  or  the 
bill  of  some  retired  person  living  on  a small 
pension  is,  in  the  opinion  of  the  Judicial 
Council,  not  justifiable.  It  simply  is  not 
worth  it  from  any  point  of  view.  The 
imposition  of  a penalty  on  the  bill  of  a 
“deadbeat”  is  not  likely  to  cause  him  sud- 
denly to  change;  the  chances  are  he  will 
become  even  less  likely  to  pay. 

A physician  who  demands  a satisfactory 
credit  report  on  an  individual  before  ac- 
cepting that  individual  as  a patient  is 
demonstrating  that  to  him  financial  com- 
pensation is  the  prime  object  and  reward 
of  his  profession. 

A physician  who  publicly  refuses  to  see 
a patient,  who  had  an  appointment,  because 
patient’s  balance  on  account  was  “too  high” 
is  demonstrating  that  he  respects  neither 
himself  nor  his  profession. 

These  examples  are  real.  The  Council 
believes  they  are  the  exception  and  they 
seem  more  conspicuous  because  of  that  fact. 
Nonetheless,  these  practices  reflect  adverse- 
ly on  the  whole  profession  and  especially 
on  the  countless  physicians  who  extend 
credit  willingly  or  write  off  old  accounts 
because  they  are  dedicated  to  serving  man- 
kind. 

The  Judicial  Council  therefore  recom- 
mends that  the  House  of  Delegates  reaffirm 
that  the  prime  object  of  the  medical  pro- 
fession is  to  render  service  to  humanity; 
financial  gain  is  a subordinate  consideration. 

The  Council  recommends  that  the  House 
call  this  reaffirmation  of  policy  to  the  atten- 
tion of  constituent  and  component  medical 
societies,  asking  them  to  urge  all  physicians 
to  adhere  faithfully  to  the  professional 
ideals,  traditions  and  goals  of  American 
medicine. 
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EDITORIALS 

IS  THE  AMA  RESPONSIBLE  FOR  A 
SHORTAGE  OF  DOCTORS? 

In  mid-December,  last,  appeared  an 
article  in  the  Columbia  Herald  (Tenn.) 
entitled,  “Effective  Delivery  System  for 
Medical  Care  Needed.”  In  it  appear  the  fol- 
lowing statements, 

“Today  we  have  a drastic  shortage  of  phy- 
sicians— and  in  spite  of  their  vociferous  denials 
much  of  this  problem  has  been  brought  about 
by  arbitrary  requirements  of  the  American 
Medical  Association  and  our  medical  colleges 
that  limit  the  number  of  graduating  physicians 
in  the  name  of  excellence,  but  for  years  has 
been  a poorly  disguised  method  of  limiting 
competition.” 

And  in  looking  toward  a “program  of  na- 
tional health  care,” 

“The  first  and  basic  problem  is  the  supply 
of  physicians.  This  must  be  cured  even  if  it  is 
necessary  to  take  away  the  accrediting  power 
of  the  AMA  and  set  up  by  law  minimum 
standards  for  certain  types  of  health  care 
degrees.” 


This  article  in  the  Columbia  Herald  par- 
rots what  has  appeared  over  and  over  again 
in  recent  years.  It  is  not  uncommon  that 
when  undocumented  or  apocryphal  state- 
ments once  get  into  the  press  it  is  impossi- 
ble to  scotch  them,  especially  if  they  suit 
ax-grinding  writers  of  the  yellow  segment 
of  the  fourth  estate.  Such  writers  in  quotes 
imply  that  if  a newspaper  of  venerable 
name  publishes  statements  they  ipso  facto 
are  gospel.  In  an  editorial  in  The  Nashville 
Tennessean,  in  the  late  fall  of  1969,  placing 
the  blame  for  the  shortage  of  physicians 
upon  the  AMA,  it  used  as  support 
quotations  from  the  Wall  Street  Journal 
and  its  interviews  with  “younger  doctors.” 
The  mention  of  this  Journal  obviously 
was  to  lend  an  aura  of  incontestability 
to  whatever  might  follow.  It  is  of  cer- 
tainty that  the  Columbia  Herald,  The 
Nashville  Tennessean,  and  the  Wall  Street 
Journal  and  its  “younger  doctors”  are  in 
complete  ignorance  of  medical  history  in 
these  United  States.  Small  wonder  that 
Sir  William  Osier  wrote,  “Believe  nothing 
that  you  see  in  newspapers — they  have  done 
more  to  create  dissatisfaction  than  all  other 
agencies.  If  you  see  anything  in  them  that 
you  know  is  true,  begin  to  doubt  it  at  once.” 
A half  century  has  not  altered  this  truth — 
if  anything,  it  has  worsened  it. 

I believe  we  of  the  medical  profession 
owe  a duty  as  citizens  to  correct  miscon- 
ceptions relative  to  medicine  as  a profession 
as  well  as  to  correct  misconceptions  about 
health.  Therefore,  I publish  some  of  my 
exchange  with  The  Tennessean  in  the  hope 
that  the  facts  may  be  useful  to  any  reader 
who  wishes  to  set  aright  the  editor  of  his 
local  newspaper. 

In  a letter  to  the  Editor  of  The  Tennes- 
sean in  November  of  1969,  to  comment  upon 
its  editorial  propagation  of  the  notion  that 
the  AMA  restricts  the  output  of  physicians, 
I wrote,  “this  lie  . . . always  amuses  and 
puzzles  me.  Amused  as  a teacher  in  medical 
schools  for  forty  years,  by  the  implication 
that  any  dean  of  a medical  school  was  ever 
under  the  thumb  of  the  AMA.  Puzzled — as 
a student  of  medical  history  by  the  origin 
of  this  preposterous  notion.” 

“I  have  wondered  if  by  chance  it  stems  from 
the  only  action  the  AMA  ever  took  in  this  cen- 
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tury  which  resulted  in  reducing  the  number  of 
medical  graduates.  Its  careful  study  in  1908  of 
medical  education  in  this  country  was  so  shock- 
ing that  it  turned  to  the  Carnegie  Foundation 
to  complete  the  study.  This  led  to  the  Flexner 
Report  in  1910,  following  which  one-half  of  the 
medical  schools,  diploma  mills  in  the  main,  closed 
their  doors;  the  only  AMA  official  action  taken 
on  such  matters. 

“Irrespective  of  individual  opinions  by  the 
hundreds,  pro  and  con,  over  the  years,  it  is 
obvious  that  the  number  of  doctors  graduated 
depends  entirely  and  only  upon  those  agencies 
which  control  admission  and  graduation — the 
medical  schools. 

“Their  limiting  factors  are  standards  of  ad- 
mission— for  input,  financing  of  medical  schools, 
physical  facilities,  available  faculty  and  available 
patients.  These  have  determined  output.  The 
AMA  in  no  way  can  even  remotely  influence 
these  factors.” 

Your  Editor’s  letter  drew  the  unusual 
“compliment”  of  a reply  in  an  editorial, 
which,  as  one  would  anticipate,  carried  the 
same  unreconstructed  reply.  In  the  letter 
to  answer  this  second  editorial  in  The  Ten- 
nessean, I avoided  quotations  from  AMA 
publications  which  could  have  substanti- 
ated quotations  from  Federal  Agencies  and 
educators,  which  were  as  follows: 

“Why  not  go  to  sources  of  which  every  medical 
educator  is  aware?  Though  President  Truman’s 
Commission  on  Health  Needs  of  the  Nation  ap- 
peared in  1951,  the  first  serious  attempt  to 
evaluate  doctor-supply  was  in  1959  by  an  HEW 
Commission.  It  recognized  and  explored  in  depth 
three  phenomena  creating  a growing  need  for 
physicians.  (1)  The  rapid  growth  of  the  popu- 
lation, and  especially  in  the  younger  age  groups. 
(2)  An  increase  in  individual  use  of  medical 
services,  ‘accompanying  improvements  in  living 
standards,  increased  urbanization,  more  educa- 
tion, widespread  use  of  health  insurance  and  ad- 
vances in  medical  knowledge.’  (3)  An  increase 
in  the  number  of  physicians  required  for  spe- 
cialized services  such  as  teaching  and  research. 
(There  are  communities  today  with  more  doc- 
tors in  residence  but  fewer  taking  care  of  sick 
people  than  several  years  ago.)  Apropos  to  this 
discussion  is  the  statement  (in  1959),  ‘Some 
medical  deans  even  now  report  increasing  diffi- 
culties in  filling  their  first  year  classes  with  ac- 
ceptable students.’ 

“The  HEW  Commission  suggested  that  the 
number  graduated  in  1975  would  need  to  be 
11,000.  (Incidentally,  at  present  increased  en- 
rollments and  with  new  medical  schools  this 
goal  may  well  be  met.)  Of  interest  is  the  fact 
that  at  a conference  supported  by  HEW,  as  late 
as  1962,  the  above  report  was  critically  evalu- 
ated by  one  speaker  who  questioned  the  assump- 
tions on  needs. 


“Naturally,  much  attention  was  given  to  man- 
power by  the  President’s  Commission  on  Heart 
Disease,  Cancer  and  Stroke,  and  which  pointed 
to  the  above  enumerated  phenomena  (1965). 
In  summary,  it  was  ‘concluded  that  the  man- 
power needs  for  physicians  and  other  highly 
skilled  health  personnel,  caused  by  our  expand- 
ing economy,  our  enlarging  population,  and  our 
increased  opportunities,  are  so  great  as  to  be 
unattainable  during  the  next  decade.’  It  sug- 
gested that  we  ‘will  require  the  training  of  more 
persons  to  perform  specialized  tasks  under  the 
physician’s  leadership.’  ...  Is  it  not  strange 
that  in  these  objective  evaluations  no  reference 
is  made  to  any  mischievous  influence  of  the 
AMA?”’ 

I ended  the  letter  with  the  following  para- 
graph. “Finally,  if  you  must  persist  in  making 
the  AMA  the  scapegoat  for  a shortage  of  phy- 
sicians, you  will  need  to  find  scapegoats  for  the 
accompanying  and  just  as  serious  shortages  in 
dentists,  nurses,  physical  therapists,  and  the 
varied  technologists  of  the  laboratory  and  x-ray 
facilities  upon  which  medical  care  is  so  de- 
pendent. At  least  so  far  these  have  not  been 
blamed  upon  the  AMA.” 

I do  not  apologize  for  this  recapitulation 
if  by  chance  it  provides  ammunition  to  any 
reader  who  needs  such  in  a “shoot-out”  with 
a local  publisher,  for  a debate  in  a church’s 
men’s  club,  or  for  a talk  to  a service 
luncheon  club. 

R.H.K. 


DR.  JOHN  J.  LENTZ,  SR. 

''There  is  properly  no  History;  only 
Biography ” —Emerson 

As  the  members  of  the  Nashville 
Academy  of  Medicine  stood  in  silence  in 
memory  of  departed  colleagues  at  the 
President’s  Annual  Dinner,  I was  reminded 
that  an  uncompleted  editorial  lay  among 
my  papers  on  the  desk. 

One  wishes  one  might  recognize  the  con- 
tributions of  every  departed  colleague  to 
his  community,  for  is  there  a doctor  who 
has  not  made  such  contributions?  There 
are,  however,  some  from  whom  the  entire 
membership  can  learn.  John  Lentz*  was 
such  a one,  for  he  was  a man  of  vision  and 
therefore  an  historic  person.  From  his  life 
one  of  the  younger  generation  may  learn 


*Dr.  Lentz  died  September  29,  1970. 
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of  the  progress  of  public  health  and  pre- 
ventive medicine  as  the  prime  mover  of 
the  extension  of  life  expectancy  which 
began  at  the  turn  of  the  century,  and  that 
it  was  not  curative  medicine.  And  he  too 
can  learn  how  a man  of  vision  and  with 
courage  to  use  the  new  can  contribute  to 
the  well  being  of  his  community. 

Having  received  his  medical  degree  in 
1906,  and  after  some  years  of  practice  and 
as  assistant  superintendent  of  the  County 
Asylum,  Dr.  Lentz  began  in  1920  the  career 
which  demonstrated  initiative  and  which 
gained  him  recognition  as  one  of  the 
Nation’s  outstanding  county  health  officers. 
In  a venture  of  evaluation  by  the  U.  S. 
Chamber  of  Commerce  and  the  American 
Public  Health  Association,  the  Davidson 
County  Health  Department  won  outstand- 
ing recognition  from  1934  to  1941. 

I resort  merely  to  a catalogue  of  firsts  for 
the  Health  Department  under  Dr.  Lentz. 
To  devote  space  to  the  implications  of  these 
firsts  would  require  a monograph.  In  the 
1930’s  he  began  a milk  control  program 
which  5 times  was  recognized  by  the 
USPHS  as  one  of  the  10  best  in  the  country. 
He  developed  programs  for  the  elimination 
of  typhoid  fever,  smallpox  and  diphtheria, 
eventually  establishing  immunizations 
against  these  for  entry  to  the  public  schools. 
Immunization  against  whooping  cough  was 
begun  in  1941,  and  in  1943  a control  pro- 
gram for  scarlet  fever.  He  organized  a 
most  effective  program  for  the  epidemi- 
ology and  treatment  of  venereal  disease. 
For  the  control  of  rabies  he  was  instru- 
mental in  obtaining  needed  state  legislation. 
In  1959  he  launched  a mass  immunization 
program  with  the  Salk  polio  vaccine.  He 
had  a large  part  in  the  establishment  of  the 
State’s  program  in  1942  for  the  control  of 
tuberculosis.  He  was  one  of  the  first  to  use, 
in  1955,  the  transportable  x-ray  unit  for 
screening  for  tuberculosis. 

In  1950,  the  American  Public  Health  As- 
sociation cited  the  Davidson  County  Health 
Department  as  having  one  of  the  most 
effective  programs  of  school  health  in  the 
Nation.  Not  only  did  this  include  the  im- 
munization programs  mentioned  above,  but 
also  the  surveillance  of  the  health  of 
teachers,  janitors,  cafeteria  workers  and  bus 


drivers.  A dental  program  in  mobile  units 
was  a part  of  this. 

Dr.  Lentz’s  staff  of  sanitary  engineers 
were  on  the  prowl  constantly  to  see  that 
restaurants  met  standards,  that  sewers, 
septic  tanks  and  open  cisterns  were  prop- 
erly controlled,  that  garbage  and  trash  dis- 
posal met  the  requirements  for  rat  control, 
and  that  health  standards  were  met  in 
rental  properties. 

The  unification  of  the  city  and  county 
health  departments  in  1952  was  of  Dr. 
Lentz’s  doing,  and  in  its  first  year  this 
unified  department  extended  its  service 
with  a 21%  reduction  in  cost. 

Dr.  Lentz  lent  the  support  of  his  Health 
Department  to  community  projects  such  as 
Senior  Citizens,  organizations  for  the 
handicapped  in  speech  and  hearing,  and  the 
medical  schools  of  Nashville.  The  inter- 
nationally known  Department  of  Preventive 
Medicine  and  Public  Health  at  Vanderbilt, 
under  the  chairmanship  of  the  late  Dean 
Waller  Leathers,  owed  much  to  Dr.  Lentz 
and  his  County  Health  Department  as  a 
base  for  field  work  by  various  types  of 
health  workers.  The  Davidson  County 
Health  Department  had  many  visitors  and 
served  as  a model  for  national  study. 

How  was  all  this  accomplished?  This  is 
history  made  by  a man  who  had  vision 
and  a goal  for  the  health  of  a community 
upon  which  he  set  a path  and  from  which 
he  never  deviated.  He  was  a good  doctor, 
keeping  his  “hands  in”  professionally,  and 
knew  the  exigencies  of  the  practice  of 
medicine  which  gave  him  the  empathy  he 
needed  in  “selling”  to  the  profession  ideas 
which  might  at  first  appear  not  acceptable. 
He  was  a politician,  par  excellence,  in  its 
proper  and  best  connotation.  His  personal- 
ity and  persuasiveness,  his  humorous  stories 
and  recollections,  overcame  barriers  to  com- 
munication with  members  of  the  several 
professions,  with  politicians  in  government, 
whether  City  Council,  County  Court  or 
State  Legislature.  Fortunately,  I learned  to 
sample  these  attributes  as  I sat  beside  his 
desk  many  times  and  in  innumerable  tele- 
retirement in  1964  as  we  sought  advice  or 
phone  conversations  from  1937  until  his 
help  one  from  the  other.  He  was  an  amaz- 
ing man  from  many  viewpoints  and  know- 
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ing  him  is  an  unforgettable  experience. 

Small  wonder  that  he  was  recognized  by 
the  American  Public  Health  Association,  the 
groups  and  organizations  of  Nashville  and 
Tennessee,  and  by  the  Tennessee  Medical 
Association  as  Outstanding  Physician  of  the 
Year — 1962. 

This  biographic  sketch  of  Dr.  John  J. 
Lentz,  Sr.,  is  an  exercise  in  the  history  of 
public  health  in  the  United  States  of  the 
past  half  century,  and  of  one  who  made 
history. 

R.H.K. 


IN  MEMORIAM 


Allen,  F.  P.,  Jr.,  Memphis.  Died  December 
29,  1970,  Age  53.  Graduate  of  the  University  of 
Tennessee  School  of  Medicine,  1942.  Member 
of  the  Memphis-Shelby  County  Medical  Society. 
McCall,  Fred  C.,  Bristol.  Died  December  18, 

1970,  Age  51.  Graduate  of  the  Medical  College 
of  Virginia,  1943.  Member  of  Sullivan- Johnson 
County  Medical  Society. 

Norris,  Nicholas  B.,  Jr.,  Chattanooga.  Died  De- 
cember 26,  1970,  Age  47.  Graduate  of  the  Uni- 
versity of  Tennessee  School  of  Medicine,  1958. 
Member  of  Chattanooga-Hamilton  County  Medi- 
cal Society. 

Rozzell,  James  D.,  Humboldt.  Died  January  2, 

1971,  Age  54.  Graduate  of  the  University  of 
Tennessee  School  of  Medicine,  1943.  Member  of 
Consolidated  Medical  Assembly  of  West  Ten- 
nessee. 

Smith,  George  L.,  Winchester.  Died  December 
6,  1970,  Age  59.  Graduate  of  University  of  Ten- 
nessee School  of  Medicine,  1937.  Member  of 
Franklin  County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Myron  Lewis,  M.D.,  Memphis 

Hoy  W.  Martin,  M.D.,  Memphis 

Harold  P.  McDonald,  Jr.,  M.D.,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

J.  R.  Milam,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Harry  S.  Abram,  M.D.,  Nashville 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

Harold  W.  Burnette,  M.D.,  Johnson  City 
Joe  C.  Chambers,  M.D.,  Johnson  City 

In  the  January  issue  of  the  Journal,  a 
partial  list  of  the  County  Medical  Societies’ 
Officers  and  Delegates  for  1971  was  pub- 
lished. The  following  is  an  addendum  to 
that  listing. 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

President:  Carl  Stubblefield,  M.D. 
Vice-President:  W.  L.  Chambers,  M.D. 
Secretary-Treasurer:  Sara  Womack,  M.D. 
Delegate:  John  Derryberry,  M.D. 

Alternate:  Carl  Stubblefield,  M.D. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

President:  R.  I.  Bourne,  M.D. 

Vice-President:  W.  J.  McClure,  M.D. 

Secretary:  A.  W.  Walker,  M.D. 

Delegate:  J.  J.  Lawson,  M.D. 

Alternate:  W.  H.  Blackburn,  M.D. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

President:  Hays  Mitchell,  M.D. 

President-Elect:  J.  Robert  Thurman,  M.D. 
Vice-President:  J.  Robert  Thurman,  M.D. 
Secretary:  Charles  Romaine,  M.D. 

Delegate:  Robert  L.  Allen,  M.D. 

Alternate:  Robert  H.  Cofer,  M.D. 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

President:  L.  J.  Seargeant,  M.D. 

Vice-President:  C.  A.  Prater,  M.D. 

Secretary:  Roscoe  C.  Pryse,  M.D. 

Delegate:  J.  D.  Crutchfield,  M.D. 

Alternate:  L.  J.  Seargeant,  M.D. 

COCKE  COUNTY  MEDICAL  SOCIETY 

President:  W.  B.  Robinson,  M.D. 

Secretary:  Fred  Valentine,  Sr.,  M.D. 

Delegate:  David  McConnell,  M.D. 

Alternate:  Fred  Valentine,  Sr.,  M.D. 

GREENE  COUNTY  MEDICAL  SOCIETY 

President:  M.  J.  Odell,  M.D. 

Vice-President:  Ben  Keebler,  M.D. 

Secretary:  Robert  A.  Cooper,  M.D. 

Delegate:  C.  D.  Huffman,  M.D. 

Alternate:  Walter  Mason,  M.D. 

HICKMAN-PERRY  COUNTY 
MEDICAL  SOCIETY 

President:  Charles  M.  Alderson,  M.D. 
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Vice-President:  Robert  M.  Fisher,  M.D. 
Secretary-Treasurer:  Parker  D.  Elrod,  M.D. 
Delegate:  Parker  D.  Elrod,  M.D. 

Alternate:  Charles  Alderson,  M.D. 

KNOXVILLE  ACADEMY  OF  MEDICINE 

President:  John  E.  Kesterson,  M.D. 
President-Elect:  Richard  L.  Whittaker,  M.D. 
Vice-President:  W.  Gilmer  Reed,  M.D. 

Secretary:  J.  Marsh  Frere,  Jr.,  M.D. 

Treasurer:  John  R.  Nelson,  Jr.,  M.D. 

Delegates:  Richard  L.  Whittaker,  M.D.,  John  E. 

Kesterson,  M.D.,  Walter  H.  Benedict, 
M.D.,  Jacob  T.  Bradsher,  M.D.,  George 
A.  Zirkle,  M.D.,  Perry  Huggin,  M.D., 
John  O.  Kennedy,  M.D.,  Ira  S.  Pierce, 
M.D.,  John  H.  Burkhart,  M.D.,  J. 
Marsh  Frere,  Jr.,  M.D.,  Charles  C. 
Smeltzer,  M.D.,  John  H.  Saffold,  M.D. 
Alternates:  William  G.  Laing,  M.D.,  J.  B.  Moon, 
M.D.,  Bruce  McCampbell,  M.D., 
Clifton  Irwin,  M.D.,  Alvin  J.  Weber, 
M.D.,  James  Waters,  M.D.,  Larry 
Dorsey,  M.D.,  Richard  Gillespie, 
M.D. 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

President:  Virgil  H.  Crowder,  Jr.,  M.D. 
Vice-President:  Villard  L.  Parrish,  M.D. 
Secretary:  Norman  L.  Henderson,  M.D. 

Delegate:  Villard  L.  Parrish,  M.D. 

Alternate:  Carson  E.  Taylor,  M.D. 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

President:  Edwin  E.  Blalack,  M.D. 
President-Elect:  B.  G.  Norwood,  M.D. 
Vice-President:  W.  M.  Young,  M.D. 

Secretary:  Paris  Bransford,  M.D. 

Delegate:  Anne  Bolner,  M.D. 

Alternate:  C.  D.  Toone,  M.D. 

McMINN  COUNTY  MEDICAL  SOCIETY 

President:  Thomas  Williams,  M.D. 
Vice-President:  Lester  H.  Shields,  M.D. 

Secretary:  Hollis  C.  Miles,  M.D. 

Delegate:  W.  E.  Foree,  Jr.,  M.D. 

Alternate:  J.  A.  Powell,  M.D. 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

President:  John  D.  Young,  Jr.,  M.D. 

President-Elect:  Francis  H.  Cole,  M.D. 
Vice-President:  Raymond  F.  Mayer,  M.D. 
Secretary:  Jean  M.  Hawkes,  M.D. 

Delegates:  J.  Malcolm  Aste,  M.D.,  Maury  Bron- 
stein,  M.D.,  R.  A.  Calandruccio,  M.D., 
John  K.  Duckworth,  M.D.,  Hamel  B. 
Eason,  M.D.,  C.  D.  Hawkes,  M.D., 
Jean  M.  Hawkes,  M.D.,  John  D. 
Hughes,  M.D.,  Alvin  J.  Ingram,  M.D., 
Gilbert  J.  Levy,  M.D.,  Robert  P.  Mc- 
Burney,  M.D.,  Tinnin  Martin,  Jr., 
M.D.,  Raymond  F.  Mayer,  M.D.,  Ro- 
land H.  Myers,  M.D.,  John  D.  Peeples, 
M.D.,  Henry  G.  Rudner,  Jr.,  M.D.,  A. 
Roy  Tyrer,  M.D. 

Alternates:  George  F.  Bale,  M.D.,  Boyer  M. 


Brady,  M.D.,  Brown  Brooks,  M.D., 
Fenwick  W.  Chappell,  M.D.,  Rufus 
E.  Craven,  M.D.,  Horton  G.  DuBard, 
M.D.,  Cyrus  C.  Erickson,  M.D.,  Irvin 
D.  Fleming,  M.D.,  Eugene  W.  Gad- 
berry,  M.D.,  O.  B.  Harrington,  M.D., 
Joseph  H.  Miller,  M.D.,  Ralph  Mon- 
ger, Jr.,  M.D.,  Alfred  H.  Page,  M.D., 
James  W.  Pate,  M.D.,  Sam  P.  Patter- 
son, M.D.,  Huey  H.  Porter,  M.D., 
Daniel  J.  Scott,  M.D. 

MONROE  COUNTY  MEDICAL  SOCIETY 

President:  Joseph  H.  Henshaw,  M.D. 
President-Elect:  Houston  Lowry,  M.D. 
Vice-President:  Telford  Lowry,  M.D. 

Secretary:  Horace  McGuire,  M.D. 

Delegate:  Telford  A.  Lowry,  M.D. 

Alternate:  Charles  G.  Stockard,  M.D. 

SMITH  COUNTY  MEDICAL  SOCIETY 

President:  John  M.  Roe,  M.D. 

Vice-President:  Hugh  E.  Green,  M.D. 

Secretary:  H.  O.  Mason,  M.D. 

Delegate:  David  Gordon  Petty,  M.D. 

Alternate:  Hugh  E.  Green,  M.D. 

SUMNER  COUNTY  MEDICAL  SOCIETY 

President:  J.  R.  Blackshear,  M.D. 

Vice-President:  James  T.  Ladd,  M.D. 

Secretary:  David  Stewart,  M.D. 

Delegate:  J.  R.  Blackshear,  M.D. 

Alternate:  Clarence  R.  Sanders,  M.D. 

WARREN  COUNTY  MEDICAL  SOCIETY 

President:  J.  F.  Fisher,  M.D. 

Vice-President:  B.  C.  Smoot,  M.D. 

Secretary:  Ray  Troop,  M.D. 

Delegate:  B.  C.  Smoot,  M.D. 

Alternate:  J.  E.  Phillips,  M.D. 

WEAKLEY  COUNTY  MEDICAL  SOCIETY 

President:  Nathan  Porter,  M.D. 

Secretary:  Ken  Chandler,  M.D. 

Delegate:  J.  W.  Shore,  M.D. 

Alternate:  Nathan  Porter,  M.D. 

WHITE  COUNTY  MEDICAL  SOCIETY 

President:  C.  B.  Roberts,  M.D. 

President-Elect:  Charles  A.  Mitchell,  M.D. 
Vice-President:  W.  H.  Andrews,  M.D. 

Secretary:  Donald  H.  Bradley,  M.D. 

Delegate:  C.  B.  Roberts,  M.D. 

Alternate:  Robert  F.  Baker,  M.D. 


NATIONAL  NEWS 


This  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  federal  government  now  has  the 
authority  to  expand  the  U.S.  Public  Health 
Service  to  provide  direct  medical  and  other 
health  care  services  in  ghettos  and  rural 
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areas  where  there  are  shortages  of  phy- 
sicians and  other  health  personnel. 

Before  such  a program  can  be  started,  the 
state  and  local  medical  society  must  certify 
that  it  is  needed. 

The  Senate  approved  the  authorizing 
legislation,  66  to  0,  and  the  House  by  an 
almost  unanimous  voice  vote.  President 
Nixon  signed  it  into  law  on  Dec.  31  although 
the  secretary  of  Health,  Education  and 
Welfare,  and  the  PHS  surgeon  general  had 
asked  Congress  to  defer  action  until  the 
President  had  presented  his  overall  health 
program  early  this  year. 

The  legislation  authorized  $10  million  for 
the  current  fiscal  year  ending  next  June 
30,  $20  million  for  fiscal  1972  and  $30  million 
for  fiscal  1973.  The  money  must  be  ap- 
propriated before  it  is  available  for  the 
program. 

In  its  report  approving  the  legislation, 
the  House  commerce  committee  expressed 
a hope  that  it  would  help  revitalize  the 
PHS  which  the  Nixon  Administration  re- 
portedly has  been  planning  to  further 
downgrade,  or  even  eliminate,  in  a re- 
organization of  the  health  activities  of 
HEW. 

“That  the  Public  Health  Service  has  been 
allowed  to  languish,  and  that  the  great 
functions  it  has  performed  have  largely 
been  stripped  from  it,  is  the  fault  of  this 
and  previous  administrations,  and  a tragedy 
from  the  standpoint  of  the  nation’s  health 
needs,”  the  committee  report  said. 

Physicians  enlisting  in  the  program  will 
become  PHS  commissioned  officers  and,  as 
such,  be  exempt  from  the  military  draft. 
Fees  paid  for  their  services  will  be  set  by 
the  HEW  secretary  and  go  into  the  U.S. 
treasury. 

The  HEW  secretary  has  the  responsibility 
of  determining,  after  consultation  with  local 
officials  and  health  groups,  what  areas  need 
such  a program.  He  then  can  assign  PHS 
personnel  there  after  receiving  a request 
from  a state  or  local  health  agency  or  other 
public  or  nonprofit  private  health  organiza- 
tion and  a certification  of  need  from  the 
state  and  local  medical  society. 

The  new  law — the  “Emergency  Health 
Personnel  Act  of  1970” — also  provides  for 
the  establishment  of  a 15-member  National 


Advisory  Council  on  Health  Manpower 
Shortages.  It  will  include  three  members 
from  the  health  professions,  three  members 
from  state  health  or  health  planning 
agencies  and  four  from  the  general  public 
representing  consumers  of  health  care. 

^ ^ ^ 

President  Nixon  was  pronounced  in  “ex- 
cellent health”  with  a “young  man’s  blood 
pressure”  after  his  annual  physical  checkup. 

Air  Force  Brig.  Gen.  Walter  Tkach,  M.D., 
the  President’s  physician,  said  that  , all  the 
tests  given  the  nation’s  chief  executive  at 
the  Bethesda  (Md.)  Naval  Medical  Center 
were  within  normal  limits.  The  examina- 
tion team  of  five  physicians  including  him- 
self, Tkach  said,  found  Nixon’s  blood 
pressure  to  be  118/82  compared  to  last 
year’s  reading  of  120/80.  He  described  it  as 
a “young  man’s  blood  pressure,  ideal”  for 
the  president  who  was  only  10  days  short 
of  his  58th  birthday. 

Tkach’s  only  recommendation  for  Nixon 
was  that  he  take  more  time  for  exercise 
and  recreation,  preferably  in  California  or 
Florida.  The  president  partly  heeded  the 
advice,  going  to  California  shortly  there- 
after for  a “working  vacation.” 

^ $ 

Three  major  reports  before  the  federal 
government  urge  extensive  programs  to 
combat  cancer  and  heart  disease. 

A special  panel  of  26  expert  consultants, 
in  a report  to  the  Senate  Labor  and  Welfare 
Committee,  urged  a multi-billion  dollar 
crusade  against  cancer  in  an  effort  to  erase 
its  “staggering”  impact  of  death  and  suffer- 
ing caused  by  the  disease. 

The  National  Advisory  Cancer  Council 
urged  increased  educational  efforts  by  both 
governmental  and  private  agencies  to  warn 
the  public  against  the  hazards  of  smoking. 

The  Inter-Society  Commission  for  Heart 
Disease  Resources  recommended  a program 
that  would  promote  drastic  changes  in  the 
nation’s  dietary  habits,  elimination  of 
cigarette  smoking  and  research  into  the 
causes  of  high  blood  pressure. 

The  latter  two  bodies  were  set  up  by  the 
Department  of  Health,  Education  and 
Welfare.  The  heart  disease  commission  is 
made  up  of  more  than  100  experts  in 
cardiovascular  disease,  epidemiology,  radi- 
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ology,  rehabilitation  and  surgery  from  29 
medical  organizations,  including  the  Ameri- 
can Medical  Association,  the  American 
Heart  Association,  the  American  Nurses  As- 
sociation, the  American  Hospital  Associa- 
tion and  the  College  of  Cardiology. 

Based  on  a four-month  study,  the  cancer 
report  to  the  senate  committee  included  an 
estimate  that  50  million  Americans  now 
living  will  develop  the  disease  and  that  34 
million  of  them  will  die  unless  immediate 
steps  are  taken  to  curb  it. 

The  consultants  recommended  a sweeping 
program  keyed  to  consolidation  of  all  exist- 
ing cancer  research  projects  into  a national 
cancer  authority  directly  responsible  to  the 
president. 

“The  Committee  is  unanimously  of  the 
view  that  the  conquest  of  cancer  is  a real- 
istic goal  if  an  effective  national  program 
along  the  lines  in  the  report  is  promptly 
initiated  and  relentlessly  pursued,”  said 
Benno  C.  Schmidt,  co-chairman  of  the 
group. 

The  report  recommended  doubling  cancer 
research  spending  to  $400  million  in  the 
1972  fiscal  year,  and  increasing  it  by  $100 
million  to  $150  million  in  subsequent  years 
to  a $1  billion  level  in  1976. 

The  panel  of  consultants,  which  included 
labor  and  civic  leaders  as  well  as  distin- 
guished cancer  researchers,  said  that  the 
program  should  be  devoted  primarily  to 
research  into  the  causes  and  cures  of  cancer, 
rather  than  to  patient  care. 

The  National  Advisory  Cancer  Council’s 
fourth  annual  report  on  the  state  of  the  art 
in  cancer  research  cited  the  more  than 
60,000  deaths  a year  in  the  United  States 
from  an  “epidemic”  of  lung  cancer  attrib- 
uted mainly  to  cigarette  smoking.  The  re- 
port dealt  with  the  chemical  causes  of  can- 
cer and  the  effects  of  many  environmental 
factors,  not  only  the  “private  pollution”  of 
smoking  but  also  the  more  public  air  pollu- 
tion from  industrial  and  commercial  wastes, 
as  causative  agents  in  malignant  disease. 

As  of  January  2,  a ban  on  all  advertising 
of  cigarettes  on  television  and  radio  be- 
came effective  under  legislation  approved 
in  the  Congress,  and  all  packages  of  cig- 
arettes manufactured  and  sold  in  the  United 
States  now  must  carry  a new  printed  warn- 
ing: “The  Surgeon  General  has  determined 


that  cigarette  smoking  is  dangerous  to  your 
health.”  This  replaced  the  milder  warning 
required  by  a 1965  law  that  expired  in  1969 
which  said:  “Caution:  cigarette  smoking 

may  be  hazardous  to  your  health.” 

Although  a substantial  portion  of  this 
report  of  the  Council  was  devoted  to  the 
problem  of  smoking  and  health,  it  was 
stated  that  the  production  of  cancer  by 
chemicals  is  part  of  a larger  problem  of 
the  hazards  facing  man  in  a polluted  en- 
vironment. The  report  pointed  out  that  the 
death  rate  from  cancer  continues  to  increase 
despite  steady  improvement  in  the  cure 
rate,  and  suggested  that  this  may  be 
related  largely  to  increased  exposure  of 
the  population  to  cancer-causing  agents  in 
the  environment. 

The  heart  disease  commission’s  report 
said  the  nation’s  cholesterol-rich  diet, 
cigarette  smoking  and  high  blood  pressure 
are  the  primary  reasons  for  one  million 
heart  attack  deaths  and  600,000  heart 
disease  deaths  in  the  United  States  an- 
nually. The  report  cited  five  secondary 
factors:  obesity,  diabetes,  tensions,  seden- 

tary living  and  heredity. 

The  commission  urged  “safe  and  rea- 
sonable” changes  in  everyone’s  diet  to 
reduce  saturated  fats  and  cholesterol  even 
though  present  evidence  that  such  dietary 
changes  would  help  is  now  “suggestive” 
rather  than  “conclusive.”  In  an  effort  to 
obtain  “conclusive”  evidence,  the  commis- 
sion’s experts  recommended  large-scale, 
federally-financed  scientific  studies  of 
American  eating  habits  and  their  conse- 
quences in  terms  of  heart-artery  health  or 
illness.  The  commission  envisaged  studies 
costing  about  $80  million,  requiring  10  years 
and  involving  some  60,000  persons  on 
typically  high-fat  diets  as  subjects. 

SjC  % 5-S 

Congress  appropriated  for  the  Depart- 
ment of  Health,  Education  and  Welfare 
more  than  $300  million  more  for  the  current 
fiscal  year  (1971)  for  its  health  programs, 
other  than  medicare  and  medicaid,  than  was 
requested  by  the  Nixon  Administration. 

The  appropriation  approved  by  Congress 
was  a compromise  between  House  and 
Senate  figures  and  represented  increases 
over  Administration  allotments  with  the 
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exception  of  the  two  for  the  Food  and  Drug 
Administration  and  Comprehensive  Health 
Planning  which  were  the  amounts  re- 
quested— $89.5  million  and  $247.1  million, 
respectively. 

The  total  HEW  appropriation  for  specific 
health  programs  amounted  to  $739.9  million. 
The  National  Institutes  of  Health  appropria- 
tion included  $275.9  million  for  health  man- 
power programs,  $33.7  million  more  than 
asked.  The  mental  health  appropriation 
totalled  $379.5  million,  a $32.8  million  in- 
crease. A $196.5  million  appropriation  for 
medical  facilities  construction  included  a 
107.2  million  increase.  There  was  a $300,000 
increase  in  the  maternal  and  child  health 
appropriation  of  $255.6  million. 

* * * 

The  Nixon  Administration  has  been 
urged  by  a “Health  Caucus”  headed  by  the 
American  Medical  Association’s  president  to 
give  a high  priority  to  health  services  for 
children. 

The  caucus  comprised  representatives  of 
the  AMA,  the  Women’s  Auxiliary  to  the 
AMA,  and  the  American  Dental  Associa- 
tion at  the  White  House  Conference  on 
Children.  Dr.  Walter  C.  Bornemeier,  presi- 
dent of  the  AMA,  was  chairman. 

Stephen  Hess,  chairman  of  the  conference, 
said  he  would  forward  to  President  Nixon  a 
letter  outlining  the  unanimous  views  of  the 
caucus.  The  letter  was  accompanied  by  a 
resolution  on  child  health  care  adopted  by 
the  House  of  Delegates  at  the  AMA’s  1970 
clinical  convention  in  Boston,  Mass.  The 
caucus  cited  the  resolution’s  five  recom- 
mendations as  examples  of  steps  that 
should  be  taken  to  improve  child  health 
care.  The  recommendations: 

— That  relevant  parent  health  education 
related  to  total  health  of  the  mother,  lead- 
ing to  the  seeking  of  prenatal  care,  be 
made  available  on  a wide  scale. 

— That  medical  care  that  anticipates  high 
risk  mothers  be  made  more  readily  avail- 
able. 

— That  in  each  state  a system  of  inten- 
sive care  units  of  potential  high-risk 
mothers  and  infants  be  developed. 

— That  the  conference  urge  the  expansion 
of  the  health  aspects  of  programs  for  all 
school  children. 


— That  all  payors  of  health  care  (the  in- 
surance industry)  structure  their  contracts 
to  cover  the  newborn  from  the  moment  of 
birth. 


MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University 
School  of  Medicine 

The  Vanderbilt  University  Medical  Cen- 
ter will  develop  specialized  pediatric 
laboratories  in  the  areas  of  pharmacology, 
infectious  disease  and  immunology,  en- 
docrinology, genetics,  hematology,  and 
cardiology  in  the  Children’s  Regional 
Medical  Center.  These  laboratories  will 
serve  as  a place  for  special  problems  of 
children  to  be  explored  in  rigorous  depth 
and  thoroughness.  Putting  all  the  pediatric 
laboratories  together  allows  efficient  use 
of  expensive  facilities  and  enables  investi- 
gators to  expand  their  programs  and 
broaden  the  scope  of  their  research. 

The  laboratories  will  be  named  the  Irene 
Heinz  Given  and  John  LaPorte  Given 
Pediatric  Laboratories  in  honor  of  those 
who  gave  $500,000  for  the  development  of 
the  pediatric  facilities. 

Two  Vanderbilt  physicians,  Dr.  H.  C. 
Meng  and  Dr.  Harold  H.  Sandstead,  are 
the  recipients  of  the  Hull  Award  Gold 
Medal  for  the  best  scientific  exhibit  on 
original  research.  Their  exhibit,  shown  at 
the  AMA’s  annual  clinical  meeting  in 
Boston  during  the  first  week  in  December, 
was  entitled  “Long  Term  Total  Parenteral 
Alimentation  with  Amino  Acid  and  Hyper- 
tonic Dextrose.” 

Dr.  Meng,  professor  of  physiology,  and 
Dr.  Sandstead,  associate  professor  of  nutri- 
tion and  assistant  professor  of  medicine, 
have  been  invited  to  show  their  exhibit  at 
the  June  AMA  meeting  in  Atlantic  City 
and  at  the  Midwestern  Medical  Association 
meeting  in  Chicago  in  March. 

❖ ^ 

Three  Vanderbilt  physicians  have  re- 
ceived grants  for  research  projects  in  can- 
cer from  the  American  Cancer  Society. 

— Dr.  Richard  Savage  was  awarded 
$16,572  for  a two-year  post-doctoral  fellow- 
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ship  in  biochemistry.  The  grant  is  for  work 
in  biochemistry  in  connection  with  the 
American  Cancer  Society’s  program  for 
personnel  in  cancer  research. 

— Dr.  Daniel  L.  Freedman,  assistant  pro- 
fessor of  molecular  biology,  has  been 
awarded  $28,621  for  one  year.  This  grant  is 
made  for  research  on  the  origin  of  cancer. 

— Dr.  William  L.  Caldwell,  professor  of 
radiology,  was  awarded  $24,224,  a one  year 
grant  for  his  study  of  time  dose  relation- 
ships and  skin  reactions.  This  grant  was 
made  for  research  in  cancer  therapy. 

* * * 

Dr.  Earl  W.  Sutherland,  Jr.,  professor  of 
Physiology  at  Vanderbilt,  has  received  still 
another  award  in  recognition  of  his  dis- 
covery of  Cyclic  AMP.  Dr.  Sutherland  is 
one  of  ten  recipients  of  the  Modern 
Achievement  Awards  for  his  explanation 
of  enzymatic  and  hormonal  mechanisms 
that  regulate  the  body’s  metabolism. 

Last  year  he  received  the  $10,000  Dick- 
inson award  in  medicine  and  the  $10,000 
Lasker  Foundation  award  for  his  work.  In 
1969,  he  was  given  a Gairdner  Foundation 
award  for  biomedical  research  and  his  work 
was  featured  as  the  cover  story  in  the 
January  1969  issue  of  Modern  Medicine. 


PERSONAL  NEWS 


The  following  physicians  have  been  named  as 
Chief  of  Staff  of  their  respective  hospitals  for 
the  upcoming  year:  Dr.  John  Carl  McKenzie, 
Epperson  Hospital,  Athens;  Dr.  Robert  W.  New- 
man, University  Hospital,  Knoxville;  Dr.  Kemp 
Davis,  Morristown-Hamblen  Hospital,  Morris- 
town; Dr.  George  H.  Finer,  St.  Mary’s  Hospital, 
Knoxville;  Dr.  Joe  C.  Crumley,  Baptist  Hospital, 
Knoxville;  Dr.  Richard  B.  Willingham,  Children’s 
Hospital,  Knoxville;  Dr.  Coulter  Young,  Coffee 
County  Hospital,  Manchester;  Dr.  Joseph  Roths- 
child, LeBonheur  Children’s  Hospital,  Memphis; 
Dr.  J.  P.  Dietrich,  Warren  County  General  Hos- 
pital, McMinnville;  and  Dr.  Charles  B.  Harvey, 
Harton  Hospital,  Tullahoma. 

Dr.  William  P.  Hardy,  Oak  Ridge,  has  been 
honored  with  a “Distinguished  Alumnus  in 
Science”  citation  from  Transylvania  University 
in  Lexington,  Kentucky. 

Dr.  Joseph  H.  Miller,  Memphis,  discussed  his 
duty  in  Vietnam  and  gave  a slide  presentation 
on  “The  Philosophy  of  War”  at  the  December 


meeting  of  the  Memphis  Exchange  Club.  Dr. 
Miller  spent  three  months  last  year  at  the 
Naval  Support  Activity  Hospital  in  Da  Nang. 

Dr.  William  Cook,  Lawrenceburg,  has  assumed 
duties  as  Lincoln  County  Health  Director,  a posi- 
tion which  has  been  vacant  since  the  resignation 
of  Dr.  Ann  Bolner  five  years  ago.  He  is  also 
Health  Director  for  Giles  County. 

Dr.  R.  H.  Kampmeier,  Nashville,  was  the  fea- 
tured speaker  at  a recent  meeting  of  the  Nash- 
ville Centennial  Club.  Dr.  Kampmeier’s  subject 
was  “Stay  Young  While  Growing  Old.” 

Dr.  Nat  T.  Winston,  Nashville,  was  the  prin- 
cipal speaker  at  the  annual  meeting  of  the 
Shelbyville  Chamber  of  Commerce. 

Dr.  Sam  H.  Sanders,  Memphis,  is  one  of  sev- 
eral physicians  from  various  parts  of  the  coun- 
try whose  views  form  the  basis  for  the  article, 
“Diagnosing  Sinusitis,”  published  in  the  Decem- 
ber 15,  1970  issue  of  PATIENT  CARE  Magazine. 
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Calendar  of  Meetings 

1971 

State 


Feb.  24-26 


April  15-17 


May  18-21 


Mid-South  Medical  Association, 
Sheraton-Peabody  Hotel,  Mem- 
phis 

Tennessee  Medical  Association, 
136th  Annual  Meeting,  The  Read 
House,  Chattanooga 
American  Public  Health  Associ- 
ation, Southern  Branch,  and 
Tennessee  Public  Health  Associ- 
ation, (meeting  theme:  “Uni- 

versal Health  Care — A Chal- 
lenge of  Public  Health”),  Shera- 
ton-Peabody Hotel,  Memphis 


March  6-11 


March  8-11 


March  15-17 


March  25-26 


March  26-28 

March  28- 
April  2 


National 

American  Academy  of  Ortho- 
pedic Surgeons,  Civic  Center, 
San  Francisco 

New  Orleans  Graduate  Medical 
Assembly,  Roosevelt  Hotel,  New 
Orleans 

American  College  of  Surgeons, 
joint  meeting  for  Doctors  and 
Nurses,  Roosevelt  Hotel,  New 
Orleans 

National  Conference  on  Rural 
Health,  24th,  Atlanta  Marriott 
Motor  Hotel,  Atlanta 
American  Society  of  Internal 
Medicine,  Brown  Palace,  Denver 
American  College  of  Physicians, 
Hilton  Hotel,  Denver 
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March  29- 
April  3 
April  2-3 


April  19-22 
May  3-7 
May  16-19 


May  17-20 


American  College  of  Radiology, 
Chase  Park  Plaza,  St.  Louis 
National  Congress  of  the  Socio- 
Economics  of  Health  Care,  Fifth, 
Caesar’s  Palace,  Las  Vegas 
Southeastern  Surgical  Congress, 
Americana  Hotel,  Miami  Beach 
American  Psychiatric  Associ- 
ation, Washington,  D.C. 
American  Thoracic  Society, 
Statler-Hilton  and  Biltmore 
Hotels,  Los  Angeles 
American  Neurological  Associ- 
ation, Palmer  House,  Chicago 


ACP  Schedules  Oncology  and 
Hematology  Courses 

The  American  College  of  Physicians  has  sched- 
uled on  March  8-21,  1971  a course  entitled  “Ad- 
vances in  Medical  Oncology”  and  on  March  15- 
18,  a course  on  “Modern  Advances  in  Hema- 
tology.” 

The  Oncology  course,  to  be  held  at  the  Sham- 
rock-Hilton  Hotel  in  Houston,  will  develop  an 
approach  to  management  of  patients  with  cancer 
and  hematologic  malignancies  built  on  a theo- 
retical background  in  experimental  therapeutics, 
pharmacology,  cell  population  kinetics  and  im- 
munology. The  clinical  application  of  basic  con- 
cepts will  be  detailed  through  the  use  of  new 
agents,  combination  chemotherapy,  adjuvant 
chemotherapy  and  immunotherapy.  Emphasis 
will  be  placed  on  the  medical  and  psychological 
aspects  of  supportive  care  of  the  patient  under 
treatment.  Case  material  will  further  illustrate 


specific  diseases,  diagnostic  techniques,  compli- 
cations of  management  and  results  of  therapy. 

The  Hematology  course,  to  be  held  at  the 
New  York  Hospital-Cornell  Medical  Center  in 
New  York,  emphasizes  the  newest  clinical  ho- 
rizons which  have  recently  developed  as  a func- 
tion of  new  knowledge  in  cell  physiology.  The 
format  devotes  one  day  to  red  cells,  one  day 
to  white  cells  and  one  day  to  platelets  and 
hemostasis.  Each  day  would  start  out  with  a 
new  series  of  reviews  of  new  knowledge  with 
correlation  of  the  basic  sciences  and  the  changing 
clinical  frontiers.  Emphasis  will  be  placed  on 
new  concepts  of  old  clinical  problems  with  semi- 
nars and  roundtable  discussions.  The  course  will 
run  three  and  one-half  days  with  the  last  day 
devoted  to  a special  grand  medical  rounds  at 
the  New  York  Hospital. 

Ob-Gyn  College  to  Meet 

The  19th  Annual  Clinical  Meeting  of  the 
American  College  of  Obstetricians  and  Gynecol- 
ogists will  be  held  in  San  Francisco,  May  3-6, 
1971. 

The  program  will  develop  three  themes, 
Perinatology,  Pelvic  Infections,  and  Diseases  of 
the  Vulva,  one  each  day.  The  general  sessions, 
seminars,  correlated  seminars,  round  table  dis- 
cussions and  reports  on  clinical  investigations 
will  each  relate  to  the  day’s  theme. 

Non-Fellows  may  register  to  attend  both  the 
meeting  and  the  Postgraduate  Courses  which 
precede  the  meeting  on  May  1 and  2.  For  ad- 
ditional information,  contact  Mr.  Donald  F. 
Richardson,  79  West  Monroe  Street,  Chicago, 
Illinois  60603. 


HEADQUARTERS  EXPANSION  COMPLETED 


The  expansion  and  renovation  of  the  head- 
quarters of  the  Tennessee  Medical  Association 
was  recently  completed,  increasing  the  total 
space  from  4,566  square  feet  to  9,030  square 
feet.  The  frontage  of  the  building  (see  photo 
No.  1 on  the  opposite  page),  which  is  located  at 
112  Louise  Avenue,  just  across  from  the  Vander- 
bilt campus,  was  increased  from  60  feet  to  115 
feet. 

The  offices  for  the  executive  and  secretarial 
staff  (photo  No.  2)  are  fully  carpeted  and 
accented  by  at  least  one  panelled  wall  in  each 
office.  A large  workroom  (photo  3)  provides 
the  staff  with  adequate  space  for  the  voluminous 
photocopying,  mimeographing,  and  assembling  of 
reports  and  annual  meeting  material. 

A major  problem  which  existed  prior  to  the 
expansion  program  was  the  lack  of  adequate 
parking  space.  Now,  the  parking  area  (photo 
No.  4)  consists  of  twenty-two  spaces  which  pro- 


vides the  staff  and  visitors  with  sufficient  park- 
ing and  also  satisfies  the  zoning  regulations. 

The  conference  room  (photo  No.  5)  has  been 
enlarged  considerably  and  contains  a sixteen 
foot  table  capable  of  seating  fourteen  people. 
By  using  a folding  partition,  the  conference  room 
can  be  divided  into  two  rooms  to  accommodate 
two  meetings  held  simultaneously  (photo  No.  6). 

Other  features  not  pictured  include  a small 
kitchen  near  the  conference  room,  additional 
storage  space,  file  room  and  reference  library, 
and  a larger  office  for  bookkeeping  and  mem- 
bership information. 

This  is  a facility  in  which  the  membership  and 
staff  can  be  proud.  The  additional  space  and 
improvements  should  easily  accommodate  the 
activities  of  the  Tennessee  Medical  Association 
for  many  years  to  come.  All  members  are  in- 
vited to  tour  the  facility  at  any  time. 
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Before  prescribing,  please  consult  complete  product 
k information,  a summary  of  which  follows: 

Ik  INDICATION:  Relief  of  insomnia  of  varied  etiology. 

CONTRAINDICATIONS:  Patients  with  known  hyper- 
lllfe,  sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects  with  alcohol  and  other  CNS  depressants. 
T A m Caution  against  hazardous  occupations  requir- 
I V 111  complete  mental  alertness,  such  as  op- 

erating  machinery  or  driving  a motor  vehicle 
maaRfcfc  shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
Hf  gests  they  may  increase  the  dosage  on  their 
Hpf  own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
fr  pregnancy,  during  lactation,  or  in  women  of  child- 

bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

| ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
r been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

/rocheS  Roche 

\ / LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 


Radford,  Virginia 

STAFF: 


James  P.  King,  M.D. 
William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 

Card  McGraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 

Bluefield  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va. 
David  M.  Wayne,  M.D. 


Edward  E.  Cale,  M.D. 
Don  L.  Weston,  M.D. 

J.  William  Giesen,  M.D 
Delano  W.  Bolter,  M.D. 
Davis  G.  Garrett,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.H.A. 
Asst.  Administrator 


Beckley  Mental  Health  Center 

109  E.  Main  Street,  Beckley,  W.  Va. 
Leslie  J.  Borbely,  M.D. 


AFFILIATED  CLINICS 


Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 
Pierce  D.  Nelson,  M.D. 
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Health  Statistics  Used  in 
"Erratic  Numbers  Game" 

James  Z.  Appel,  M.D.* 

Lancaster,  Pa. 

American  medicine  is  being  harnessed  by 
an  erratic  sort  of  numbers  game. 

This  “game,”  sans  referee,  is  played  with 
vital  statistics — the  numerical  charts  and 
tables  that  help  pinpoint  health  problems. 
But  instead  of  applying  statistics  objec- 
tively to  disease  problems,  certain  critics 
are  whetting  them  into  weapons  intended 
to  discredit  medicine  as  we  know  it. 

Their  chief  barb  is  the  contention: 
“America  is  not  the  healthiest  nation  on 
earth.  Statistics  prove  American  medicine 
to  be  inferior  to  that  practiced  in  certain 
European  countries.”  The  usual  examples 
cited  are  England  and  Sweden. 

Understandably,  American  physicians  are 
not  taking  kindly  to  the  goading.  For  if  the 
international  comparison  of  statistics  shows 
anything,  it  can  show  that  the  opposite  is 
probably  true:  that  American  medicine  is 
second  to  none. 

The  divergence  of  opinion  isn’t  the  fault 
of  statistics.  Rather,  it’s  the  interpretation 
to  which  statistics  are  subjected  after  being 
wrenched  from  their  intended  use. 

Poor  Measurement 

As  a matter  of  fact,  health  statistics  are 
a poor  means  of  measuring  one  nation’s 
medicine  with  another.  Those  who  are 
undoubtedly  in  the  best  position  to  judge — 
medical  leaders  from  countries  with  the 
most  favorable-appearing  statistics — readily 
agree  on  this. 

“The  worth  of  statistical  comparison  is 
overemphasized,  to  say  the  least,”  according 
to  Stanley  S.  B.  Gilder,  M.D.,  a British 
physician  and  executive  editor  of  the  World 
Medical  Journal.  “There  is  simply  no  cor- 
relation between  health  statistics  of  the 
United  States  and  those  of  Europe.  To 
argue  statistics  from  one  country  to  another 
is  ridiculous.” 

* Former  President,  The  American  Medical 
Association. 


Nevertheless,  the  argument  persists,  aug- 
mented by  material  from  the  United 
Nation’s  Demographic  Yearbook — a tele- 
phone directory-size  tome  cataloguing  the 
world’s  population,  birth  rate,  marital  status 
and  the  manner  in  which  people  die. 

Without  doubt  the  Demographic  Year- 
book is  the  best  archive  of  its  type  ever 
amassed.  But  it  is  not  without  drawbacks. 
Data  collecting  systems  and  reliability  vary 
from  country  to  country.  Furthermore, 
events  may  be  interpreted  differently.  What 
one  nation  lists  as  a live  birth,  another  lists 
as  a stillbirth.  Some  nations  do  not  even 
include  data  on  minority  races  living  within 
their  boundaries.  For  these  reasons  year- 
book editors  warn  against  the  fallacy  of 
jumping  to  unwarranted  conclusions. 

Fallacious  Comparisons 

Fallacy  or  not,  comparisons  are  made,  and 
on  meager  data.  The  charge  that  American 
medicine  must  take  a back  seat  to  foreign 
medicine  most  often  is  based  on  just  two 
of  the  numerous  tables  in  the  yearbook. 
One  denotes  life  expectancy;  the  other  the 
infant  mortality  rate — the  number  of  deaths 
among  infants  under  one  year  compared 
with  the  number  of  live  births. 

Since  the  figures  do  show  that  in  America 
the  infant  mortality  rate  is  higher  and  life 
expectancy  somewhat  less  than  in  England, 
Sweden  and  certain  other  small  countries, 
this  is  offered  as  proof  positive  that  we 
have  inferior  medicine. 

On  the  surface  it  looks  like  a compelling 
argument,  but  perhaps  only  because  so 
much  is  left  unsaid. 

No  one  wants  to  argue  with  the  statistics 
themselves.  The  physicians  who  help  bring 
babies  into  the  world  are  certainly  far  from 
satisfied  with  our  infant  mortality  rate.  We 
have  been  and  will  continue  to  strive  to 
lower  it.  So  will  Swedish  and  English  phy- 
sicians, who  probably  aren’t  satisfied  with 
their  rates  either. 

But  importing  European  practices  isn’t 
going  to  change  our  statistics  one  iota. 
Europe  itself  has  already  proven  this.  For 
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example,  although  North  Ireland  and  Scot- 
land both  adopted  the  English  system  of 
medicine,  both  are  still  worse  off  statisti- 
cally than  the  United  States.  So,  for  that 
matter,  are  France,  Italy  and  Germany, 
according  to  the  Demographic  Yearbook. 

Incomparable  Comparisons 

The  point  is:  comparing  the  vast  melting 
pot  that  is  the  United  States  with  the 
small,  close-knit  nations  of  Europe,  may 
well  be  comparing  the  incomparable. 

Waldo  von  Greyerz,  M.D.,  Swedish  dele- 
gate to  the  World  Medical  Association, 
thinks  so.  He  has  pointed  out:  “Sweden  is 
a homogeneous  nation,  impossible  to  equate 
with  the  vastness  of  your  country.  The 
north  and  south  of  Sweden  are  virtually  the 
same.  Certainly  this  is  not  true  in  America. 

“I  don’t  know  how  you  would  compare 
medicine  in  Sweden,  where  we  may  be 
over-organized,  with  medicine  in  America. 
It  surely  can’t  be  done  with  infant  mortality 
and  longevity  statistics. 

“People  who  do  compare  such  things 
obviously  are  hunting  for  headlines.” 

It  is,  of  course,  a matter  of  record  that 
Sweden’s  infant  mortality  rate  is  one  per- 
centage point  below  that  of  the  United 
States  and  that  the  average  Swede  lives  to 
age  73  and  the  average  American  to  age 
70.3. 

But  it  is  also  a matter  of  record  that  a 
Swede  in  Minnesota  outlives  a Swede  in 
Sweden,  and,  furthermore,  that  suicides 
occur  with  much  more  frequency  in  Sweden 
than  in  the  United  States. 

But  quoting  such  statistics  proves  what? 
Are  we  really  gauging  medicine  or  are  we 
gauging  something  else? 

The  point  is,  no  one  knows,  for  the  data 
can  be  applied  in  various  areas. 

Statistical  Application 

They  can  be  applied  in  genetics,  for 
example.  Longevity  is  to  some  extent  an 
inherited  trait,  and  the  extended  life  span 
of  the  Swedes  may  merely  attest  to  this 
fact.  As  for  the  lower  infant  mortality  rate, 
this  may  well  demonstrate  that  genetically 
Swedes  tend  to  be  a large,  robust  people; 
and  all  else  being  equal,  a woman  of  this 


type  has  a less  complicated  delivery  than 
a smaller  woman. 

On  the  other  hand,  we  can  use  the  year- 
book figures  to  show  the  possible  effect  of 
climate  on  lifespan.  We  can  show,  for 
example,  that  while  overall  the  average 
Englishman  lives  about  half  a year  longer 
than  the  average  American,  those  Ameri- 
cans living  in  a climatic  belt  roughly 
equivalent  to  England’s  live  just  as  long 
. . . in  fact,  perhaps  a little  longer. 

Furthermore,  when  you  start  comparing 
one  nation’s  statistics  with  another’s,,  it’s  not 
always  certain  that  you’re  comparing 
exactly  the  same  events. 

To  use  Sweden  again:  a baby  is  not  con- 
sidered born  alive  there  unless  he  actually 
breathes.  In  this  country,  if  there  is  heart 
beat,  movement  of  the  voluntary  muscles 
or  pulsation  of  the  umbilical  cord,  it  is 
considered  a live  birth,  whether  or  not 
the  baby  ever  takes  a breath. 

Thus  a child  born  with  a beating  heart 
but  without  the  strength  to  breathe  would 
be  considered  an  infant  mortality  in  the 
United  States  (a  baby  which  was  born  alive 
and  died) . In  Sweden,  such  a child  would 
be  listed  as  a stillbirth  and  not  reflect  on 
their  infant  mortality  rate. 

In  some  other  nations,  a baby  is  not 
legally  born  alive  until  his  birth  is  regis- 
tered with  civil  officials,  or  he  is  baptized — 
technicalities  that  might  not  take  place  for 
a week  or  so  after  birth. 

Various  Considerations 

Nor  is  this  all  that  has  to  be  considered 
in  arriving  at  a true  picture  of  infant 
mortality,  in  contrast  to  a statistical  picture. 

There  is  the  matter  of  foetal  death  rate, 
for  example,  which  in  England  and  Sweden 
is  higher  than  here.  From  this  a person 
with  blind  faith  in  statistics  could  conclude 
that  American  physicians  are  bringing 
babies  into  the  world  who  would  die  in  the 
womb  in  these  other  nations. 

Also,  it  is  difficult  to  talk  about  infant 
mortality  without  talking  about  abortion, 
which  is  legal  in  Sweden.  There  a defective 
fetus  can  be  destroyed  before  birth,  which 
has  the  effect  of  lowering  the  infant  mortal- 
ity rate. 

Even  if  it  were  possible  to  shuffle  and 
adjust  infant  mortality  and  longevity 
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figures  to  take  into  account  differences  in 
genetics,  climate,  the  law  and  reporting 
systems,  it’s  still  not  certain  whether  you 
would  have  a yardstick  for  measuring 
medicine. 

Greatest  Progress 

Certainly  you  can’t  gauge  a nation’s  medi- 
cine without  considering  its  medical  prog- 
ress. And  no  nation  can  match  the  United 
States  in  terms  of  progress. 

The  United  States  has  made  more  im- 
portant drug  discoveries  in  the  last  20  years 
than  all  the  rest  of  the  world  combined — 
broad-spectrum  antibiotics,  steroids,  tran- 
quilizers and  radioactive  materials — not  to 
mention  all  the  other  advances,  such  as 
measles  and  polio  vaccines  and  open  heart 
surgery. 

Then  too,  consider  that  during  the  post- 
war years  while  we  were  constructing  763 
new  hospitals,  England  built  one. 

Whether  in  fact  it  is  possible  to  come  up 
with  an  international  medical  yardstick  has 
not  yet  been  determined,  although  the 
matter  has  been  given  study  by  the  World 
Health  Organization. 

Causes  of  Death 

One  method,  given  some  consideration,  is 
the  comparison  of  the  causes  of  death.  Such 
a reckoning  would  show  the  United  States 
well  ahead  of  any  other  nation. 

Consider  cancer.  In  the  United  States  the 
death  rate  from  cancer  is  well  below  that 
of  any  other  Western  nation.  Since  many 
cases  of  cancer  are  treatable,  the  lower 
death  rate  of  the  United  States  could  be 
construed  to  mean  that  medical  treatment 
in  this  country  is  better. 

The  same  generally  holds  true  for  many 
other  diseases — tuberculosis,  pneumonia, 
strokes  and  influenza.  All  these  are  treat- 
able to  some  degree,  and  all  produce  fewer 
deaths  per  capita  in  America  than  in  West- 
ern Europe. 

Undoubtedly  these  statistics,  when  used 
for  international  comparisons,  suffer  some 
of  the  same  shortcomings  as  the  infant  mor- 
tality and  longevity  figures.  But  by  ignor- 
ing these  shortcomings — as  do  those  who 
shape  statistics  into  barbs  against  Ameri- 
can medicine — the  claim  can  be  made  that 
“America  has  the  best  medicine  in  the 


world.”  It’s  also  possible  to  add,  “Statistics 
prove  it.” 

Even  the  fact  that  the  opposite  holds  true 
for  death  from  heart  disease — that  our  rate 
is  higher  than  Western  Europe’s — doesn’t 
necessarily  refute  this  claim.  For,  the 
causes  of  heart  disease  are  not  well  under- 
stood. 

Economic  Comparison 

Diet  and  obesity  may  or  may  not  be  im- 
plicated. But  there  is  enough  evidence  in 
support  of  this  theory  so  that  no  nation- 
by-nation  comparison  of  heart  disease  is 
possible  without  comparing  diets  also.  And, 
when  we  start  considering  a nation’s  food 
intake  we’re  no  longer  talking  medicine. 
We’re  talking  economics. 

We’re  also,  to  a large  extent,  talking 
economics  when  it  comes  to  automobile 
fatalities.  Because  Americans  own  more 
cars  and  drive  more  miles  at  greater  speeds 
over  congested  highways,  they  die  more  fre- 
quently behind  the  wheel  than  Europeans. 
And  these  fatalities  are  a large  factor  in 
lowering  our  nation’s  life  expectancy. 

In  the  same  way  that  America’s  economy 
blossoms  into  overweight,  and  auto  deaths, 
so  too  do  customs,  environment,  the  pres- 
sures of  making  a living  and  factors  such 
as  educational  levels  have  their  effect  on 
health. 

Indeed,  health  statistics  can  be  just  as 
representative  of  a nation’s  social  patterns 
as  its  mode  of  medicine. 

This  is  borne  out  by  gerontologists  (medi- 
cal specialists  in  the  problems  of  aging) . 
Edward  Bortz,  M.D.,  past  president  of  the 
American  Geriatrics  Society,  has  said  again 
and  again  that  Americans  could  live  an 
average  of  100  years  if  we’d  just  knuckle 
down  to  what  we  know  is  good  for  us  and 
practice  a little  moderation.  Instead,  we 
go  in  for  self-inflicted  excess — too  much 
alcohol,  too  much  tobacco,  too  much  caf- 
feine and  too  many  hours  spent  in  an  easy 
chair — all  springing  from  habit,  custom  and 
our  economy. 

Understand  Statistics 

In  dealing  with  any  statistic,  its  basic 
nature  must  be  understood.  A statistic  is 
a fact — the  result  of  a survey — and  that’s 
( Continued  on  page  178 ) 
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often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
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helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
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following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 
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cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
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intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
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the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
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not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions,-  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine.- 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
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all  it  is.  Conjectures  made  on  such  a sta- 
tistic are  not  facts.  They  are  conjectures. 

Nevertheless,  the  assault  by  figures  goes 
on  as  if  there  were  no  reality  and  no  mean- 
ing except  what  can  be  wrung  from  this 
charter  or  that  table. 

It  seems  to  be  a phenomenon  of  our  time 
that  all  that  is  necessary  to  prove  your 
point  is  to  preface  it  with  those  magical 
words:  “According  to  statistics.  . . .” 


Statistics,  of  course,  are  important.  Used 
properly,  they  can  lead  to  valid  conclusions. 
Used  improperly,  however,  they  can  “prove” 
any  preconceived  conclusion.  The  point  is, 
statistics  are  a complement,  not  a substi- 
tute, for  trained  intellect  and  common  sense. 
They  pose  questions,  they  don’t  answer 
them.  They  are  slaves,  not  masters. 

( Reprinted,  From  the  Journal  of  the  Medical 
Association  of  Georgia,  November,  1970). 
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Here  is  delightful  historic  reading — description  of  angina  over  the  years. 

Epics  of  Angina 

JOHN  P.  SUTTON,  M.D.,  and  WILLIAM  WEBSTER  TOMFORD,  B.A.,*  Nashville,  Tenn. 


Angina  pectoris  is  not  a modern  phe- 
nomenon. Physicians  and  laymen  have 
recorded  the  symptoms  of  angina  for 
several  centuries.  Approximately  2700 
years  have  passed  since  the  prophet 
Jeremiah  said,  “And  the  heart  of  the  strong 
men  will  feel  pains  like  the  pains  of  a 
woman  in  labor.”1  Conceivably,  Hippo- 
crates2 (460  B.C.  to  370  B.C.)  was  describing 
angina  pectoris  when  he  said,  “Should,  how- 
ever, the  pain  show  signs  of  extending  to 
the  collar  bone  or  should  there  be  a weight 
in  the  forearm,  or  in  the  region  of  the 
breast  or  above  the  diaphragm,  you  must 
open  the  inner  vein  at  the  elbow  . . .”  Also, 
he  may  have  been  referring  to  myocardial 
infarction  when  he  wrote,  “Angina  (trans- 
lated here  to  mean  literally  ‘squeeze’)  is 
serious  and  rapidly  fatal  when  no  lesion 
is  seen  to  be  in  either  throat  or  neck,  and 
moreover,  it  causes  very  great  pain  and 
orthopnea;  it  may  suffocate  the  patient  and 
even  on  the  first  day,  or  on  the  second, 
third,  or  fourth.”2 

In  1761,  John  Baptist  Morgagni  published 
5 books,  The  Seats  and  Causes  of  Diseases 
Investigated  by  Anatomy,  originally  writ- 
ten in  Latin.  In  the  twenty-fourth  letter, 
Morgagni3  relates  the  results  of  an  autopsy 
done  by  him  in  1743  on  a patient  who  died 
suddenly.  In  Morgagni’s  words,  “The  left 
coronary  artery  appeared  to  have  been 
changed  into  a bony  canal,  from  its  very 
origin  to  the  extent  of  many  fingersbreadth, 
where  it  embraces  the  greater  part  of  the 
basis. 

One  of  the  earlier  accounts  of  angina 
pectoris  is  found  in  the  life  of  Edward, 
Earl  of  Clarendon,  (1609  to  1660)  in  which 
Edward  Hyde4  describes  the  death  of  his 

*From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 
37203. 


father.  He  said,  “His  father  had  long  suf- 
fered under  an  indisposition  . . . which 
gave  him  rather  frequent  pains,  than  sick- 
ness; and  gave  him  cause  to  be  terrified 
with  the  expectation  of  the  stone  . . . from 
the  time  he  was  sixty  years  of  age,  it 
increased  very  much  ...  he  was  still  and 
constantly  seized  on  by  so  sharp  a pain  in 
the  left  arm  for  half  a quarter  of  an  hour,  or 
near  so  much,  that  the  torment  made  him 
as  pale  (whereas  he  was  otherwise  of  a 
very  sanguine  complexion)  as  if  he  were 
dead;  and  he  used  to  say,  ‘that  he  had 
passed  the  pangs  of  death,  and  he  should 
die  in  one  of  those  fits.’ 

“.  . . Monday  was  Michaelmass  Day, 
when  in  the  morning  he  went  to  visit  his 
brother,  Sir  Laurence  Hyde,  who  was  then 
making  a journey  in  the  service  of  the  king, 
and  from  him  went  to  the  church  to  a 
sermon,  where  he  found  himself  a little 
pressed  as  he  used  to  be,  and  therefore 
thought  fit  to  make  what  haste  he  could 
to  his  house,  and  was  no  sooner  come 
tither  into  a lower  room,  than  having  made 
water,  and  the  pain  in  his  arm  seizing  upon 
him,  he  fell  down  dead,  without  the  least 
motion  of  any  limb.  The  suddenness  of  it 
made  it  apprehended  to  be  an  apo- 
plexy. . . .” 

Rougnon,  in  a letter  dated  18  March  1768, 
described  a French  cavalry  captain  who 
died  suddenly  during  a bout  of  effort- 
related  chest  pain.5  His  description  of  the 
process,  however,  lacked  the  clarity  of 
Heberden  who  obtained  the  attention  of  the 
medical  world  on  21  June,  1768  with  his 
now  classic  description  of  the  disease  which 
he  named  angina  pectoris.6"10 

Heberden8  wrote,  “But  there  is  a disorder 
of  the  breast  marked  with  strong  and 
peculiar  symptoms,  considerable  for  the 
kind  of  danger  belonging  to  it,  and  not 
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extremely  rare,  which  deserves  to  be  men- 
tioned more  at  length.  The  seat  of  it,  and 
sense  of  strangling,  and  anxiety  with  which 
it  is  attended,  may  make  it  not  improperly 
be  called  angina  pectoris. 

“They  who  are  afflicted  with  it,  are  seized 
while  they  are  walking,  (more  especially 
if  it  be  uphill  and  soon  after  eating)  with 
a painful  and  most  disagreeable  sensation 
in  the  breast,  which  seems  as  if  it  would 
extinguish  life,  if  it  were  to  increase  or  to 
continue;  but  the  moment  they  stand  still 
all  this  uneasiness  vanishes. 

. . The  pain  is  sometimes  situated  in 
the  upper  part,  sometimes  in  the  middle, 
sometimes  at  the  bottom  of  the  os  sterni, 
and  often  more  inclined  to  the  left  than 
to  the  right  side.  It  likewise  very  fre- 
quently extends  from  the  breast  to  the 
middle  of  the  left  arm.  . . . Males  are 
most  liable  to  this  disease,  especially  such 
as  have  passed  their  fiftieth  year. 

“After  it  has  continued  a year  or  more, 
it  will  not  cease  so  instantaneously  upon 
standing  still,  and  it  will  come  on  not  only 
when  the  persons  are  walking  but  when 
they  are  lying  down.  . . 

In  1776,  Fothergill11  published  the  second 
in  a series  of  papers  on  angina  pectoris. 
This  paper  accurately  describes  a 63  year 
old  gentleman  “rather  inclined  to  corpu- 
lency, but  active,  and  of  a very  irritable 
habit,  middling  stature  and  fresh  com- 
plexion, employed  in  affairs  that  often  re- 
quired attention  and  confinement  . . . 
complained  to  me  three  and  four  years 
before  his  death,  that  he  often  found  a 
difficulty,  or  rather  an  incapacity,  to  walk 
up  a moderate  ascent,  especially  if  he  at- 
tempted to  do  it  hastily  . . . the  same 
constriction  returning  if  he  attempted  any 
exercise  beyond  a certain  point,  which  his 
own  experience  had  taught  him.  . . . On 
the  13th  of  March,  1775,  in  the  evening,  in 
a sudden  and  violent  transport  of  anger,  he 
fell  down  and  expired  immediately.”  This 
patient  was  dissected  by  John  Hunter  the 
next  day  and  he  stated,  “The  two  coronary 
arteries,  from  their  origin  to  many  of  their 
ramifications  upon  the  heart,  were  become 
one  piece  of  bone.” 

John  Hunter  was  soon  to  experience 
symptoms  of  this  same  process  and  his 
observations  are  some  of  the  most  complete 


recorded.5  The  exact  time  that  Hunter  be- 
gan to  experience  angina  is  uncertain.  In 
a preface  to  his  Treatise  on  the  Blood  In- 
flammation and  Gunshot  Wound  is  a short 
account  of  the  author’s  life  by  his  brother- 
in-law,  Everard  Home.  In  this  Mr.  Home12 
describes  the  onset  of  an  illness  in  the 
Spring  of  1773.  This  illness,  however,  could 
well  have  been  pancreatitis.  Baron,13  in  his 
Life  of  Edward  Jenner,  M.D.,  published  a 
letter  written  by  Mr.  Hunter  and  dated 
May,  1777.  This  according  to  Baron,  was 
Hunter’s  first  intimation  of  his  illness 
to  Jenner.  It  was  because  of  this  that 
Jenner  was,  in  fact,  reticent  to  give  the 
world  his  personal  observations  of  this 
disease,  “under  which  he  believed  Mr. 
Hunter  to  labor,  lest  his  attention  should 
be  drawn  to  it,  and  his  fears  excited  by  its 
truly  formidable  nature.” 

In  a letter  to  Heberden  dated  1778,  and 
which  was  never  forwarded,  Jenner  said, 
“.  . . Though  in  the  course  of  my  practice 
I have  seen  many  fall  victims  to  this  dread- 
ful disease,  yet  I have  only  had  two  oppor- 
tunities of  an  examination  after  death.  In 
the  first  of  these  I found  no  material  disease 
of  the  heart,  except  that  the  coronary  artery 
appeared  thickened.  . . . About  three  weeks 
ago,  Mr.  Paytherus,  a surgeon  at  Ross,  in 
Herefordshire,  desired  me  to  examine  with 
him  the  heart  of  a person  who  had  died  of 
the  Angina  Pectoris  a few  days  before. 
Here  we  found  the  same  appearance  of  the 
coronary  arteries  as  in  the  former  case. 
. . . The  importance  of  the  coronary  arteries, 
and  how  much  the  heart  must  suffer  from 
their  not  being  able  to  perform  their  func- 
tions, (we  cannot  be  surprised  at  the  pain- 
ful spasms)  is  a subject  I need  not  enlarge 
upon,  therefore  shall  only  just  remark  that 
it  is  possible  that  all  the  symptoms  may 
arise  from  this  one  circumstance.”13 

The  concepts  championed  by  Heberden, 
Fothergill  and  Jenner  prevailed  for  the  re- 
mainder of  the  18th  Century  and  much  of 
the  19th  Century.  They  were  supported  by 
Allan  Burns,14  an  anatomist  of  the  early 
19th  Century.  He  said,  “In  all  the  patients 
who  have  died  of  Syncope  Angiosa,  where 
the  body  has  been  carefully  examined,  the 
coronary  arteries  have  either  been  found 
ossified  or  cartilaginous.”  Burns  demon- 
strated a clarity  of  clinical  application  when 
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he  said  further,  “It  has  been  long  known, 
that  although  the  heart  is  always  full  of 
blood,  yet  it  cannot  appropriate  to  its  own 
wants  a single  particle  of  fluid  contained  in 
its  cavities.  On  the  contrary,  like  every 
other  part,  it  has  peculiar  vessels  set  apart 
for  its  nourishment.  In  health,  when  we 
excite  the  muscular  system  to  more  ener- 
getic action  than  usual,  we  increase  the 
circulation  in  every  part,  so  that  to  support 
this  increased  action,  the  heart  and  every 
other  part  has  its  power  augmened.  If, 
however,  we  call  into  vigorous  action,  a 
limb,  round  which,  we  have  with  a mod- 
erate degree  of  tightness  applied  a ligature, 
we  find  that  then  the  member  can  only 
support  its  action  for  a very  short  time; 
for  now  its  supply  of  energy  and  its  expen- 
diture, do  not  balance  each  other;  conse- 
quently, it  soon,  from  a deficiency  of 
nervous  influence  and  arterial  blood,  fails 
and  sinks  into  a state  of  quiescence.  A 
heart,  the  coronary  vessels  of  which  are 
cartilaginous  or  ossified,  is  in  nearly  a 
similar  condition;  it  can,  like  the  limb  be 
girt  with  a moderately  tight  ligature,  dis- 
charge its  functions  so  long  as  its  action  is 
moderate  and  equal.  Increase  however  the 
action  of  the  whole  body,  and  along  with 
the  rest,  that  of  the  heart,  and  you  will 
soon  see  exemplified,  the  truth  of  what  has 
been  said;  with  this  difference,  that  as  there 
is  not  interruption  to  the  action  of  the 
cardiac  nerves,  the  heart  will  be  able  to 
hold  out  a little  longer  than  the  limb. 

“If  a person  walks  fast,  ascends  a steep, 
or  mounts  a pair  of  stairs,  the  circulation 
in  a state  of  health  is  hurried,  and  the  heart 
is  felt  beating  more  frequently  against  the 
ribs  than  usual.  If,  however,  a person,  with 
the  nutrient  arteries  of  the  heart  diseased 
in  such  a way  as  to  impede  the  progress  of 
the  blood  along  them,  attempt  to  do  the 
same,  he  finds,  that  the  heart  is  sooner 
fatigued  than  the  other  parts  are,  which 
remain  healthy.  When,  therefore,  the 
coronary  arteries  are  ossified,  every  agent 
capable  of  increasing  the  action  of  the 
heart,  such  as  exercise,  passion  and  ardent 
spirits,  must  be  a source  of  danger.” 

Sir  Clifford  Allbutt6  credits  Forbes  with 
first  fogging  the  picture  as  to  the  etiology 
of  angina  pectoris  when  he  demonstrated 
that  50%  of  those  patients  with  angina  who 


were  examined  had  no  organic  disease,  that 
in  the  rest  it  was  associated  with  “all  man- 
ner of  organic  cardiac  and  aortic  lesions.” 
Laennec  failed  to  find  coronary  occlusion 
in  several  angina  patients,  and  in  1894, 
Balfour  pointed  out  that  coronary  sclerosis 
was  often  present  in  patients  not  demon- 
strating angina.6  Neuburger6  in  contradis- 
tinction reported  38  patients  dying  of  angina 
pectoris  whose  autopsy  revealed  coronary 
arterial  disease  in  each  of  them. 

Osier,15  while  preferring  the  concept  of 
intermittent  claudication  as  championed  by 
Burns,  was  willing  to  concede  other  causes 
such  as  altered  contractility  or  distention 
of  the  myocardium.  He  would  not,  how- 
ever, exclude  aortitis  as  an  etiologic  agent, 
a concept  supported  by  Allbutt,6  and 
Vaquez.5  In  spite  of  disagreement  as  to 
whether  or  not  coronary  disease,  per  se, 
was  the  cause  of  angina  pectoris,  most 
would  accept  the  frequent  concomitant  as- 
sociation of  angina  pectoris  and  coronary 
artery  disease.5 

The  experimental  study  of  the  influence 
of  coronary  occlusion  upon  the  heart  began 
with  Chirac  in  1698.  He  ligated  a coronary 
artery  in  a dog  and  noted  that  the  heart 
shortly  ceased  to  beat.16  It  was  not  until 
Erichsen,  however,  that  systematic  study 
of  the  effects  of  coronary  occlusion  upon 
the  cardiac  activity  was  initiated.16  In  1862, 
Panum  reported  the  results  of  experiments 
in  which  he  stopped  the  heart  by  injecting 
the  coronary  arteries  with  a mixture  of 
tallow,  wax,  oil,  and  lampblack.16 

On  4 May  1877,  Adam  Hammer17  correctly 
diagnosed,  for  the  first  time,  a case  of 
thrombotic  occlusion  of  a coronary  artery 
during  life.  This  report  received  very  little 
attention.  In  1896,  George  Dock18  reported 
a case  of  a 36  year  old  man  in  whom  the 
diagnosis  of  occlusion  of  the  right  coronary 
artery  was  subsequently  confirmed  at  post 
mortem  examination.  The  experiments  re- 
ported by  William  Townsend  Porter16  in 
1894  were  paramount  in  putting  forward  an 
understanding  of  the  pathophysiology  of 
coronary  arterial  occlusion.  It  remained  for 
Herrick19  in  1912  to  present  a classic  account 
of  coronary  thrombosis.  In  this  he  demon- 
strated a clear  understanding  of  the  entity, 
pointing  out  the  sequelae  and  clinical 
features  of  coronary  thrombosis.  More  im- 


216 


EPICS  OF  ANGINA — Sutton  and  Tomford 


March,  1971 


portantly,  he  emphasized  the  point  that 
coronary  obstruction  is  not  always  fatal. 
Herrick  demonstrated  that  angina  pectoris 
frequently  existed  sometime  prior  to  sud- 
den obstruction  of  the  coronary  artery. 

By  the  early  part  of  the  20th  Century  the 
literature  was  essentially  divided  by  the 
Coronarians  (those  who  felt  that  coronary 
artery  occlusion  caused  angina)  and  the 
Non-Coronarians,  who  attributed  angina  to 
a variety  of  causes  such  as  aortitis,  coro- 
naritis,  cardiac  dilation,  neuralgias  and  rec- 
ognized coronary  arterial  disease,  per  se,  as 
only  one  cause  of  angina  pectoris.5'745  It 
remained  for  Keefer  and  Resnik20  with  their 
epic  article  to  unite  angina  under  one 
etiologic  concept.  They  reviewed  the  litera- 
ture of  the  pathology  of  angina  pectoris 
emphasizing  the  physiologic  evidence  relat- 
ing coronary  blood  flow  to  diastolic  pressure 
and  myocardial  hypoxia  to  the  relationship 
of  coronary  flow  and  myocardial  oxygen 
need.  In  a critical  review  of  available  cases, 
anoxemia  of  the  myocardium,  absolute  or 
relative,  was  apparent  in  such  a high  num- 
ber that  the  accuracy  of  diagnosis  in  the 
remaining  few  seemed  open  to  question. 
They  summarized  physiologic  evidence 
relating  pain  to  muscle  ischemia  and  activ- 
ity (as  pointed  out  by  Burns  in  1809)  and 
concluded  that  angina  pectoris  as  described 
by  Heberden  had  but  one  cause,  anoxemia 
of  the  myocardium. 
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A LUMP  IN  THE  NECK:  A Case 
Report  of  Cervical  Metastasis 
From  Prostatic  Carcinoma  as  the 
Initial  Symptom 

Marvin  A.  Singleton,  M.D., 

John  C.  Turley,  M.D.,  and 

J.  A.  Grant,  M.D.,*  Memphis,  Tenn. 

One  of  the  most  interesting  and  perplex- 
ing diagnostic  problems  confronting 
clinicians  is  a lump  in  the  neck.  Nowhere 
in  the  body  are  the  possibilities  more 
varied  as  to  etiology,  histologic  appearance 
or  prognostic  importance  as  in  the  neck. 
The  implications  of  the  removal  of  the 
tumors  may  vary  from  mortality  or  compli- 
cated morbidity  following  a major  proce- 
dure to  a simple  excision  under  local 
anesthetic.  An  orderly  and  logical  course  of 
diagnostic  steps  must  be  undertaken  to  in- 
sure adequate  advice  and  a safe  course  of 
action,  dependent  on  a complete  knowledge 
of  the  various  possibilities  involved. 

The  purpose  of  this  paper  is  three-fold: 

(1)  to  illustrate  the  logical  steps  taken  in 
diagnosing  enlargement  of  a cervical  node; 

(2)  to  reiterate  again  the  advantages  of  a 
thorough,  routine  history  and  physical 
examination  as  the  key  to  diagnosis;  and 

(3)  to  present  a case  report  in  which  a 
supraclavicular  mass  presented  as  the 
initial  symptom  of  carcinoma  of  the  pros- 
tate, the  eleventh  such  case  reported  in 
the  literature. 

In  1944,  Martin  and  Morfit1  wrote  what 
has  become  the  classic  reference  for  diag- 
nosis of  the  initially  presenting  “lump  in 
the  neck.”  Other  articles  more  recently 
detailing  the  orderly  workup  of  the  initial 
neck  mass  have  been  written  by  Slaughter,2 
Beahrs,3  Braasch,4  Jesse,5  Conley,6  Farrior,7 
Shaw8  and  Cady.9  Although  a discussion  of 
the  steps  used  in  the  diagnosis  of  the 
cervical  mass  is  not  within  the  scope  of 
this  paper,  we  think  the  diagnostic  steps 
reviewed  in  our  case  report  are  the 
preferable  steps  one  should  take. 

In  1848,  Rudolph  Virchow  first  described 

*From  the  Department  of  Otolaryngology  and 
Maxillofacial  Surgery,  The  University  of  Ten- 
nessee College  of  Medicine,  Memphis,  Tenn. 
38104. 


the  physical  sign  which  bears  his  name. 
He  showed  that  tumors  originating  in  the 
abdominal  viscera  could  metastasize  to  the 
lower  cervical  lymph  nodes.  Although 
metastasis  of  abdominal  tumors  to  the 
supraclavicular  nodes  is  relatively  uncom- 
mon, the  mechanism  of  spread  has  been 
clearly  documented,  most  recently  by 
Negus,  Edwards  and  Kinmouth.10  In  an- 
other excellent  review  article,  Arduino11 
also  reviews  the  various  mechanisms  of 
spread. 

Reports  of  metastasis  to  a supraclavicular 
lymph  node  as  the  primary  symptom  of 
patients  found  later  to  have  carcinoma  of 
the  prostate  are  rare.  In  reviewing  the 
literature,  Brennaas12  in  1961,  was  able 
to  add  one  case  to  3 cases  previously  re- 
ported. Dick13  in  1962,  presented  an  addi- 
tional case.  More  recently  from  the  Mayo 
Clinic,  Warren  and  Furlow14  surveyed  ap- 
proximately 6,000  patients  with  carcinoma 
of  the  prostate  and  found  24  patients 
about  (0.4%)  had  had  metastatic  supra- 
clavicular lymph  nodes.  Five  patients 
(about  0.08%)  reported  the  neck  mass  as 
their  initial  symptom. 

Case  Report 

This  77  year  old  Negro  was  referred  to  the 
ENT  Clinic,  Methodist  Hospital  with  a 3cm  by 
3cm  left  supraclavicular  mass  of  3 months  dura- 
tion. It  was  a slowly  enlarging  mass  without 
associated  tenderness.  Some  dysphagia,  hoarse- 
ness, and  otalgia  on  the  left.  Stopped  smoking 
10  years  prior  to  admission.  Chews  tobacco  and 
uses  a small  amount  of  alcohol.  Weight  loss  from 
130  pounds  to  112  pounds  in  the  year  prior  to 
admission.  Some  intermittent  back  pain. 

Past  History 
Hospitalizations: 

1907  Left  leg  amputated  as  a result  of 
accident 

1-31-48  Fx’d  left  ribs  with  pneumothorax 
4-19-62  Empyema  right  lung,  Hemolytic 
Staph,  pneumonia,  Op:  thora- 

cotomy, thoracentesis,  rib  resection 

In  1962,  the  patient  related  some  difficulty 
starting  urination.  He  was  found  to  have  a grade 
II,  benign  prostatic  hypertrophy,  and  described 
as  smooth,  firm  and  symmetrical. 

On  7-20-70,  the  patient  was  admitted  to  the 
Methodist  Hospital  for  evaluation  of  the  neck 
mass.  He  gave  a history  on  admission  after  re- 
peated questioning  of  nocturia  x 10  for  the  last 
two  years  prior  to  admission,  a decrease  in  uri- 
nary stream,  stoppage  of  urine  stream  and  in- 
complete voiding  sensation.  No  history  of  ure- 
thral discharges  or  strictures.  Denied  past  pros- 
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tate  infections,  past  urinary  tract  infections, 
hematuria,  pyuria  or  stones. 

On  examination  he  was  found  to  have  3cm  x 
3cm  left  supraclavicular  mass  at  the  posterior 
border  of  the  SCM  muscle,  slightly  mobile  but 
fixed  on  the  deep  surfaces  with  firm  consistency. 
Slight  decrease  in  hearing  acurity  on  the  left, 
neurosensory  in  type.  Some  hoarseness  present. 
Some  shortness  of  breath  and  dyspnea  on  exer- 
tion. The  thyroid  gland  was  not  palpable.  The 
skin  texture  was  normal  for  age.  A firm  to  hard, 
fixed  prostate  gland  with  right  lobe  enlargement 
was  found.  Otherwise,  no  positive  physical  find- 
ings were  present. 

Laboratory  Findings 

Abnormal  values  for  the  following  were  found: 
BUN,  acid  and  alkaline  phosphatase,  uric  acid, 
LDH,  and  SGOT 

ECG — Abnormal  tracing  with  first  degree  A- 
V block.  Complete  RBBB. 

X-rays — 

Chest:  Prominence  of  right  hilar  area,  gen- 
eralized emphysema  and  fibrosis  with 
pleural  thickening  over  the  right  apex. 

Upper  G.  I.:  Gastroesophageal  reflex,  other- 
wise normal. 

B.E.:  Colon  diverticulosis,  otherwise  normal. 

Excretory  urogram:  Bilateral  obstructive 

uropathy  with  bilateral  hydronephrosis. 

Operative  Findings 

Panendoscopic  examination — negative  as  were 
the  bronchial  washings  for  cytology. 

Aspiration  biopsy  of  neck  mass  was  highly 
suspicious  for  adenocarcinoma  of  prostate.  (Figs. 
1 and  2) 

Adenocarcinoma  of  the  prostate,  well  differ- 
entiated invasive  tumor.  (Figs.  3 and  4) 

The  patient  has  been  treated  with  TACE,  12 
mg  bid,  with  reduction  of  neck  mass  by  75% 
and  improvement  of  systemic  symptoms.  (Fig. 
5) 

Discussion 

About  80%  of  palpable  neck  masses  are 
malignant  excluding  benign  thyroid  en- 
largements. After  the  fifth  decade,  90%  are 
of  metastatic  origin.1  About  25%  depending 


Fig.  1.  Cytologic  smear  from  aspiration  biopsy 
of  neck  mass  (x400) 


Fig.  2.  Cell  block  from  aspiration  biopsy  of  neck 
mass  (x400) 


Fig.  3.  Prostate  gland  showing  typical  adeno- 
carcinoma (xlOO) 


Fig.  4.  High  power,  prostate  gland  showing  typi- 
cal adenocarcinoma  (x400) 


on  which  series  one  reads,  are  from  below 
the  clavicle  and  intraabdominal  malignacies. 
An  enlarged  cervical  lymph  node  as  the  first 
symptom  of  cancer  carries  a poor  prognosis 
because  of  an  implied  high  degree  of 
malignancy  and  decreased  host  resistance; 
it  must  be  considered  as  only  one  focus  of 
widespread  metastatic  spread  throughout 
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Fig.  5.  Area  and  size  of  neck  mass  after  two 
weeks  oral  medication 


the  lymphatic  system  when  the  primary 
tumor  is  beneath  the  clavicle. 

The  high  incidence  of  carcinoma  of  the 
prostate  is  well  known.  It  is  probably 
conservative  to  state  that  cancer  of  the 
prostate  exists  in  15  to  20%  of  all  males 
over  50  years  of  age.12  A thorough  and  com- 
plete physical  examination,  including  dig- 
ital rectal  palpation  of  the  prostate  and,  if 
indicated,  appropriate  biopsy  of  suspected 
prostatic  lesions  must  be  employed  to  afford 
the  correct  diagnosis  and  proper  treatment. 

As  illustrated  in  our  case  report,  we 
believe  one  should  use  a good  history, 
physical  and  x-ray  examinations,  serum 
electrolyte  determinations  and  repeated 
endoscopic  examinations  before  biopsy. 
(Table  I)  If  the  primary  lesion  is  still 
unknown,  the  aspiration  biopsy  of  a cervical 
mass  in  an  area  that  can  be  excised  later  is 
the  best  and  oncologically  correct  proce- 
dure. Some  surgeons,  such  as  Cocke,15  a 
leading  head  and  neck  oncologist,  uses  the 
aspiration  biopsy  early  if  the  primary  lesion 
is  not  found  initially.  It  is  an  easy  office 
procedure  with  little  discomfort  and  cost 


Table  I 

Study  of  Unilateral  Neck  Mass  in  an  Adult 

History  and  physical  examination 

Repeated  indirect  examinations 

Repeated  direct  examination  of  nasopharynx, 
oral  cavity,  hypopharynx  with  selective  bi- 
opsies 

Serum  chemistries  i.  e.  acid  and  alkaline  phos- 
phatase 

X-ray  studies,  i.  e.  chest,  soft  tissue  of  neck, 
bone  survey,  IVP,  contrast  studies  of  ali- 
mentary tract 

Aspiration  biopsy 

to  the  patient.  Open  biopsy  is  only  men- 
tioned to  condemn  its  early  use  and  only  to 
be  used  as  the  last  resort  in  making  a 
diagnosis. 

Summary 

(1)  A short  review  of  the  diagnosis  of  a 
lump  in  the  neck  has  been  presented. 

(2)  The  importance  of  a good  physical 
examination  has  been  illustrated  in  diagnos- 
ing a neck  mass  of  unusual  origin. 

(3)  A case  of  carcinoma  of  the  prostate 
presenting  as  a neck  mass  as  the  initial 
symptom  is  added  to  the  ten  cases  previ- 
ously described. 

Chlorotrianisene — TACE  (Wm.  S.  Merrell 
Co.) 
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St.  Thomas  Hospital* 

(1)  Parathyroid  cysts  within  the 
thyroid  gland 

(2)  Total  parenteral  alimentation 

DR.  ROLLIN  A.  DANIEL,  JR.:  A case 
report  illustrating  the  first  subject  to  be 
discussed  will  be  presented  by  Dr.  Cathryn 
Corral. 

DR.  CATHRYN  CORRAL:  Present  illness. 

This,  a 69  year  old  white  woman  was  well  until 
2 weeks  prior  to  admission  when  she  developed 
a “sore  throat”  accompanied  by  cough,  soreness 
in  her  chest,  fever  and  nervousness.  She  was 
treated  for  acute  tonsillitis  with  antibiotics. 
During  this  episode  a painful  swelling  appeared 
in  the  middle  of  her  neck  anteriorly.  After  the 
acute  symptoms  subsided  the  mass  remained. 
Since  then  she  has  had  a feeling  of  fullness  in 
her  throat  with  swallowing  and  her  private 
physician  diagnosed  the  mass  as  a goiter. 

The  patient  states  that  she  has  always  been 
nervous.  There  is  no  history  of  weight  loss, 
hypertension  or  seizures.  Her  only  operations 
had  been  incision  and  drainage  of  a lacrimal  duct 
abscess  30  years  previously.  She  has  taken  digi- 
talis for  the  last  10  years;  also  vitamin  capsules 
and  a “pill  for  circulation.” 

Physical  Examination.  T was  98,  P 70,  R 18, 
BP  120/70,  Ht  5'2",  Wt  115  lbs.  She  was  an 
alert  69  year  old  woman  in  no  distress.  The 
oropharynx  showed  no  evidence  of  inflammation 
or  swelling.  No  lymphadenopathy  was  noted. 
There  was  a firm  cystic  mass  2 to  3 cm  in  diam- 
eter overlying  the  trachea  which  appeared  to  be 
part  of  the  thyroid  gland  and  strongly  trans- 
mitted the  carotid  pulse.  Examination  otherwise 
revealed  no  abnormalities. 

Laboratory  Data.  Complete  blood  counts, 
urinalysis  and  serology  were  within  normal 
limits.  Chest  film  and  upper  G-I  series  were 
normal;  thyroid  scan  was  normal.  An  EKG 
revealed  sinus  bradycardia,  SMA  revealed  no 
abnormalities  except  the  SGOT  which  was  80. 
Admission  calcium  was  9.7  mg  per  100  ml  and 
phosphorus  3.5  mg  per  100  ml.  Five  days  post- 
operative the  calcium  was  8.9  mg  per  100  ml 
and  phosphorus  4.0  mg  per  100  ml.  The  24 
hour  RAI  uptake  was  16.5%  (normal  15%  to 
40%). 

Hospital  course.  The  patient  was  taken  to  the 
operating  room  where  the  initial  impression  was 
hemorrhagic  cyst  of  the  lower  pole  of  the  left 
lobe  of  the  thyroid.  The  cyst  was  larger  than 


*From  the  Department  of  Surgery,  St.  Thomas 
Hospital,  Nashville,  Tenn.  37203. 


originally  thought,  4 cm  in  diameter.  A total 
left  lobectomy  of  the  thyroid  was  done  without 
difficulty.  The  patient  tolerated  the  procedure 
well.  The  postoperative  course  was  completely 
uneventful  with  rapid  resumption  of  normal 
activity.  Sutures  were  removed  on  the  4th  day 
and  she  was  discharged  from  the  hospital  on 
the  6th  postoperative  day. 

Pathology  Report.  The  specimen  consisted  of 
thyroid  tissue  with  ruptured  cyst  wall.  The 
thyroid  tissue  demonstrated  the  changes  of 
chronic  thyroditis,  lymphocytic  type.  The  wall 
of  the  cyst  contained  an  abundant  amount  of 
parathyroid  tissue  of  the  clear  cell  type.  The 
pathologist  thought  the  parathyroid  cyst  repre- 
sented a cystic  parathyroid  adenoma. 

DR.  DANIEL:  Dr.  Delvaux  will  present 
the  pathologic  findings. 

DR.  THOMAS  C.  DELVAUX:  The  specimen 

consisted  of  thyroid  gland,  that  is,  the  lobe  of 
the  gland  which  contained  a rather  thin-walled 
cyst  beneath  its  capsule.  The  thyroid  tissue  itself 
was  not  abnormal  in  appearance  and  the  wall 
of  the  cyst  was  smooth.  Here  you  see  the  micro- 
scopic sections,  lymphocytes  are  scattered 
throughout  the  thyroid  tissue,  though  there  is 
some  evidence  of  chronic  thyroiditis.  This  is  a 
section  of  the  cyst  wall  and  you  will  see  that 
the  cyst  wall  is  lined  by  clear  cells  with  clearly 
defined  boundaries,  distinct  nuclei  that  have  the 
appearance  of  parathyroid  cells.  These  cells  ap- 
pear to  be  layered  in  some  areas  upon  the  inner 
wall  of  the  cyst.  They  appear  essentially  normal 
to  us.  Certainly,  at  no  point  is  there  evidence 
of  any  malignant  change  and  there  is  much 
parathyroid  tissue  present  within  the  inner  wall 
of  the  cyst.  It  is  our  thought  that,  although  it  is 
unusual,  this  represents  a parathyroid  adenoma 
which  has  undergone  cystic  degeneration. 

The  same  picture  was  present  in  a speci- 
men removed  a few  months  ago  from  an- 
other patient  operated  upon  by  Dr.  Daniel. 
It  was  my  understanding  that  no  abnormal 
chemical  changes  were  noted  either  before 
or  after  operation. 

DR.  CORRAL:  I have  been  able  to  find 
58  reported  cases  similar  to  this  in  the 
world  literature  through  1966.  Gross  de- 
scriptions of  the  cysts  revealed  that  they 
were  thin-walled  and  contained  consider- 
able parathyroid  tissue  about  the  inner 
lining  of  the  wall  of  the  cyst.  They  were 
located  for  the  most  part  near  the  lower 
poles  of  the  thyroid  gland.  In  none  of  the 
cases  was  there  any  apparent  correlation 
between  the  presence  of  the  cyst  and  ab- 
normal physiologic  function  of  the  para- 
thyroid glands.  There  are  several  theories 
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in  regard  to  the  origin  of  these  cysts.  The 
most  popular  is  that  they  represent  rem- 
nants of  the  third  or  fourth  branchial  clefts. 
Another  is  that  they  represent  cystic  de- 
generation of  parathyroid  adenomas.  This 
origin  is  suggested  for  the  cases  reported 
here.  In  the  reported  cases  the  predomi- 
nance was  in  women  and  most  of  the  pa- 
tients were  in  their  fourth  and  fifth  decades. 

DR.  DANIEL:  Dr.  Nelson  will  you  con- 
tinue this  discussion. 

DR.  ARMISTEAD  NELSON:  Dr.  Corral’s 
discussion  has  been  informative.  I would 
like  to  say  that  preoperatively,  I did  not 
suspect  that  I was  dealing  with  a cyst. 
The  cyst  was  under  great  tension  and  I 
thought  this  was  some  sort  of  solid  thyroid 
tumor.  Dr.  Daniel  has  informed  me  that 
he  was  under  the  same  impression  as  re- 
gards the  patient  he  operated  upon.  I think 
it  might  be  surprising  also  that  the  radio- 
active scan  failed  to  show  the  presence  of 
this  mass  which  obviously  could  not  have 
taken  up  the  isotope.  Had  the  radiologist 
who  reported  this  actually  examined  the 
patient,  his  report  might  have  been  in- 
fluenced by  the  physicial  examination.  It  is 
interesting  that  in  none  of  the  reported 
cases  have  there  been  physiologic  or  chemi- 
cal changes  compatible  with  hyperparathy- 
roidism; this  leads  one  to  wonder  whether 
or  not  parathyroid  adenomas  found  at  the 
time  of  thyroidectomy,  and  which  were  not 
suspected  preoperatively,  might  be  func- 
tional. In  a report  from  the  Mayo  Clinic 
in  1960,  20  such  cases  were  found  and  re- 
viewed. On  the  basis  of  postoperative  cal- 
cium and  phosphorus  studies  and  clinical 
follow-up,  including  radiographic  studies, 
the  conclusion  was  reached  that  in  7 pa- 
tients parathyroid  adenomas  might  have 
been  and  probably  were  functional. 

DR.  DANIEL:  Thank  you,  Dr.  Nelson. 

Unless  there  are  some  very  pertinent  points 
to  be  made,  I should  like  to  proceed  with 
the  next  subject  to  be  discussed.  This  sub- 
ject, “Total  Parenteral  Alimentation”  will 
be  presented  by  Dr.  Foronda. 

DR.  ARMANDO  FORONDA:  Total  pa- 

renteral alimentation  (TPA)  was  first  used 
clinically  in  this  hospital  the  first  part  of 
May  of  this  year  in  a patient  who  under- 


went right  hepatic  lobectomy  following 
traumatic  rupture  of  the  liver.  Postopera- 
tively  the  patient  was  maintained  on  intra- 
venous dextrose  solution  and  vitamins  as 
well  as  several  blood  transfusions.  He  lost 
much  weight.  During  the  subsequent  2 
weeks  the  patient  showed  much  improve- 
ment with  weight  gain  and  ultimately  he 
recovered  fully.  During  this  initial  venture, 
we  were  guided  by  frequent  communica- 
tions with  Dr.  Harold  Sandstead  of  Vander- 
bilt University.  Since  then,  we  have  used 
total  parenteral  alimentation  on  more  than 
30  patients.  In  all  instances,  the  feeding 
was  given  to  patients  who  were  seriously 
ill  and  for  the  most  part  to  patients  who 
had  major  surgery,  such  as  total  gastrec- 
tomy, esophagectomy  and  choledochocu- 
taneous  fistula. 

An  illustrative  case  was  a 59  year  old  white 
man  admitted  to  the  Medical  Service  at  the 
St.  Thomas  Hospital  with  fever  thought  to  be  due 
to  acute  cholecystitis  with  cholelithiasis,  but  fol- 
lowing admission  he  was  found  to  have  gram- 
negative septicemia.  He  was  treated  aggressively 
by  the  Medical  Service  for  approximately  10 
days  with  very  good  response  and  on  July  8, 
1970  he  was  operated  upon.  Cholecystectomy 
with  closure  of  a cholecystojejunal  fistula,  ex- 
ploration of  the  common  bile  duct,  and  the 
insertion  of  a T-tube  in  the  common  bile  duct 
was  done.  His  postoperative  course  was  very 
stormy  and  was  associated  with  high  fever  and 
jaundice  which  was  first  noticed  about  a week 
after  operation;  his  jaundice  increased  in  in- 
tensity. The  T-tube  was  removed,  probably 
prematurely,  about  2 weeks  after  operation;  he 
then  drained  copious  amounts  of  bile  continu- 
ously from  a choledochocutaneous  fistula.  Al- 
though the  serum  bilirubin  dropped  somewhat, 
it  remained  elevated.  He  had  marked  loss  of 
weight  and  appetite.  One  month  after  operation 
total  parenteral  alimentation  was  started  and 
continued  for  10  days.  Improvement  was  so 
dramatic  that  at  the  end  of  10  days  he  had 
gained  four  pounds  and  had  regained  his  ap- 
petite. Furthermore,  the  jaundice  cleared  and 
the  fistula  closed  so  that  he  was  draining  only 
small  amounts  of  bile  through  the  fistula.  He 
continued  to  improve  and  was  discharged  well 
from  the  hospital. 

DR.  DANIEL:  This  subject  will  be  dis- 
cussed for  us  by  Dr.  Harold  Sandstead,  As- 
sociate Professor  of  Medicine  and  Biochem- 
istry at  Vanderbilt  University  who  is  an 
authority  on  this  subject. 

DR.  HAROLD  SANDSTEAD:  Dr.  Daniel, 
members  of  the  Surgical  Staff,  it  is  a plea- 
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sure  to  be  here.  I must  say,  first,  that  your 
experience  with  TPA  is  somewhat  more  ex- 
tensive than  that  of  the  Surgical  Service  at 
Vanderbilt.  It  appears  that  members  of  the 
Surgical  Service  of  the  St.  Thomas  Hospital 
have  been  more  aggressive  in  the  use  of  this 
procedure  than  we  at  Vanderbilt,  since  the 
number  of  cases  so  treated  is  larger.  I be- 
lieve the  reasons  for  the  use  of  total  paren- 
teral alimentation  are  obvious  to  you.  We 
will  run  through  these  principles  which  can 
be  applied  equally  well  to  patients  on  the 
Medical  Service.  TPA  is  obviously  admin- 
istered to  meet  the  energy  requirements  of 
seriously  ill  patients.  The  patient  starves  if 
he  does  not  get  the  groceries;  it  is  that 
simple. 

It  is  easy  to  calculate  the  average  require- 
ments for  the  average  adult  male  who  is  in 
the  hospital  without  a serious  illness.  We 
all  know,  too,  that  a patient  with  extensive 
trauma,  fever  and  stress,  the  nutritional  re- 
quirements are  greatly  increased.  Nitrogen 
loss  is  a reflection  of  stress.  In  the  past,  we 
have  accepted  the  principle  that  with 
serious  illness,  nitrogen  loss  is  obligatory. 
At  the  present  time,  we  know  that  this  is  no 
longer  true.  With  stress  the  requirements 
for  nutrition  are  greater.  It  was  shown  con- 
clusively on  the  Burn  Service  at  the  Brooke 
General  Hospital  in  1961  that  a patient  with 
40%  burn,  if  given  enough  groceries,  or 
food,  would  within  a period  of  about  7 days 
stop  being  in  a catabolic  state  and  be  put 
into  positive  nitrogen  balance.  They  found 
they  had  to  give  something  in  the  order  of 
3000  calories  per  meter  square  and  25  grams 
of  nitrogen  per  meter  square  to  accom- 
plish this.  That  is  a lot  when  you  remember 
that  protein  is  16%  nitrogen.  It  has  been 
shown  that  a patient  undergoing  an  un- 
complicated cholecystectomy  will  be  in 
negative  nitrogen  balance  for  an  average  of 
about  4 days,  that  with  a gastric  resection, 
the  patient  will  be  in  negative  balance  for 
about  10  days,  with  a pancreatectomy,  30 
days  and  so  on.  This  means  that  during 
those  periods  the  patient  is  starving.  What 
we  want  to  measure  is  metabolic  expendi- 
tures and  what  it  takes  to  pay  back  these 
expenditures.  In  severely  burned  patients, 
for  example,  the  energy  requirements  may 
increase  as  much  as  200%,  in  a patient  with 


multiple  fractures  150%.  If  the  patient  is 
fairly  young  and  very  well  nourished,  he 
has  a lot  to  live  on  and  this  may  be  okay. 
On  the  other  hand,  if  it  is  a little  old  lady, 
who  is  seriously  ill  and  has  been  starving 
for  6 months  before  hospitalization,  prob- 
lems may  occur.  When  she  undergoes  pro- 
cedures associated  with  great  stress,  she 
immediately  begins  to  have  troubles  with 
wound  healing,  increasing  morbidity  and 
even  an  increase  in  mortality  rates.  This 
applies,  of  course,  to  patients  who  are 
treated,  or  have  been  treated,  in  the  usual 
way  as  far  as  intravenous  fluids  with  vita- 
min supplements,  attempts  at  maintenance 
of  electrolyte  balance  and  so  on. 

The  intravenous  solution  we  use  in  total 
parenteral  alimentation  contains  no  fat  and 
the  nutriment  is  a mixture  of  dextrose  and 
amino  acids.  (Table  1)  We  are  now  using 
amino  acid  material  known  by  the  trade 
name  of  Fre Amine  made  in  Japan  since  it 
can  be  made  much  more  cheaply  there  and 


Table  I 

T.P.A. — 900  (Total  Parenteral  Alimentation  So- 
lution) 

Commonly  used  at 
Vanderbilt  University  Hospital 

One  liter  of  solution  contains: 

Calories  (from  250  gm 

Dextrose)  900 

Nitrogen  (from  FreAmine*)  ...  4 Gm 

Sodium  23.6  mEq 

Potassium  40  mEq 

Magnesium  5 mEq 

Chloride  35  mEq 

Acetate  51.6  mEq 

Zinc  Sulfate 2.5  mg 

One  liter  of  solution  will  also  provide  the  follow- 
ing vitamins: 

Ascorbic  acid  (C)  155  mg 

Vitamin  A 1100  units 

Vitamin  D 110  units 

Thiamine  Hcl  (B3)  5.5  mg 

Riboflavin  (B2)  1.1  mg 

Pyridoxine  Hcl  (B6)  1.65  mg 

Niacinamide  11  mg 

Panthenol  2.75  mg 

Vitamin  E 0.55  Int.  units 

Folic  acid  10  meg 

A daily  infusion  of  three  liters  will  provide: 

Calories  2700 

Nitrogen  12  Gm 

Sodium  70  mEq 

Potassium  120  mEq 

Magnesium  15  mEq 

Chloride  105  mEq 

Acetate  155  mEq 

*Brand  Amino  Mixture  (McGaw  Labs.) 
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is  sold  in  this  country  by  the  McGaw  Com- 
pany. The  material  that  you  are  using  here, 
is  protein  hydrolysate,  and  has  the  disad- 
vantage of  requiring  large  quantities  of 
liquid.  (Table  2)  The  amino  acid  we  are 
Table  2 

T.P.A. — (Total  Parenteral  Alimentation  Solution) 
Commonly  used  at 
St.  Thomas  Hospital 

1500  cc  bottle  contains: 

Amigen*  1000  cc 

Dextrose  50%  500  cc 

NaCI  30-50  mEq 

KCI  20-80  mEq 

MgS04  8 mEq 

ZnS04  5 mg  optional 

Ca  gluconate  200  mg 

MVI**  3-5  cc 

Folic  acid  200,  mg 

B12  50  mg 

Each  bottle  is  infused  over  12  hours  and  pro- 
vides: 

Calories  1200 

Nitrogen  6 gm  approx. 

* Brand  50%  casein  hydrolysate  in  50%  dextrose 
mixture  (Travenol) 

**Brand  multivitamin  mixture  (U.S.  vitamin) 
using  can  be  placed  in  a small  amount  of 
liquid.  We  make  this  up  to  deliver  about 
900  calories  per  liter  of  fluid  but  we  have 
increased  the  concentration  to  as  much  as 
1600  calaries  per  liter,  so  we  can  give  much 
smaller  amounts  of  fluid  intravenously.  We 
add  to  this  solution  about  70  milliequiva- 
lents  of  sodium.  This  can  be  handled  well, 
particularly  if  the  kidneys  are  normal.  If 
there  is  a large  amount  of  drainage,  we  in- 
crease the  sodium.  In  cases,  for  example, 
with  congestive  failure,  we  might  want  to 
decrease  it  and  so  these  solutions  must  be 
varied.  We  add  about  120  milliequivalents 
of  potassium.  When  the  patient  becomes 
anabolic  and  there  is  a movement  of  glucose 
and  potassium  into  the  cells  the  serum  po- 
tassium may  fall,  and  so  we  may  increase 
the  potassium  to  as  much  as  200  milliequiva- 
lents or  more  when  the  serum  potassium 
falls.  Of  course,  all  of  these  determinations 
should  be  made  at  regular  and  rather  fre- 
quent intervals.  We  also  add  magnesium 
and  we  know  now  that  this  is  extremely 
important.  We  usually  put  3 to  5 milli- 
equivalents as  a daily  requirement  but  if 
we  find  magnesium  levels  in  the  serum  are 
low,  we  may  increase  this  up  to  as  much  as 
15  milliequivalents  a day.  We  also  add 
small  amounts  of  zinc  sulfate  and  know  this 


is  important.  We  have  been  able  to  show, 
without  question,  that  this  is  an  important 
addition  to  these  solutions.  We  also  add  all 
of  the  vitamins  with  a preparation  known 
as  MVI.  Since  MVI  comes  in  10  cc  ampules 
in  the  beginning  I added  the  entire  ampule 
and  quickly  found  out  from  my  pharmacist 
that  I had  made  a mistake.  If  we  use  this 
much,  we  will  induce  poisoning  to  vitamins 
A and  D and  this  can  be  very  dangerous.  It 
is  important  that  only  3 cc  of  this  be  added 
to  the  solution.  In  addition,  about  300  meg 
of  folic  acid  and  3 meg  of  B-12  are  added. 

We  then  have  the  pharmacist  prepare  this 
solution  consisting  of  about  12.5  gm  of  nitro- 
gen and  no  fats,  but  carbohydrates  in  the 
form  of  dextrose  to  make  up  about  2700  to 
3000  calories  daily  and  this  is  given  through 
a catheter  placed  in  the  superior  vena  cava 
as  a continuous  drip.  This  is  a procedure 
which  has  passed  well  beyond  the  experi- 
mental stage.  It  is  a clinical  tool  which  is 
proven  and  which  is  extremely  useful.  The 
surgical  house  staff  here  since  last  spring 
have  been  applying  a procedure  which 
should  have  been  applied  twenty  or  thirty 
years  ago.  About  25  years  ago,  as  Dr.  Meng 
said  recently,  total  parenteral  alimentation 
was  carried  out  successfully  in  the  dog  and 
the  clinician  has  simply  been  slow  in  adapt- 
ing this  to  his  patient. 

As  regards  the  placement  of  the  catheter, 
this  should  be  through  a puncture  or  a tiny 
incision  in  the  neck  or  direct  puncture  into 
the  subclavian  vein  above  the  clavicle.  The 
catheter  is  then  threaded  into  the  superior 
vena  cava  and  its  position  should  in  all  of 
these  cases  be  confirmed  radiographically. 
It  has  been  found  that  if  the  catheter  is 
placed  anywhere  else,  in  the  arm  or  the 
groin,  for  example,  infection  almost  always 
occurs.  Now  it  is  obvious  that  the  placing 
of  the  catheter  should  be  done  in  a very 
meticulous  way,  the  site  of  entry  through 
the  skin  should  be  prepared  with  great  care 
just  as  one  would  for  a thoracotomy  or  other 
surgical  procedure.  During  the  time  is  is  in 
place,  the  dressing  should  be  changed  so 
the  wound  is  inspected  frequently  and  is 
kept  covered  with  an  antibiotic  jelly  and  a 
clean  dressing. 

I might  say  a word  about  the  preparation 
of  the  formula.  The  formula  is  prepared  in 
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the  pharmacy  by  the  pharmacist  in  a lam- 
inar flow  hood.  This  solution  is  an  ex- 
tremely fine  culture  medium.  Any  organism 
that  gets  in  the  solution  is  going  to  grow 
“like  crazy.”  To  avoid  this  everything  is 
done  in  a laminar  flow  hood.  The  prepara- 
tion by  the  pharmacist,  of  course,  is  done 
with  great  care  there  and  then  the  solution 
is  sterilized  by  putting  it  through  a miliphore 
filter.  The  solution  is  delivered  to  the  ward 
with  everything  in  it  and  it  is  given  just  as 
it  is  delivered.  It  is  simply  hung  up  and 
permitted  to  drip.  Nothing  is  added  to  the 
solution.  If  anything  is  added,  or  if  the  flow 
is  interrupted,  or  the  tubing  to  the  bottle 
opened  at  anytime  all  sorts  of  trash  may 
get  into  it  and  in  a short  period  of  time  one 
may  be  infusing  a culture  on  Pseudomonas, 
Staphylococcus,  or  something  else  as  bad. 

There  are  many  situations  in  which  this 
type  of  alimentation  is  extremely  useful. 
We  have  used  it  in  several  patients  with  far 
advanced  cancer  in  whom  we  wished  to  give 
cancer  chemotherapy.  A patient  who  is 
getting  5-fluorouracil  and  who  is  already 
cachectic  from  advanced  malignant  disease 
does  not  feel  like  sitting  down  to  a plate 
of  steak  and  eggs.  We  and  others  have 
shown  that  we  can  actually  put  weight  on 
these  people  and  can  bring  about  a return 
of  appetite  so  that  5-fluorouracil  and  other 
chemotherapeutic  agents  can  be  given  to 
such  patients.  Similarly,  patients  with  ex- 
tensive infection  who  have  lost  much  weight 
may  have  reversal  of  the  catabolic  state  to 
a point  where  extensive  surgical  procedures 
may  be  carried  out  safely  and  tissue  healing 
takes  place  in  a satisfactory  way.  Patients 
on  the  Medical  Service  are  being  treated 
also  but  the  medical  people  have  come  to 
this  more  slowly  than  the  surgeons.  The 
medical  people  are  far  more  guilty  than  the 
surgeons  in  not  recognizing  malnutrition. 
The  surgeons,  in  general,  are  accustomed  to 
seeing  catastrophe  happen  rapidly  and  they 
understand  it.  On  the  Medical  Service  peo- 
ple sort  of  melt  away  gradually  and  it  is 
hard  to  recognize  that  old  Dad  is  getting 
skinnier  and  skinnier.  It  is  only  when  a con- 
sultant comes  in  and  throws  his  hands  up 
and  says,  “What’s  happened?”  that  sud- 
denly people  realize  what  has  happened  to 
the  patient.  I would  say,  in  general,  that 


this  is  a very  useful  addition  to  your  arma- 
mentarium and  you  should  use  it  in  many, 
many  situations  as  has  been  so  well  demon- 
strated to  you  by  Dr.  Foronda. 

DR.  DANIEL:  Thank  you  so  much  Dr. 
Sandstead  for  this  discussion  which  I find 
very  exciting.  I have  been  rather  amazed 
to  see  the  extremely  rapid  improvement 
brought  about  by  total  parenteral  alimen- 
tation in  patients  in  this  institution  who 
were  extremely  ill  and  who  without  it,  at 
least  in  some  instances,  might  well  have 
died.  I am  not  aware  of  any  serious  compli- 
cations or  adverse  reactions  which  have 
occurred.  I believe  that  inflection  thus  far 
has  been  no  problem.  We  had  one  patient 
who  got  a rather  massive  pneumothorax  as 
a result  of  a needle  puncture  but  this  was 
recognized  and  promptly  treated  and  the 
patient  got  along  well.  We  had  another 
patient,  an  elderly  man,  who  a good  many 
years  ago  had  laryngectomy  for  carcinoma, 
and  then  about  six  years  ago  had  left  upper 
lobectomy  for  bronchogenic  carcinoma.  He 
subsequently  was  given  radiation  therapy 
and  about  3 years  later  developed  a large 
cavity  in  the  remaining  lobe  as  a result,  we 
believe,  of  radiation  necrosis.  Because  of 
recurring  hemorrhages,  it  was  necessary  to 
remove  the  remaining  lobe  on  the  left  side. 
Following  this,  he  developed  a bronchopleu- 
ral fistula  which  necessitated  drainage  and 
since  then  he  has  had  a tube  in  his  chest 
with  a bronchocutaneous  fistula.  Several 
weeks  ago,  he  entered  the  St.  Thomas  Hos- 
pital for  re-evaluation  and  was  given  TPA. 
He  promptly  went  into  pulmonary  edema 
and  we  found  that  we  were  unable  to  give 
him  the  solution  any  faster  than  about  40 
cc  an  hour  because  of  his  pulmonary  in- 
sufficiency but  since  his  appetite  was  satis- 
factory and  he  had  been  eating  pretty  well 
anyway,  we  discontinued  the  attempt  at 
supplemental  feeding. 

Are  there  any  other  comments  or  ques- 
tions? 

DR.  GEORGE  E.  DUNCAN:  Can  this  be 
given  into  the  inferior  vena  cava,  Dr.  Sand- 
stead? 

DR.  SANDSTEAD:  If  the  catheter  is 
placed  anywhere  except  into  the  neck  di- 
rectly into  the  subclavian  vein,  we  nearly 
always  get  an  infection.  Certainly,  the  groin 
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is  the  worst  possible  place  we  could  place 
the  catheter  and  almost  always  when  this 
has  been  attempted  an  infection  results. 

DR.  DUNCAN:  Did  I understand  you  to 
say,  that  the  solution  contains  primarily 
amino  acids  and  not  glucose? 

DR.  SANDSTEAD:  No  sir,  the  glucose 
provides  the  calories.  The  protein  hydroly- 
sate which  you  are  using  here  provides  the 
protein.  This  is  in  a 5%  solution.  There  are 
then  50  grams  per  liter;  only  about  two- 
thirds  of  this  is  in  amino  acids.  The  remain- 
der being  peptides  which  are  lost  in  the 
urine.  This  means  that  to  provide  80  to  85 
gm  of  amino  acid  daily,  we  need  2 liters  of 
the  solution.  Furthermore,  if  you  are  using 
50%  glucose  and  wish  to  give  in  the  neigh- 
borhood of  3000  calories  a day,  it  would  be 
necessary  that  we  give  3000  cc  a day  and 
then  we  get  into  the  problem  of  water,  par- 
ticularly in  those  individuals  who  should 
not  be  overloaded  with  water.  Now,  that  is 
the  reason  I have  touched  on  a more  con- 
centrated solution,  say  up  to  1600  calories 
per  liter  and  using  this  amino  acid  prepara- 
tion which  will  soon  be  available  to  you, 
the  matter  of  limitation  of  intravenous  vol- 
ume will  be  made  much  simpler.  This  will 
allow  the  giving  of  3200  calories  a day  in  2 
liters  of  fluid  and  most  people  can  tolerate 
this. 

DR.  CHAMBLESS  JOHNSON:  With  the 
best  solutions  available,  we  still  have  to 
watch  the  blood  sugar  and  carefully,  do  we 
not? 

DR.  SANDSTEAD:  Yes.  We  put  all  pa- 
tients on  every  4 hour  around-the-clock  ex- 
amination for  urinary  sugar  and  use  a slid- 
ing scale  to  give  them  regular  insulin  in- 
tramuscularly. We  have  the  patient  void 
30  minutes  before  the  specimen  for  urine 
sugar  is  collected  so  that  we  really  know 
what  is  in  the  bladder.  Now,  an  elderly  de- 
bilitated patient  may  have  a diminished 
ability  to  make  adequate  insulin.  In  time, 
however,  as  patients  are  stimulated  with 
this  glucose  load,  they  begin  to  form  suf- 
ficient autogenous  insulin  and  eventually 
are  able  to  come  off  the  sliding  scale.  If  we 
are  dealing  with  a diabetic,  of  course,  we 
need  to  watch  him  with  constant  meticulous 
care;  it  is  tricky  and  we  can  get  into  trouble, 
not  only  from  a standpoint  of  the  sliding 


scale  insulin  dosage  but  also  potassium. 

DR.  PRAMOD  VASUDEO:  Do  you  have 
the  problem  that  we  have  here  with  our 
solution?  The  protein  in  the  serum  rises 
but  the  albumin  does  not. 

DR.  SANDSTEAD:  Probably  the  body 
has  priorities  about  where  it  is  going  to 
spend  its  amino  acids,  which  protein  it  is 
going  to  make  first.  We  have  had  to  add 
albumin  to  maintain  it  in  the  region  of  3 
mg  %.  If  the  albumin  is  maintained  around 
3,  plasma  volume  will  improve  and  renal 
perfusion  and  the  patient  will  just  do  better. 
However,  we  have  to  be  certain  the  pa- 
tient has  sufficient  calories  so  that  he  does 
not  burn  albumin. 

DR.  VASUDEO:  Our  formula  is  that  we 
have  one  gram  of  nitrogen  to  200  calories. 

DR.  SANDSTEAD:  Yes,  we  do  the  same 
thing.  The  only  thing  is  that  we  do  not 
want  to  wait  for  the  patient  to  make  his 
own  albumin. 

DR.  VASUDEO:  Very  well,  we  give 
enough  albumin  to  maintain  the  3 gram 
level  but  in  a couple  of  weeks,  we  find  that 
we  are  deficient  in  albumin  again. 

DR.  SANDSTEAD:  Yes,  we  see  the  same 
thing;  it  seems  to  go  down.  Maybe  we  are 
not  giving  enough  calories,  you  see.  Maybe 
12.5  gm  is  not  enough;  it  certainly  would 
not  be  in  burns;  we  know  we  need  25  gm  in 
a seriously  burned  patient. 

DR.  VASUDEO:  I do  not  think  in  your 
formula  that  I saw  calcium  gluconate.  Do 
you  think  the  patient  should  receive  calcium 
gluconate? 

DR.  SANDSTEAD:  If  we  find  a patient  in 
whom  the  calcium  levels  are  low  and  we 
think  he  needs  calcium,  we  add  calcium, 
say,  in  the  neighborhood  of  500  mg  daily. 
However,  in  most  patients  I do  not  believe 
this  is  necessary  and  we  have  the  pharma- 
cist add  enough  phosphate  to  go  along  with 
the  calcium.  I do  not  remember  the  formula 
now  but  one  has  got  to  be  very  careful 
about  this.  If  you  add  too  much  phosphate, 
there  will  be  precipitation;  in  other  words, 
stones  will  be  formed  with  the  formula  you 
are  giving  and  this  would  not  be  very  good. 
The  calcium  and  phosphorus  then  must  be 
in  exactly  the  right  proportions. 

DR.  DANIEL:  Are  there  any  other  ques- 
tions. If  not,  thank  you  again  Dr.  Sandstead. 
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National  health  insurance  promises  to  be 
one  of  the  most  pressing,  controversial,  and 
highly  publicized  issues  to  face  Congress 
during  1971  and  1972.  The  demand  for  legis- 
lation in  this  area  continues  to  grow  as 
evidenced  by  the  rush  of  bills,  speeches  and 
speculations  regarding  national  health  prob- 
lems. The  American  Medical  Association  is 
proposing  a voluntary  program  for  Federal 
financing  of  health  insurance  utilizing  tax 
credits  and  other  incentives  as  a means  of 
preserving  the  health  insurance  concept  of 
insuring  against  financial  loss  due  to  illness. 
The  new  “Medicredit”  legislation  was  intro- 
duced February  25th  by  Tennessee  Con- 
gressman Richard  Fulton,  and  Wyoming 
Senator  Clifford  Hansen.  Following  are  the 
highlights  and  pertinent  items  contained 
in  this  proposed  legislation: 

"HEALTH  CARE  INSURANCE  ASSISTANCE 
ACT  OF  1971"  (MEDICREDIT) 

A Proposal  for  Federal  Financing  of 
Voluntary  Health  Insurance 

Medicredit  provides:  (1)  For  the  financ- 

ing of  health  care  for  low  income  persons; 
and  (2)  through  tax  credits,  cash  incentives 
for  others  for  the  acquisition  of  compre- 
hensive health  insurance  coverage. 

It  includes  protection  against  the  ordi- 
nary and  catastrophic  expenses  of  illness. 

Federal  Contribution 

The  Government  would  pay  100%  of  the 
premium  for  low-income  beneficiaries  (an 
individual  and  his  dependents  whose  com- 
bined income  for  a taxable  year  would  not 
give  rise  to  any  income  tax  liability) . For 
others,  the  Government  would  provide 
scaled  participation  ranging  between  97.5% 
and  10%,  favoring  lower-income  persons,  in 
the  payment  of  premiums  for  basic  cov- 
erage, and  would  pay  in  full  the  premium 
for  catastrophic  expense  coverage.  A table 
of  allowable  percentages  for  related  income 
tax  liabilities  is  included  in  the  bill. 

The  extent  of  participation  would  be  de- 
termined with  reference  to  Federal  income 


tax  liability  of  an  individual  in  a particular 
year  (base  year) . A health  care  insurance 
policy,  qualified  under  this  program,  would 
run  for  a 12-month  period  beginning  in  the 
year  following  (benefit  year) . 

Health  Insurance  Certificates;  Income  Tax  Credits 

A beneficiary  eligible  for  full  payment  of 
premium  by  the  Federal  Government  would 
be  entitled  to  a certificate  acceptable  by 
carriers  for  health  care  insurance  for  him- 
self and  his  dependents.  Eligible  benefici- 
aries with  whom  the  Government  would 
be  sharing  the  cost  of  premium  could  elect 
between  a credit  against  income  tax  or  a 
certificate.  The  carrier,  as  defined  in  the 
bill,  would  present  certificates  received  in 
payment  of  premium  to  the  Federal  Gov- 
ernment for  redemption. 

Qualification  of  Participating  Carriers 

To  participate  in  the  plan,  a carrier  would 
have  to  qualify  under  state  law,  provide 
certain  basic  coverage,  make  coverage  avail- 
able without  pre-existing  health  conditions, 
and  guarantee  annual  renewal.  An  assigned 
risk  insurance  pool  among  carriers  would 
be  utilized  as  appropriate. 

Health  Insurance  Coverage 

A qualified  policy  would  offer  compre- 
hensive insurance  against  the  ordinary  and 
catastrophic  expenses  of  illness.  Basic  bene- 
fits in  a 12-month  policy  period  would  in- 
clude 60  days  of  inpatient  care  in  a hospital 
or  extended  care  facility  (but  any  two  days 
in  an  extended  care  facility  would  count  as 
one  of  the  60  days) . Other  basic  benefits 
would  provide  emergency  and  outpatient 
services  and  all  medical  services  provided 
by  doctors  of  medicine  or  osteopathy.  The 
catastrophic  expense  protection  would  pay 
incurred  expenses  for  benefits  in  excess  of 
the  basic  coverage. 

Deductibles 

A policy  purchased  under  this  program 
will  contain: 

(a)  Under  the  basic  coverage — a deduct- 
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ible  of  $50  per  hospital  stay,  and  20%  co- 
insurance  of  the  first  $500  of  medical  ex- 
pense and  on  the  first  $500  of  emergency 
or  outpatient  expenses;  and 

(b)  Under  the  catastrophic  illness  pro- 
visions— a corridor,  between  the  basic  cov- 
erage and  the  catastrophic  illness  coverage, 
of  expenses  to  be  incurred  by  the  benefi- 
ciaries before  payments  under  the  cata- 
strophic illness  provisions  would  begin.  The 
amount  of  the  corridor  would  be  based  on 
taxable  income  (that  is,  net  income  after  all 
tax  deductions  and  personal  exemptions) : 
10%  on  the  first  $4,000,  15%  on  the  next 
$3,000,  and  20%  thereafter. 

A family  of  four,  having  an  adjusted  gross 
income  of  $6,100,  would  have  a taxable  in- 
come (after  all  tax  deductions)  of  $2,900. 

* 


FREE  ENTERPRISE  IS  FOR  EVERYONE 

The  Communist  and  Socialist  movements  have 
never  lacked  idealists.  Even  back  in  the  mid- 
19th  Century  Karl  Mark  honestly  envisioned 
Communism-with-a-heart.  The  Fabian  Socialists 
in  Britain  during  the  early  1900’s  were  authentic 
people-lovers.  Why  have  their  dreams  never 
materialized? 

For  a very  simple  reason.  When  you  remove 
the  institution  of  individual  ownership  all  indi- 
viduals became  employees.  The  power  of  indi- 
vidual business  decisions  vanishes  and  all  must 
conform  to  a larger  plan.  The  larger  plan  re- 
quires conformity,  which  means  coercion.  It  can 
be  adjusted  only  by  the  assignment  of  work  and 
the  rigging  of  prices  unrelated,  first,  to  costs 
and,  inevitably,  to  efficiency. 

The  huge  bureaucracy  that  necessarily  results 
is  no  longer  audited  by  public  demand  and 
public  preference.  It  can’t  be.  The  plant  man- 
agement that  produces  the  cheaper  and  better 
widget  upsets  all  other  plan  managements.  To 
move  that  which  is  shoddy,  and  to  dampen  the 


Its  corridor  would  be  10%  of  $2,900,  or  $290. 

Health  Insurance  Advisory  Board 

A health  insurance  advisory  board  of 
eleven  members,  a majority  of  whom  shall 
be  practicing  physicians,  and  including  the 
secretary  of  HEW  and  the  Commissioner 
of  Internal  Revenue  and  other  persons 
qualified  by  virtue  of  education,  training, 
or  experience,  would  be  appointed  by  the 
President  with  Senate  consent.  The  Board 
would  establish  minimum  qualifications  for 
carriers,  and  in  consultation  with  carriers, 
providers  and  consumers  would  develop 
programs  designed  to  maintain  the  quality 
of  health  care  and  the  effective  utilization 
of  available  financial  resources,  health  man- 
power and  facilities.  It  would  report  an- 
nually to  the  President  and  Congress. 

* 


rush  for  quality,  prices  unrelated  to  production 
costs  must  be  imposed. 

The  American  businessman  supports  what  we 
call  “free  enterprise,”  first,  of  course,  because 
without  it  he  would  be  out  of  business. 

But  what  the  American  businessman  has,  per- 
haps, failed  to  emphasize  adequately  is  that  his 
fight  is  the  people’s  fight.  For  what  he  is  really 
battling  for  is  the  right  of  customer-option.  And 
the  extent  of  a man’s  freedom  is  judged  by  the 
number  of  his  options. 

The  idea  that  the  best  government  is  the  one 
that  tries  hardest  to  take  care  of  the  people 
has  some  sobering  limitations.  The  most  utterly- 
cared-for  people  are  those  who  live  in  peni- 
tentiaries. They  can  count  on  being  housed, 
clothed  and  fed. 

Free  enterprise  is  not  merely  business’s  bag. 
It’s  everybody’s  bag.  The  other  system  has  been 
through  half  a century  of  having  its  own  way. 
Read  what  its  founding  fathers  said  it  would  do, 
and  look  at  what  it  has  done. 

Communism-with-a-heart? 

Forget  it,  kids. — Jenkin  Lloyd  Jones,  Presi- 
dent, Chamber  of  Commerce  of  the  United  States. 


TMA  ANNUAL  MEETING  NEXT  MONTH  . . . Chattanooga,  April  14-17,  will  have 
something  interesting  and  informative  for  every  doctor.  Plan  to  attend 
and  participate.  THE  ANNUAL  MEETING  PROGRAM  IS  PUBLISHED  IN  A SPECIAL 
COLORED  SECTION  IN  THIS  ISSUE  OF  THE  TMA  JOURNAL.  Be  sure  and  note  the 
many  scientific  programs  and  special  events,  particularly  outstanding 
national  speakers,  excellent  entertainment  at  the  President's  Banquet 
including  the  U.T.  Singers,  and  the  dance  to  follow  the  banquet. 

*i» 

HEW  ORDERS  MEDICARE  PAYMENT  BASE  CHANGE  . . . Health,  Education  and 
Welfare  (HEW)  has  instructed  all  Medicare  carriers  to  change  the  "fee 
freeze"  and  update  their  customary  charge  levels  for  physician  services. 
Starting  January  1st,  some  Tennessee  physicians  will  have  found  that 
Medicare  is  paying  more  of  their  billed  charges  ...  Up  until  the  first 
of  this  year,  customary  charge  limits  have  been  frozen  at  the  amount 
being  allowed  on  December  31,  1968  . . • New  regulations  require  the 
carriers  to  base  the  new  limits  on  claims  presented  for  processing 
during  1969.  Thus,  any  physician  who  had  a fee  increase  in  1968,  or 
early  in  1969,  should  find  that  Medicare  is  paying  more  of  his  bill 
charge,  if  it  does  not  exceed  the  new  prevailing  charge  limit  • . • 

Where  the  Medicare  records  indicate  that  a physician  increased  his 
charge  during  1969,  his  new  customary  charge  will  be  established  at  the 
median  level  as  related  to  the  number  of  times  the  service  was  rendered 
at  the  different  fees. 

Upper  limit  on  the  NEW  customary  charge  payments  will  be  based  on 
the  75th  percentile  of  physician's  charges  in  a locality  . . . Referred 
to  as  "prevailing  charge  limits"  this  means  that  Medicare  will  base  its 
payment  on  the  full  charge  billed  by  a physician  if  that  charge  is  no 
higher  than  the  75th  percentile  of  the  customary  charges  made  by  all 
physicians  of  similar  training  in  the  locality  for  the  particular 
service  or  medical  procedure  • . . This  change  to  the  75th  percentile 
for  prevailing  charge  limits  will  be  a downward  change  for  Tennessee 
physicians.  During  the  "freeze"  in  effect  prior  to  January  1,  1971,  the 
prevailing  charge  limits  were  based  on  the  83rd  percentile  . . . 

While  HEW  was  instructing  its  carriers  to  update  their  customary  charge 
limits  for  Medicare,  no  such  change  has  been  authorized  in  connection 
with  the  Tennessee  Medicaid  program.  Consequently,  payments  in  1971 
will  continue  on  the  same  basis  as  payments  for  1970  in  the  state's 
Medicaid  program. 

Sft 

HOW  LONG  SHOULD  YOU  KEEP  YOUR  MEDICAL  RECORDS?  . . . AMA's  Legal 
Research  Department  suggests  that  medical  records  should  be  kept  as 
long  as  it  is  reasonably  practical  to  do  so,  a minimum  of  ten  years. 
Director  of  the  Department,  Richard  T.  Bergen,  further  suggests  that 
in  instances  in  which  results  were  unfortunate  or  had  serious  conse- 
quences, or  where  the  personality  of  the  patient  or  his  family  is  such 
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that  a future  claim  might  possibly  be  anticipated,  it  would  be  wise  to 
keep  the  records  indefinitely. 


sjc  He  * * * 

PHYSICIAN  POPULATION  334,044  IN  1970  . . . There  were  334,044  physicians 
in  the  United  States  at  the  end  of  1970 — a gain  of  9,102  over  1969 — the 
Center  for  Health  Services  Research  & Development  of  the  American 
Medical  Association  reports  • • . The  study,  which  will  appear  in  the 
1970  edition  of  Distribution  of  Physicians,  Hospitals  and  Hospital 
Beds  in  the  U.S.  (to  be  published  later  this  year),  reports  the 
increase  in  physicians  since  December  31,  1968,  is  17,012  . . • There 
were  278,535  physicians  in  patient  care  activities  as  of  last  December 
31;  270,737  in  1969;  and  261,722  in  1968  • . . Office-based  physicians 
in  1970,  the  report  noted,  totaled  192,439;  188,166  in  1969;  and 
184,614  in  1968  . • . Hospital-based  physicians  increased  from  77,108 
in  1968;  to  82,571  in  1969;  and  89,096  in  1970. 

•{*  5{c 

DOCTOR'S  BUSINESS-A  PRIVATE  PRACTITIONER'S  CHECK  LIST  OF  SELF  ASSESSMENT  . . . 

To  determine  whether  you  are  successful,  both  professionally  and 
personally,  you  should  be  able  to  make  emphatic,  affirmative  answers  to 
the  following  questions: 

• In  the  event  of  an  unforeseen  catastrophe,  are  your  personal 
financial  affairs  in  order? 

• Are  you  serving  your  patients  well,  and  for  usual,  customary  and 
reasonable  charges? 

• How  do  you  stack  up  as  an  administrator?  Can  your  techniques  be 
improved?  Can  your  office  be  more  efficient? 

• Is  there  anything  more  you  could  be  delegating  in  order  that  you  might 
have  more  time  to  devote  to  your  patients'  problems? 

• Are  you  keeping  up  with  your  reading  and  are  you  attending  medical 
society  meetings  to  keep  abreast  of  your  profession? 

• Are  you  using  the  patient-education  material? 

• Can  your  public  and  human  relations  be  improved  during  the  coming 
year? 

• Do  you  project  the  best  possible  image  for  yourself  and  for  your 
profession? 

Honest  answers  to  these  questions  could  make  1971  a more  successful 
and  satisfying  year  for  you. 

5$C  5J: 

NEWS  BRIEFS  . . . Dr.  John  H.  Burkhart  Knoxville,  an  AMA  Delegate  from 
Tennessee,  has  been  named  Chairman  of  AMA's  new  Committee  on  Health  Care 
of  the  Poor  ...  It  has  been  reported  that  Tennessee  Representative 
John  Duncan  of  the  Second  Congressional  District  has  been  appointed  to 
one  of  the  vacancies  on  the  House,  Ways  & Means  Committee.  He  is 
considered  a conservative  . . . Postal  rates  are  about  to  rise  again. 

New  U.S.  postal  services  are  asking  increase  including  a two  cent  boost 
for  first-class  mail  to  eight  cents,  and  corresponding  hikes  in  other 
rates  . . • New  draft  of  MDs,  first  in  more  than  a year,  to  fill  gap 
left  by  1,126  doctors  put  on  active  duty  in  1968  and  about  to  return  to 
civilian  status.  It  is  reported  too  few  MD  graduates  have  been 
volunteering  lately  • . .U.S.  Supreme  Court  has  upheld  Louisiana  law 
barring  chiropractors  from  practicing  in  that  state. 

*£*  •$»  5$;  5$C 

(MEDICREDIT)  HEALTH  CARE  INSURANCE  ASSISTANCE  ACT  OF  1971  . . .A  proposal 
for  Federal  financing  of  voluntary  health  insurance — (See  special  item 
in  this  issue  of  the  Journal.) 
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Hadley  Williams,  Assistant  Executive  Director 

COMPREHENSIVE  PLANNERS  HIT  CHIROPRACTIC  IN  ALABAMA  ...  The  Alabama 
Advisory  Council  for  Comprehensive  Health  Planning  recommended  that 
chiropractic  not  only  should  be  excluded  from  the  State’s  overall  health 
plan,  but  also  that  it  should  be  "considered  potentially  dangerous  to 
health,  should  be  discouraged,  and  eventually  eliminated  in  the  state." 
The  recommendation  was  approved  by  the  State  Committee  of  Public  Health 
at  its  January  meeting.  The  report  also  stated  that  "the  scope  and 
quality  of  chiropractic  education  do  not  prepare  the  practitioner  to 
make  an  adequate  diagnosis  and  provide  appropriate  treatment."  Only 
three  physicians  serve  on  the  29  man  Planning  Committee,  one  from  the 
medical  school,  one  member  of  the  Mental  Health  Board  and  one  State 
Health  Officer, 

* * * * * 

RURAL  HEALTH  CONFERENCE  SET  FOR  ATLANTA  ...  The  AMA’s  24th  National 
Conference  on  Rural  Health  will  be  held  March  25-26  at  Atlanta,  Georgia. 
Theme  for  the  meeting  will  be  "Community  Health  Programs  for  Tomorrow." 
Goals  for  the  conference  are:  (1)  to  discuss  effective  ways  for 
delivery  of  health  services  to  all  people  in  rural  areas ; (2)  to  assess 
the  effect  of  environmental  factors  on  health,  safety  and  well-being 
of  people  living  in  rural  areas;  (3)  to  develop  planning  methods  for 
community  organizations  for  health  services ; and  (4)  to  review  methods 
for  efficient  utilization  of  health  resources.  Dr,  Julian  C.  Lentz, 

Jr.  of  Maryville,  Tennessee  is  a member  of  the  AMA's  Council  on  Rural 
Health  and  will  preside  over  one  portion  of  the  conference. 

# # 5}:  % 

SSA  LOWERS  MEDICARE  PAYMENT  SCALE  ...  The  Social  Security  Administra- 
tion has  notified  all  carriers  and  fiscal  intermediaries  for  Part  B of 
the  Medicare  program  that  as  of  January  1,  1971  doctors  will  be  paid  no 
more  than  what  75%  of  their  local  colleagues  charge  for  the  same 
service  in  1969.  The  cut-off  point  in  the  past  has  been  the  83rd 
percentile,  based  on  1968  fees. 

U.T.  GRADS  RECEIVE  PROMOTIONS  ...  In  a rare  coincidence,  three  grad- 
uates of  the  University  of  Tennessee  College  of  Medicine  were  elevated 
to  the  rank  of  Major  General  in  the  U.S,  Army  Medical  Corps.  They  are: 
Spurgeon  Neel,  M.D.,  Deputy  Surgeon  General;  Carl  Hughes,  M.D.,  who  has 
been  acting  commander  of  the  Walter  Reed  Medical  Center;  and  Colin  F. 
Vorder  Bruegge,  M.D.,  newly  named  Commander  of  Walter  Reed. 

PATIENT  REACTION  TO  PHYSICIAN'S  ASSISTANTS  ...  A recent  survey  by 
Medical  Economics  regarding  patient  attitudes  toward  receiving  treatment 
by  paramedical  personnel  revealed  that  72%  indicated  they  would  have  no 
objection.  Only  17%  said  they  would  prefer  not  to  be  treated  by  aides. 

jjf  ^ 

WHO  SAID  IT  PAYS  TO  ADVERTISE?  ...  A recent  issue  of  the  Journal  of 
American  Family  Practice  reported  that  the  recent  advertising  campaign 


to  convince  people  to  use  seat  belts  may  be  one  of  advertising's 
biggest  flops.  Before  the  $51  million  campaign  started  in  1968,  63% 
of  all  car  owners  had  seat  belts  and  35%  claimed  to  be  using  them  all 
or  some  of  the  time.  By  July,  1969 — $51,509,034  ad  dollars  later — 65% 
had  seat  belts  in  their  cars  but  only  34%  were  using  them  all  or  some 
of  the  time.  During  that  same  period,  seat  belt  owners  who  used  their 
belts  little  or  not  at  all,  increased  from  39%  to  43%. 

NOT  ALL  "AMA#S"  REPRESENT  YOU  ...  The  initials  "AMA"  stands  for  26 
groups,  ranging  from  American  Medical  Association  to  American  Mistresses 
Association,  according  to  Paul  Spillner's  World  Guide  to  Abbreviations, 
a two-volume  book  listing  50,000  abbreviations  of  organizations. 

5>$C  5jC 

NEW  MEDICAL  SCHOOLS  OPEN  . . . Two  new  medical  schools  (The  University 
of  Massachusetts  Medical  School  in  Worchester  and  the  University  of 
Texas  Medical  School  in  Houston)  admitted  their  first  classes  to 
temporary  quarters  just  before  Christmas,  bringing  to  103  the  number  of 
U.S.  medical  schools.  During  the  current  year,  a record  12  new  schools 
are  expected  to  open.  Also  a record  is  the  number  of  first-year 
enrollments  of  11,100.  In  1969,  there  were  10,400  first  year  students. 
This  year's  total  anticipated  enrollment  is  40,706  and  if  that  figure 
holds  up,  it  will  be  the  first  time  total  enrollment  has  topped  40,000. 

i$C 

NUMBER  CLIMBS  FOR  AMA  PHYSICIAN'S  RECOGNITION  AWARD  ...  A total  of 
19,338  physicians  have  earned  the  AMA  Physician's  Recognition  Award  for 
participation  in  continuing  medical  education  at  the  end  of  1970. 

Those  qualifying  include  11,034  physicians  who  were  in  residency  train- 
ing when  they  applied  for  the  award  and  8,304  physicians  who  are  in 
private  practice. 

AMA  TO  SPONSOR  LONG-TERM  CARE  CONFERENCE  ...  The  AMA's  Subcommittee 
on  Aging  will  sponsor  its  second  Conference  on  Long-Term  Care,  April  25, 
1971  at  the  Drake  Hotel  in  Chicago.  More  than  350  health  professionals, 
including  200  physicians,  attended  the  first  conference  last  year. 

The  meeting  will  immediately  follow  the  annual  convention  of  the 
American  Geriatrics  Society.  Interested  physicians  should  write  the 
AMA  Department  of  Health  Care  Organization  for  additional  information 
regarding  the  conference. 

3jC  5}C 

NURSING  HOME  ASSOCIATION  DENOUNCE  MEDICARE  ...  The  American  Nursing 
Home  Association  has  withdrawn  its  official  support  of  the  Medicare 
Program  for  extended  care  and  urged  the  more  than  7,000  nursing  homes 
to  follow  suit.  The  action,  taken  at  the  mid-winter  meeting  of  the 
ANHA's  Board,  called  the  program  a ".  . . hoax  perpetrated  on  the 
elderly."  President  of  ANHA,  David  Mosher,  said:  "The  tragic  aspect  of 
the  Medicare  program  for  extended  care  is  that  the  Social  Security 
Administration  led  America's  senior  citizens  to  believe  that,  if  their 
physician  thought  it  necessary,  they  were  entitled  to  100  days  of 
extended  care  at  Government  expense.  Subsequent  rules  and  regulations 
issued  by  SSA  have  virtually  ruled  this  out." 

WE  TOLD  YOU  SO  . . . The  costs  of  both  Medicare  and  Medicaid  have  been 
ballooning,  and  are  now  far  beyond  the  original  estimates.  Cost  of  the 
Medicare  program,  expected  to  be  $2  to  $3  billion  a year,  has  now  zoomed 
to  $7.1  billion  and  is  expected  to  reach  $8.3  billion  this  year  and  $9 
billion  in  1972.  Annual  cost  of  Medicaid  has  now  reached  $9  billion. 
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Newly  Decorated 
for  Your  Pleasure  and  Enjoyment! 


C7Ze  Ctvzzn  95 


oom 


Finest  Food  in  Chattanooga  . . . Served  in 
elegant  manner.  Organ  music  Friday  and 
Saturday  nights  and  Sunday  noon. 


Sty*  (Ml*  $c  Sftromt 

Reasonably  priced  breakfast,  luncheon  and  dinner, 
nightly  entertainment,  prompt,  courteous  service. 


HEADQUARTERS  HOTEL 
for  the 

1971  ANNUAL  MEETING 
April  15-16-17 

Tennessee  Medical  Association 
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Special  Section 

SCIENTIFIC  PROGRAM 
OF  THE  136TH  ANNUAL  MEETING 
OF  THE 

TENNESSEE  MEDICAL 
ASSOCIATION 

General  Information 

The  official  program  contains  detailed  informa- 
tion on  the  1971  annual  meeting  of  the  Tennessee 
Medical  Association,  conducted  in  Chattanooga, 
Tennessee,  April  14-15-16-17,  1971. 

♦ Registration 

The  registration  desk  will  be  located  in  the 
East  Promenade  on  the  main  lobby  floor  of  the 
Read  House  Hotel  in  Chattanooga.  All  members, 
visiting  speakers,  interns,  residents,  exhibitors,  and 
guests  are  urged  to  register.  Admission  to  all 
meetings  and  sessions,  and  to  the  exhibits  is  by  a 
badge  secured  at  the  registration  desk.  THERE 
IS  NO  REGISTRATION  FEE. 

Programs  for  all  activities  during  the  Annual 
Meeting  are  available  at  the  registration  desk. 
Those  eligible  to  register  are:  Members  of  the 

Tennessee  Medical  Association;  physicians  from 
other  states  who  are  members  of  their  respective 
state  medical  associations;  residents,  interns,  med- 
ical students  and  guests. 

♦ Registration  Hours 

(All  times  are  Eastern 
Standard  Time) 

Wednesday,  April  14,  10:00  A.M. 

(Special  registration  for  mem- 
bers of  the  House  of  Delegates 
from  10:00  A.M.  to  5:00  P.M.) 
(Advance  registration  for  ex- 
hibitors and  early  arrivals  after 
4:00  P.M.) 

Thursday,  April  15  8:00  A.M.  to  5:00  P.M. 

Friday,  April  16  8:00  A.M.  to  5:00  P.M. 

Saturday,  April  17  8:00  A.M.  to  2:00  P.M. 

♦ Annual  Meeting  Headquarters 

Headquarters  are  located  in  the  Read  House 
Hotel  in  Chattanooga,  where  many  activities  are 
scheduled.  The  specialty  societies  will  conduct 
their  meetings  concurrently  with  TMA  in  Chatta- 
nooga. These  and  other  activities  will  be  con- 
ducted in  the  Read  House;  the  Patten  Hotel;  the 
Downtowner  Motor  Inn;  the  new  Blue  Cross-Blue 
Shield  Building,  and  in  the  Holiday  Inn  (Down- 
town). The  locations  where  specialty  societies 
are  meeting  outside  of  the  Read  House  are  listed 
in  this  program  under  the  “Days”  that  the  various 
societies  are  scheduled  to  meet.  The  Woman’s 
Auxiliary  activities  will  be  conducted  entirely  in 
the  Holiday  Inn-Downtown. 

♦ TMA  Headquarters  Offices 

The  TMA  headquarters  offices  will  be  located 
during  the  meeting  on  the  third  floor  of  the  Read 


House  Hotel.  The  room  numbers  for  the  head- 
quarters are  344-347-348-354. 

A member  of  the  staff  will  be  available  to  assist 
you  at  all  times.  Members  of  the  House  of  Dele- 
gates, Officers,  and  Reference  Committee  Chairmen 
can  secure  secretarial  help  when  needed.  Your 
headquarters  staff  is  available  to  assist  you  in  your 
needs. 

J.  E.  Ballentine,  Executive  Director 
L.  Hadley  Williams,  Assistant  Executive  Di- 
rector and  Public  Service  Director 
Hank  Holderfield,  Executive  Assistant 
John  Westenberger,  Executive  Assistant  and 
Field  Representative 

Miss  Linda  Bass,  Administrative  Secretary 
Mrs.  Carolyn  Sandlin,  Records  and  Book- 
keeping 

Mrs.  Janice  Hargis,  Secretary 
Mrs.  Judy  Poe,  Secretary 
Mrs.  Judy  Borum,  Secretary 

♦ President’s  Banquet  and  Social  Hour 

The  President’s  Banquet  will  be  preceded  by 
a Social  Hour  sponsored  by  the  Tennessee  Medical 
Association,  beginning  at  6:00  P.M.  on  Friday 
evening,  April  16,  in  the  Read  House  Hotel. 

The  BANQUET  will  follow  at  7:00  P.M.  in  the 
Read  House.  TICKETS  ARE  AVAILABLE  AT 
THE  REGISTRATION  DESK.  A limited  number 
can  be  accommodated.  GET  YOUR  TICKETS 
EARLY. 

♦ Communications — 

Emergency  Telephones 
Chattanooga  265-2239  and  265-2240 

(Area  Code  615) 

A blackboard  will  be  placed  in  a conspicuous 
location  on  the  mezzanine  floor  in  the  Read  House 
Hotel  where  doctors’  calls  will  be  listed.  PLEASE 
CHECK  OFTEN  WITH  THE  LISTINGS  ON 
THE  CALL  BOARD. 

♦ Specialty  Society  Luncheon  Tickets 

Tickets  to  specialty  society  banquets  and 
luncheons,  as  well  as  the  Woman’s  Auxiliary  af- 
fairs, can  be  obtained  from  Specialty  Societies 
respective  registration  desks.  PURCHASE  YOUR 
TICKETS  AT  THE  TIME  OF  REGISTRATION. 
The  number  that  can  be  accommodated  is  limited. 

♦ House  of  Delegates 

The  first  session  of  the  House  of  Delegates  will 
be  held  on  Wednesday  afternoon,  April  14,  be- 
ginning at  3:30  P.M.  in  the  Read  House  Hotel. 
The  second  session  will  be  held  on  Saturday,  April 
17,  beginning  at  9:00  A.M.  in  the  Read  House. 
Reference  Committees  will  meet  on  Thursday,  April 
15,  and  the  locations  of  the  meeting  rooms  are 
listed  below.  Any  TMA  member  may  appear  be- 
fore a reference  committee  to  testify  on  the  busi- 
ness before  the  House  of  Delegates. 

♦ Reference  Committee  Meeting  Rooms — 
House  of  Delegates 

Reference  Committee  on  Constitution 

and  By-Laws  Room  339 
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Reference  Committee  on  Outstanding 


Physician  of  the  Year Room  344 

Reference  Committee  (A)  Parlor  C 

Reference  Committee  (B)  Room  418 

(Motor  Inn) 

Reference  Committee  (C)  Room  352 

Reference  Committee  (D)  Parlor  E 


All  reference  committee  rooms  are  located  in 
the  Read  House  and  Motor  Inn.  Reference  com- 
mittees will  conduct  their  hearings  on  the  morning 
of  April  15. 

♦ General  TMA  Meetings 

The  general  program  presentations  at  the 
136th  annual  meeting  of  TMA  will  be  presented 
on  Friday  morning,  April  16.  (See  complete  pro- 
gram under  the  “days”  as  listed  herein.)  The 
specialty  societies  meeting  concurrently  with  the 
Tennessee  Medical  Association  will  conduct  their 
scientific  and  business  programs  on  April  15,  16 
and  17.  Please  note  the  program  listing  the 
scientific  meetings  of  all  specialty  societies  each 
day.  Every  member  registered  is  welcome  to  at- 
tend any  scientific  meeting  of  the  specialty  societies. 
Of  special  interest  will  be  presentations  of  impor- 
tance and  general  interest  by  guest  speakers  on 
Thursday,  Friday  and  Saturday,  April  15-17. 
Please  note  topics  and  outstanding  speakers  listed 
in  this  program. 

♦ Specialty  Societies 

Fifteen  specialty  societies  will  be  conducting 
their  meetings  concurrently  with  the  Tennessee 
Medical  Association  in  Chattanooga.  Scientific 
and  business  sessions  of  the  specialty  societies  will 
be  held  on  April  15-16-17.  SEE  DETAILS  IN 
THIS  PROGRAM  LISTED  UNDER  EACH  OF 
THE  ABOVE  DATES  AND  UNDER  “AN- 
NOUNCEMENTS.” 

♦ Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  TMA  will  conduct 
all  sessions  of  its  annual  meeting  at  the  Holiday 
Inn-Downtown,  Chattanooga.  The  registration 
desk  of  the  Auxiliary  will  be  located  in  the  Holiday 
Inn  and  all  committee  meetings,  board  meetings 
and  general  sessions  will  be  conducted  in  the 
designated  rooms  at  the  Holiday  Inn-Downtown. 

♦ Exhibit  Attendance  Prize 

To  encourage  greater  physician  participation 
in  the  exhibits,  the  exhibit  committee  continues  a 
feature  for  1971.  TMA  will  be  giving  away  to  a 
lucky  physician,  a RCA  Portable  Color  Television, 
as  an  Exhibit  Attendance  Prize.  To  qualify,  each 
registered  physician  is  required  to  visit  a minimum 
of  thirty  technical  exhibitors.  The  drawing  will 
be  held  Saturday  (April  17)  afternoon  at  1:00 
P.M.  Instructions  for  participating  will  be  given 
each  physician  at  the  time  of  registration. 

♦ Scientific  Exhibits 

There  will  be  scientific  exhibits  presented  by 
physicians.  These  will  also  be  located  on  the 
mezzanine  floor  of  the  Read  House  Hotel. 


♦ Technical  Exhibitors 

The  technical  exhibitors  will  be  located  on  the 
mezzanine  floor  and  in  the  exhibit  hall  of  the  Read 
House  Hotel.  They  may  be  visited  each  day  of 
the  Annual  Meeting  beginning  on  Thursday,  April 

15,  from  9:00  A.M.  until  5:00  P.M.— and  continued 
from  9:00  A.M.  until  5:00  P.M.  on  Friday,  April 

16.  The  exhibits  will  be  open  from  9:00  A.M.  until 
2:30  P.M.  on  Saturday,  April  17. 

The  exhibitors  are  an  important  part  of  the 
136th  Annual  Meeting  and  each  physician  is  urged 
to  spend  a part  of  his  time  visiting  and  inspecting 
the  products  and  services  of  the  exhibitors.  The 
exhibits  will  display  many  educational  features  of 
medical  supply  and  the  latest  developments  in 
scientific  undertaking.  Also,  many  exhibitors  will 
be  presenting  their  services  that  are  essential  to 
the  practice  of  the  physician.  Many  of  these 
services  will  be  important  to  you. 

TECHNICAL  EXHIBITORS 

The  newest  developments  in  phanmaceuticals, 
equipment  and  services  will  be  on  display,  with 
full  information  available  through  trained  and 
experienced  representatives. 

All  physicians  will  find  their  time  well  spent  in 
visiting  exhibits  and  keeping  abreast  of  what  is 
new  and  useful.  YOUR  ATTENDANCE  IS 
URGED,  for  your  benefit  as  well  as  for  an  expres- 
sion of  cooperation  with  our  exhibitors. 

ADVANCED  FINANCIAL  PLANNING  CORP. 

Nashville,  Tennessee  Booth  24 

AMERICAN  MEDICAL  FACILITIES  CORPORATION 
Bridgeton,  Missouri  Booth  36 

AMES  COMPANY,  INC. 

(Div.  of  Miles  Laboratories) 

Elkhart,  Indiana  Booth  14 

AYERST  LABORATORIES 

New  York,  New  York  Booth  33 

BLUE  CROSS-BLUE  SHIELD  OF  TENNESSEE 
Chattanooga,  Tennessee  Booth  39 

BRISTOL  LABORATORIES 

Syracuse,  New  York  Booth  41 

COCA-COLA  COMPANY 

Atlanta,  Georgia  Booth  16 

DePUY  MANUFACTURING  COMPANY 
Warsaw,  Indiana  Booth  22 

THE  DOYLE  PHARMACEUTICAL  COMPANY 

Minneapolis,  Minnesota  Booth  8 

EDISON  VOICEWRITER 

Nashville,  Tennessee  Booth  13 

ENCYCLOPAEDIA  BRITANNICA,  INC. 

Chicago,  Illinois  Booth  10 

EQUITABLE  LIFE  ASSURANCE  SOCIETY 
Nashville,  Tennessee  Booth  23 

EXERCYCLE  OF  MEMPHIS 

Memphis,  Tennessee  Booth  20 

FARRINGER  & COMPANY 

Nashville,  Tennessee  Booth  5 

FILLAUER  SURGICAL  SUPPLIES,  INC. 

Chattanooga,  Tennessee  Booth  29 
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FLINT  LABORATORIES 

Deerfield,  Illinois  Booth  15 

THE  HOWELL  COMPANY 

Chattanooga,  Tennessee  Booth  1 1 

IMPERIAL  FASHIONS 

Los  Angeles,  California  Booth  6 

INTRAV 

St.  Louis,  Missouri  Booth  34 

INVESTMENT  RETIREMENT  TRUST 
(Denby  Brandon  Company) 

Memphis,  Tennessee  Booth  30 

LEDERLE  LABORATORIES 

Pearl  River,  New  York  Booth  4 

ELI  LILLY  AND  COMPANY 

Indianapolis,  Indiana  Booth  37 

MEMPHIS  REGIONAL  MEDICAL  PROGRAM 
Memphis,  Tennessee  Booth  1 


MUTUAL  BENEFIT  LIFE  INSURANCE  COMPANY 


(Dunn-Lemly-Sizer) 

Nashville,  Tennessee  Booth  28 

NASHVILLE  SURGICAL  SUPPLY  COMPANY 
Nashville,  Tennessee  Booth  7 

PARKE,  DAVIS  & COMPANY 
Detroit,  Michigan  Booth  17 

W.  B.  SAUNDERS  COMPANY 

Philadelphia,  Pennsylvania  Booth  3 

SAFEGUARD  BUSINESS  SYSTEMS 
Lansdale,  Pennsylvania  Booth  9 

SCHERING  LABORATORIES 
Union,  New  Jersey  Booth  35 

SCHOLASTIC  SYSTEMS,  INC. 

Hackensack,  New  Jersey  Booth  46 


G.  D.  SEARLE  & COMPANY 
Chicago,  Illinois  Booth  38 

SMITH,  REED,  THOMPSON  & ELLIS  COMPANY 
Nashville,  Tennessee  Booth  27 

E.  R.  SQUIBB  & SONS,  INC. 

New  York,  New  York  Booth  44 


STUART  PHARMACEUTICALS 
Div.  of  Atlas  Chemical  Industries 

Pasadena,  California  Booth  43 

TENNESSEE  GUILD  OPTICIANS 
Nashville,  Tennessee  Booth  48 


TENNESSEE  MID-SOUTH  REGIONAL 
MEDICAL  PROGRAM 

Nashville,  Tennessee  Booths  18-19 

UNIVERSITY  OF  TENNESSEE  COLLEGE  OF  MEDICINE 
Div.  of  Continuing  Education  & Conferences 
Memphis,  Tennessee  Booth  2 

THE  UPJOHN  COMPANY 

Kalamazoo,  Michigan  Booth  21 

WARNER-CHILCOTT  LABORATORIES 
Morris  Plains,  New  Jersey  Booth  42 


VISIT  THE  EXHIBITS 

All  scientific  meetings  will  be  recessed  TWICE 
FOR  THIRTY  MINUTES  ON  EACH  DAY  to 
give  doctors  an  opportunity  to  visit  with  the 
exhibitors. 

Hank  Holderfield 
Exhibit  Manager 


Announcements 

SPECIAL  EVENTS 
AND 

FEATURES 

★ ★ ★ 

PRESIDENT’S  BANQUET 
READ  HOUSE  HOTEL 

FRIDAY,  APRIL  16-7:00  P.M. 

Social  Hour— 6:00  P.M. 

Sponsored  by  TMA 

Tom  E.  Nesbitt,  M.D.,  President, 
Presiding 

Introduction  of  President-Elect— 

John  H.  Saffold,  M.D. 

Special  Awards: 

Presenting  Tennessee’s  Outstanding  Physician  of 
the  Year— By:  R.  L.  DeSaussure,  M.D., 

Speaker  of  the  House  of  Delegates 
Presenting  the  Distinguished  Service  Award— 
By:  Wm.  T.  Satterfield,  Sr.,  M.D.,  Chairman, 
Board  of  Trustees 

Presenting  Health  Project  Contest  Winner— By: 
Morse  Kochtitzky,  M.D.,  Treasurer 
The  banquet  is  for  TMA  members,  their  wives 
and  guests.  Join  your  friends  in  dining  and 
dancing  to  the  music  of  Morris  Bales  and  his 
orchestra.  Entertainment  by  the  U.T.  Singers. 

★ ★ ★ 

Public  Health  Council 

The  meeting  of  the  Public  Health  Council  will 
be  held  in  the  Red  Room  of  the  Patten  Hotel  on 
Friday,  April  16.  The  meeting  begins  at  10:00 
A.M.  Members  of  the  Public  Health  Council  will 
be  advised  of  other  details  of  the  meeting. 

★ ★ ★ 

Please  Reserve  Luncheon  Tickets  Early 

A number  of  the  specialty  societies  meeting  with 
TMA  will  sponsor  luncheons  during  the  Annual 
Meeting. 

PLEASE  MAKE  RESERVATIONS  FOR 
LUNCHEONS  YOU  ARE  PLANNING  TO  AT- 
TEND. (These  should  be  made  with  the  secretary 
of  the  respective  specialty  society.) 

TENNESSEE  CHAPTER— 
AMERICAN  COLLEGE  OF 
SURGEONS 
Thursday,  April  15,  1971 
12:00  Noon 

COUNCIL  LUNCHEON 

Parlor  B Read  House  Hotel 

★ ★ ★ 

Color  TV— Prize 

Don’t  forget  to  obtain  your  instructions  and  card 
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to  be  punched  by  the  exhibitors  so  that  you  will 
have  a chance  on  the  drawing  for  the  portable 
color  television  to  be  given  away.  The  drawing 
will  be  held  Saturday  Afternoon,  April  17th.  Com- 
plete details  can  be  obtained  at  the  registration 
desk. 

★ ★ ★ 

TENNESSEE— TRAUMA  COMMITTEE 
AND  EMERGENCY  MEDICAL 
SERVICE  COMMITTEE 
SATURDAY,  APRIL  17,  1971 

9:00  A.M. 

LUNCHEON— 12:00  Noon 

Parlor  G Patten  Hotel 

★ ★ ★ 

MEDICINE  & RELIGION 
COMMITTEE  BREAKFAST 
Saturday,  April  17 

7:15  A.M. 

S & W Cafeteria 

Broad  Street  (Across  From  Read  House) 

The  speaker  will  be  Reverend  Bernard  Pen- 
nington, Chairman,  Pastoral  Care  and  Education 
Department,  Presbyterian-St.  Luke’s  Hospital, 
Chicago. 

★ ★ ★ 

Tennessee  Chapter — American 
College  of  Surgeons — Banquet 

The  Tennessee  Chapter  of  the  American  College 
of  Surgeons  will  conduct  their  Social  Hour  at  6:30 
P.M.,  and  the  banquet  at  7:30  P.M.  on  Thursday 
evening,  April  15  in  the  Silver  Ballroom  of  the 
Read  House  Hotel. 

TMA  MEMBERS  AND  THEIR  GUESTS  ARE 
INVITED  TO  ATTEND  THE  SOCIAL  HOUR 
AND  BANQUET. 

★ ★ ★ 

NOTICE 

(First  Session) 

HOUSE  OF  DELEGATES 
Wednesday,  April  14 
Read  House  Hotel 

3:30  P.M. 

★ ★ ★ 

NOTICE 

Scientific  Presentations 

The  scientific  presentations  of  all  of  the  specialty 
societies  meeting  concurrently  with  the  Tennessee 
Medical  Association,  are  open  to  all  physicians 
registered  at  the  Annual  Meeting.  Attend  the 
meeting  of  your  choice. 

Technical  Exhibits 

The  technical  exhibits  are  located  on  the  mez- 


zanine floor  and  in  the  exhibit  hall  of  the  Read 
House  Hotel.  They  are  open  daily  at  9:00  A.M. 

TMA  Board  of  Trustees  Meeting 

The  TMA  Board  of  Trustees  will  meet  in  Parlor 
A & B of  the  Read  House  Hotel  at  9:00  A.M.  on 
Sunday,  April  18. 

★ ★ ★ 

Woman’s  Auxiliary  to  the 
Tennessee  Medical  Association 

43rd  Annual  Convention 
April  15-17,  1971 
Holiday  Inn-Downtown 
Chattanooga 

The  Woman’s  Auxiliary  to  TMA  will  conduct  all 
sessions  of  its  annual  meeting  in  the  Holiday  Inn- 
Downtown  in  Chattanooga.  The  registration  desk 
will  be  located  in  the  lobby  of  the  motel  and  all 
general  sessions,  committee  meetings  and  board 
meetings  will  be  conducted  in  designated  rooms 
in  the  motel. 

Arts  and  Crafts  Exhibit 

The  Arts  and  Crafts  Exhibit  of  the  Woman’s 
Auxiliary  will  be  conducted  in  the  Holiday  Inn- 
Downtown,  Golden  Gateway  No.  4,  just  off  of 
lobby.  Arts  and  Crafts  will  be  accepted  Thursday, 
April  15  from  2:00  to  5:00  P.M.  and  on  Friday, 
April  16,  from  8:00  A.M.  to  12:00  Noon.  Doctors 
and  their  families  are  urged  to  participate  in  the 
exhibit. 

AMA-ERF  Gift  Shop 

In  connection  with  the  Arts  and  Crafts  Exhibit, 
there  will  be  a Gift  Shop  to  augment  Tennessee’s 
contribution  to  the  AMA-ERF  Fund.  Doctors,  do 
come  with  your  wives— or  if  alone,  come  purchase 
her  a gift  or  something  for  the  children.  You  will 
find  the  very  special  gift  to  take  home  from  Con- 
vention! The  Gift  Shop  will  be  in  Golden  Gateway 
No.  3 just  off  of  lobby. 

★ ★ ★ 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
BANQUET 

7:00  P.M. 

THURSDAY,  APRIL  15,  1971 

Lookout  Mountain  Room — 

Holiday  Inn-Downtown 

★ ★ ★ 

IMPACT  BREAKFAST 

FRIDAY,  APRIL  16,  1971 

8:00  A.M. 

Continental  Room,  Read  House 

★ ★ ★ 
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FLYING  PHYSICIAN’S  ASSOCIATION 
Saturday,  April  17 
12:00  Noon 
LUNCHEON 
Y.M.C.A.,  Chattanooga 

PROGRAM 

Thursday,  April  15, 1971 

SPECIALTY  SOCIETIES 

★ ★ ★ 

TENNESSEE  CHAPTER— 
AMERICAN  COLLEGE  OF 
SURGEONS 

AND 

TENNESSEE  THORACIC  SOCIETY 

12:00  NOON 

COUNCIL 

Luncheon  Meeting 

Parlor  B Read  House  Hotel 

GENERAL  MEETING 

Continental  Room  Read  House  Hotel 

(All  physicians  attending  the  TMA  meeting  are 
invited  to  attend  the  scientific  sessions  of  the 
Tennessee  Chapter,  American  College  of  Sur- 
geons.) 

SCIENTIFIC  PROGRAM 

Russell  H.  Patterson,  Jr.,  M.D.,  President,  Pre- 
siding 

1:00  P.M. 

“Non  Occlusive  Mesenteric  Vascular  Disease” 

By:  Richard  Cheek,  M.D.,  Memphis 

1:10  P.M. 

“Antiperistaltic  Jejunal  Segments  for  Control  of 
Dumping  Syndrome  and  Post-Vagotomy  Diar- 
rhea” 

By:  Lynwood  Herrington,  M.D.,  Nashville 
1:30  P.M. 

“Pleurectomy  for  Management  of  Malignant  Ef- 
fusion” 

By:  Ralph  Nipp,  M.D.,  Chattanooga 


1:45  P.M. 

“Thrombosis  and  Anuerysms  of  the  Brachial  Artery 
Following  Angiography” 

By:  Robert  McBurney,  M.D.,  Memphis 

2:00  P.M. 

“Surgical  Treatment  of  Coronary  Artery  Disease” 
By:  H.  Edward  Garrett,  M.D.,  Memphis 

2:15  P.M. 

Intermission— Visit  Exhibits 

SCIENTIFIC  PROGRAM 

( Continued ) 

H.  Edward  Garrett,  M.D.,  President,  Tennessee 
Thoracic  Society,  Presiding 

2:45  P.M. 

“Mediastinal  Tumors” 

By:  David  Hall,  M.D.,  Chattanooga 

3:00  P.M. 

“Histoplasmosis” 

By:  James  D.  Snell,  M.D.,  Nashville 
3:15  P.M. 

“What’s  New  in  Medical  Management  of  Chest 
Disease” 

By:  Harry  Davis,  M.D.,  Memphis 
3:30  P.M. 

GUEST  LECTURER 

“What’s  New  in  Thoracic  Surgery” 

By:  Charles  Hatcher,  M.D.,  Emory  University 
College  of  Medicine,  Atlanta,  Georgia 

4:30  P.M. 

Business  Meeting 

6:30  P.M. 

SOCIAL  HOUR 

Silver  Ballroom  Read  House  Hotel 

7:30  P.M. 

BANQUET  AND  DANCE 

Silver  Ballroom  Read  House  Hotel 

TMA  members  and  their  guests  are  invited  to  at- 
tend the  Social  Hour  and  Banquet.  Make  reserva- 
tions early.  Tickets  available  at  registration  desk. 


★ ★ ★ 
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TENNESSEE  DISTRICT  BRANCH— 
AMERICAN  PSYCHIATRIC 
ASSOCIATION 

THURSDAY,  APRIL  15,  1971 

Chestnut  Room  Read  House  Hotel 

SCIENTIFIC  PROGRAM 

9:00  A.M. 

“Diagnosis  and  Treatment  of  Transsexualism” 

By:  John  K.  Meyer,  M.D.,  Chief,  Gender  Identity 
Clinic,  The  Johns  Hopkins  Hospital,  Baltimore, 
Maryland 

11:15  A.M. 

Intermission— Visit  Exhibits 
LUNCHEON 
12:15  P.M. 

Chestnut  Room  Read  House  Hotel 

1:30  P.M. 

“Body  Contact:  Sexual  and  Non-sexual  Meaning” 
By:  Marc  H.  Hollender,  M.D.,  Professor  and 
Chairman,  Dept,  of  Psychiatry,  Vanderbilt  Uni- 
versity Hospital,  Nashville 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  & 
OTOLARYNGOLOGY 

THURSDAY,  APRIL  15,  1971 
12:00  NOON 

Silver  Ballroom  Read  House  Hotel 

LUNCHEON  AND  PANEL 
DISCUSSION 

Panelists:  Donald  M.  Gass,  M.D. 

Miami,  Florida 
David  Meyer,  M.D. 

Memphis 

Harry  Lawrence,  M.D. 

Chattanooga 

OPHTHALMOLOGY  SECTION 

Silver  Ballroom  Read  House  Hotel 

SCIENTIFIC  PROGRAM 

1:10  P.M. 

Meeting  Called  to  Order 
By:  Ralph  S.  Hamilton,  M.D.,  President 

1:15  P.M. 

“Hyphema” 

By:  Howard  L.  Beale,  M.D.  and  Thomas  O. 
Wood,  M.D.,  Memphis 

1:35  P.M. 

“See  Saw  Nystagmus” 

By:  Robert  R.  Henderson,  M.D.,  Nashville 


1:45  P.M. 

GUEST  SPEAKER 

“Fluorescein  Angiography  in  the  Differential  Diag- 
nosis of  Macular  Disease” 

By:  Donald  M.  Gass,  M.D.,  Miami,  Florida 

3:00  P.M. 

Intermission — Visit  Exhibits 

SCIENTIFIC  PROGRAM 

(Continued) 

3:15  P.M. 

“Effect  of  Steroids  on  Corneal  Transplants” 

By:  Thomas  O.  Wood,  M.D.  and  Charles  Wind, 
M.D.,  Memphis 

3:35  P.M. 

“Staphylococcus  Aureaus  Central  Corneal  Ulcers” 
By:  Dan  B.  Jones,  M.D.,  Nashville 

3:55  P.M. 

“Investigation  of  Dry  Heat  Sterilization  of  Ophthal- 
mic Instruments  With  Thermocouple” 

By:  Ben  H.  Moye,  M.D.  and  Stewart  Lawwill, 
Jr.,  M.D.,  Chattanooga 

4:05  P.M. 

“Diagnosis  of  Causative  Factors  in  Reading  Prob- 
lems” 

By:  Spencer  P.  Thornton,  M.D.,  Nashville 
4:25  P.M. 

“Control  of  Intraocular  Pressure  Following  Pene- 
trating Keratoplasty” 

By:  Thomas  O.  Wood,  M.D.,  Carole  West, 
M.D.,  and  H.  E.  Kaufman,  M.D.,  Memphis 

OTOLARYNGOLOGY  SECTION 

THURSDAY,  APRIL  15,  1971 

Auditorium  Blue  Cross-Blue  Shield 

Building,  Chattanooga 

SCIENTIFIC  PROGRAM 

9:00  A.M. 

“Review  of  Face  Fractures  at  Memphis  City  Hos- 
pitals” 

By:  Fujie  Nakamura,  M.D.,  Chattanooga 
9:30  A.M. 

“Neurectomy  of  the  Facial  Nerve  for  Blepharo- 
spasm” 

By:  John  Boxell,  M.D. 

10:00  A.M. 

“Tympanoplastry” 

By:  Coyle  Shea,  M.D. 

10:30  A.M. 

“Glomus  Tympanicum” 

By:  Michael  Glasscock,  M.D.,  Nashville 
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11:00  A.M. 

“Z — Plasty  of  the  Cervical  Esophagus” 

By:  Art  Harris,  M.D. 

12:00  Noon 

Joint  Luncheon  With  Eye  Section- 
Tennessee  Academy  of  Ophthalmology 
& Otolaryngology 

Silver  Ballroom  Read  House  Hotel 

SCIENTIFIC  PROGRAM 

(Continued) 

Auditorium  Blue  Cross-Blue  Shield 

Building,  Chattanooga 

2:00  P.M. 

“Fluctuating  Hearing  Loss” 

By:  John  Shea,  M.D.,  Memphis 

2:30  P.M. 

“Sudden  Hearing  Loss” 

By:  Carl  Nechtman,  M.D.,  Nashville 

3:00  P.M. 

“Facial  Lacerations  and  Their  Treatment” 

By:  Sylvan  Bartlett,  M.D., 

3:30  P.M. 

“Histopathology  Fractures  of  Temporal  Bone” 

By:  Luiz  DeMoura,  M.D. 

4:00  P.M. 

“Maxilla  Facial  Trauma” 

By:  Perry  Harris,  M.D.,  Nashville 

★ ★ ★ 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 

THURSDAY,  APRIL  15,  1971 
Parlor  H Patten  Hotel 

SCIENTIFIC  PROGRAM 

9:00  A.M. 

“The  Orthopaedic  Assistant” 

By:  Robert  C.  Coddington,  M.D.,  Chattanooga 

9:30  A.M. 

“Study  of  100  Consecutive  Hip  Fractures” 

By:  James  Cain,  M.D.,  Nashville 

10:00  A.M. 

“Immediate  Ambulatory  Treatment  of  Fractured 
Femur  by  Use  of  Cast-Brace” 

By:  Ernst  Dehne,  M.D.,  Memphis 

10:30  A.M. 

Intermission — Visit  Exhibits 
11:00  A.M. 

“Non-union  of  the  Tibia-Interosseous  Synotosis” 
By:  George  Garceau,  M.D., 

Indianapolis,  Indiana 


11:30  A.M. 

“Current  Concepts  of  Idiopathic  Scolosis” 

By:  Donald  Gaines,  M.D.,  Nashville 

12:15  P.M. 

LUNCHEON 

Exhibit  Hall  Patten  Hotel 

SCIENTIFIC  PROGRAM 

(Continued) 

Parlor  H Patten  Hotel 

1:30  P.M. 

“Fractures  of  the  Base  of  5th  Metacarpal” 

By:  Niel  Valdez,  M.D.,  Chattanooga 

2:00  P.M. 

“Ulnar  Nerve  Compression  in  Guyon’s  Tunnel” 
By:  William  Patton,  M.D.,  Chattanooga 

2:30  P.M. 

“Digital  Nerve  Grafting  for  Median  Nerve  Defects” 
By:  Charles  Emerson,  M.D.,  Nashville 

3:00  P.M. 

Intermission — Visit  Exhibits 
3:30  P.M. 

“Review  of  Amputation  Treated  by  Immediate  Post 
Surgical  Prosthetic  Fitting” 

By:  Robert  Toomes,  M.D.,  Memphis 

4:00  P.M. 

“Wedge  Suspension  PTB  and  Preparatory  Pros- 
thesis” 

By:  Nicholas  Forlidas,  M.D.  and  Carlton 
Fillauer,  Chattanooga 

4:30  P.M. 

Business  Meeting 
EVENING 

COCKTAILS  AND  DINNER 

Chattanooga  Golf  and  Country  Club 

★ ★ ★ 

TENNESSEE  SOCIETY  OF 
PLASTIC  AND  RECONSTRUCTIVE 
SURGEONS 

THURSDAY,  APRIL  15,  1971 

Parlor  G Patten  Hotel 

12:00  Noon 

LUNCHEON 

1:00  P.M. 

SCIENTIFIC  PROGRAM 

“Prognosis  of  Melanoma — Do  We  Know?” 

By:  Aubrey  Haynes,  M.D.,  Madison 

“Ablation  and  Reconstruction  for  Total  Surgical 
Management  of  Head  and  Neck  Tumors” 

By:  John  Wright,  M.D.,  and  W.  M.  Cocke, 
M.D.,  Nashville 
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“The  Plastic  Surgeon’s  Role  in  the  Care  of  the 
Emergency  Patient” 

By:  Aubrey  Haynes,  M.D.,  Madison 

“Psychiatry  By  Scalpel” 

By:  W.  M.  Cocke,  M.D.,  Nashville 

“Total  Vaginal  Reconstruction” 

By:  Kirkland  Todd,  M.D.,  Nashville 

“Simplicity  of  the  Byar’s  Technique  in  Hypo- 
spadias Repair” 

By:  James  Davis,  M.D.,  Chattanooga 

“Unusual  Injuries  of  the  Hand” 

By:  Juan  Nosti,  M.D.,  Chattanooga 

“Electrical  Bums” 

By:  H.  Messinger,  M.D.,  Chattanooga 

“Epitheliomata  of  the  Ear” 

By:  Edward  Beason,  M.D.,  Chattanooga 

“External  Fixation  of  the  Mandible  for  Bone  Graft- 
ing” 

By:  Cauley  Hayes,  M.D.,  Chattanooga 

“Ketamine  Anesthesia  in  Burns” 

By:  (To  Be  Announced) 

Host  Plastic  Surgeons 
James  Davis,  M.D. 

Don  Russell,  M.D. 

John  Reynolds,  M.D. 

Cauley  Hayes,  M.D. 

Resident  Plastic  Surgeons 
Edward  Beason,  M.D, 

Juan  Nostri,  M.D. 

Harold  Messinger,  M.D. 

★ ★ ★ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

THURSDAY,  APRIL  15,  1971 
Holiday  Inn-Downtown 

PROGRAM 

10:00  A.M. 

Meeting  of  Finance  and  Revisions 
Committees  in  President’s  Suite 
(Check  Desk  for  Room  Number) 

12:00  Noon 

LUNCHEON 

Signal  Mountain  Room 

1:00-2:00  P.M. 

Lookout  Mountain  Room 
Pre -Convention  Board  Meeting 

2:00-3:00  P.M. 

Meeting  of  Awards  Committee  in  President’s  Suite 
(Check  desk  for  room  number) 


2:00-5:00  P.M. 

Golden  Gateway  No.  4 
Entries  accepted  for  Arts  and  Crafts 
County  Scrapbooks,  Doctors’  Day  Scrapbooks 

2:00-5:00  P.M. 

Golden  Gateway  No.  3 
Items  for  AMA-ERF  Gift  Shop  accepted 

2:00-5:00  P.M. 

Golden  Gateway  No.  4 
Hospitality  Room 

2:00-5:00  P.M. 

Registration 

Lobby — Holiday  Inn-Downtown ' 
3:00-5:00  P.M. 

Tea  and  Tour  of  Clement’s  Antiques 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
THURSDAY,  APRIL  15,  1971 
BANQUET 

7:00  P.M. 

Lookout  Mountain  Room 
Holiday  Inn-Downtown 


PROGRAM 
Friday,  April  16, 1971 

IMPACT  BREAKFAST 

FRIDAY,  APRIL  16,  1971 
Continental  Room  Read  House 

8:00  A.M. 

Program 


IMPACT  Guest  Speaker 


Senator  William  E.  Brock 
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Tennessee’s  newest  Senator,  Bill  Brock,  will  be 
the  guest  speaker  at  this  year’s  IMPACT  (Inde- 
pendent Medicine’s  Political  Action  Committee— 
Tennessee)  breakfast.  A large  audience  is  expected 
for  the  8:00  A.M.  affair  in  the  Continental  Room 
of  the  Read  House.  Tickets  will  be  on  sale  at  the 
main  Registration  Desk  and  the  cost  of  the  break- 
fast will  be  $3.00. 

Representative  Gerald  Ford,  Minority  Leader  of 
the  House,  calls  Bill  Brock  . . one  of  the  most 
brilliant  and  articulate  spokesmen  for  the  new 
South  in  Congress.”  With  Senator  Bill  Brock  as 
the  speaker,  this  year’s  annual  IMPACT  breakfast 
promises  to  be  the  best  ever  presented.  Get  your 
tickets  early! 

★ ★ ★ 

TMA  General  Program 

Silver  Ballroom — Read  House 
Presiding:  Tom  E.  Nesbitt,  M.D.,  Nashville, 
President,  Tennessee  Medical  Associa- 
tion. 


10:00  A.M. 

“We  Have  Met  The  Enemy  And  He  Is  Us” 
By:  Wesley  W.  Hall,  M.D. 

Reno,  Nevada 

President-Elect  of  the  American  Medical 
Association 

“The  Riddles  Of  Education” 

By:  Max  Rafferty,  Ph.D. 

Sacramento,  California 
Superintendent  of  Public  Instruction  and 
Director  of  Education,  State  of  California 

11:30  A.M. 

Visit  Exhibits 


TMA  Guest  Speaker 


Wesley  W.  Hall,  M.D. 
Reno,  Nevada 


SUBJECT:  “We  Have  Met  the  Enemy  and 
He  Is  Us” 

Wesley  W.  Hall,  M.D.,  was  named  President- 
Elect  of  the  American  Medical  Association  at  its 
annual  convention  in  June,  1970.  Since  1961,  Dr. 
Hall  has  served  on  the  AM  A Board  of  Trustees, 
serving  as  Board  Chairman  from  1966  to  June, 
1968. 

Bom  in  Lumberton,  Mississippi,  Dr.  Hall  is  the 
fifth  generation  of  medical  men  in  his  family. 

Dr.  Hall’s  undergraduate  work  was  done  at 
Mississippi  College.  He  earned  his  M.D.  degree 
at  Tulane  University  in  1930  and  served  his  intern- 
ship and  residency  in  surgery  at  Erlanger  Hospital 
in  Chattanooga.  Dr.  Hall  was  President  of  the 
Nevada  State  Medical  Association  in  1960-61  and 
served  as  its  Secretary-Treasurer  before  he  was 
elected  President.  He  served  as  a Delegate  from 
his  state  to  the  AMA’s  House  of  Delegates  for 
nearly  ten  years. 

He  is  a member  of  the  Scottish  Rite,  York  Rite 
& Shrine,  and  a past  Master  of  the  Masonic  Lodge, 
and  has  served  many  years  as  a member  of  the 
Board  of  Stewards  of  the  First  Methodist  Church 
in  Reno. 

Dr.  Hall  will  assume  the  Presidency  of  the 
American  Medical  Association  at  its  convention 
next  June  in  Atlantic  City. 


TMA  Guest  Speaker 


Max  Rafferty,  Ph.D. 

Superintendent  of  Public  Instruction  and 
Director  of  Education,  Sacramento,  California 

SUBJECT:  “The  Riddles  of  Education” 

A career  teacher  and  administrator  in  California 
schools,  graduate  of  U.C.L.A.,  holder  of  an  earned 
doctorate  in  education  and  honorary  doctoral  de- 
grees from  Lincoln  University  and  Brigham  Young, 
Dr.  Max  Rafferty  is  one  of  the  most  talked  about 
figures  in  American  education  today.  In  1961,  he 
delivered  the  most  controversial  speech  an  educator 
has  made  in  the  last  generation,  “The  Passing  of 
the  Patriot.”  He  wrote  an  all-time  best  seller  on 
education,  “Suffer  Little  Children.” 
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More  recently  he  has  authored  a nationally  syn- 
dicated column  featured  in  more  than  100  news- 
papers coast  to  coast. 

He  is  California’s  State  Superintendent  of  Public 
Instruction,  first  elected  in  1962,  and  re-elected  in 
1966  with  almost  three  million  votes.  In  1968,  he 
was  California’s  Republican  candidate  for  United 
States  Senator. 

Dr.  Rafferty  has  more  schools  and  more  school 
children  under  his  supervision  than  any  other  man 
in  the  nation.  He  is  an  orator,  complete  individ- 
ualist, and  one  of  the  few  major  educational  re- 
formers in  American  history. 

★ ★ ★ 

SPECIALTY  SOCIETIES 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 

FRIDAY,  APRIL  16,  1971 
Parlor  H Patten  Hotel 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“IM  Rods  in  Fractures  Especially  in  Developing 
Countries” 

By:  Paul  Spray,  M.D., 

Oak  Ridge 

1:30  P.M. 

Movie:  “Treatment  of  Painful  Stiff  Shoulder” 

By:  Eugene  Regen,  Sr.,  M.D.,  and  John  Con- 
nelly, M.D.,  Nashville 

2:00  P.M. 

“Total  Hip  Replacement  of  Hip  in  Difficult  Hip 
Problems” 

By:  George  Garceau,  M.D., 

Indianapolis,  Indiana 

2:30  P.M. 

“A  Study  of  the  Treatment  of  Padgets  Disease  by 
Calcitonin” 

By:  Richard  Tessler,  M.D., 

Nashville 

3:00  P.M. 

Intermission — Visit  Exhibits 
3:30  P.M. 

“Temporary  Epiphysiodesis  for  Knock-knee  De- 
formity in  Adolescents” 

By:  John  J.  Killeffer,  M.D., 

Chattanooga 

4:00  P.M. 

“Study  of  Accidental  Intra-arterial  Injections” 

By:  Carl  Dyer,  M.D., 

Nashville 

★ ★ ★ 


TENNESSEE  DIABETES 
ASSOCIATION 

FRIDAY,  APRIL  16,  1971 
King  Phillip  Room  Dovvtntowner  Motor  Inn 

12:00  Noon 

LUNCHEON 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“Current  Views  of  the  Nature  of  Diabetes 
Mellitus” 

By:  Sheldon  Berger,  M.D.,  Associate  Professor 
of  Medicine,  Northwestern  University,  Evans- 
ton, Illinois 

Sponsored  By:  USV  Pharmaceutical  Corpora- 
tion 

1:40  P.M. 

“Treatment  of  Unstable  Diabetes  Mellitus” 

By:  Alexander  Marble,  M.D.,  Physician,  Joslin 
Clinic  and  New  England  Deaconess  Hospital, 
Clinical  Professor  of  Medicine,  Emeritus,  Har- 
vard Medical  School,  Boston,  Massachusetts 
Sponsored  By:  Charles  Pfizer  & Company 

2:20  P.M. 

“Significance  of  Proinsulin  in  Glucose  Intolerance” 
By:  Abbas  E.  Kitabchi,  M.D.,  Associate  Chief  of 
Staff  for  Research,  Veterans  Administration 
Hospital,  Associate  Professor  of  Biochemistry 
and  Assistant  Professor  of  Medicine,  Univer- 
sity of  Tennessee  Medical  School,  Memphis 
Sponsored  By:  Eli  Lilly  and  Company 

3:00  P.M. 

PANEL  DISCUSSION 

Thomas  W.  Meriwether,  M.D. 
Moderator 

Sheldon  Berger,  M.D. 

Alexander  Marble,  M.D. 

Abbas  E.  Kitabachi,  M.D. 

★ ★ ★ 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
PREVENTIVE  MEDICINE  AND 
PUBLIC  HEALTH 

★ ★ ★ 

TENNESSEE  PEDIATRIC  SOCIETY 

FRIDAY,  APRIL  16,  1971 
Chestnut  Room  Read  House 
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12:00  Noon 

LUNCHEON 

(Tennessee  Obstetrical  and 
Gynecological  Society  Only) 

COMBINED  SCIENTIFIC  PROGRAM 

Chestnut  Room  Read  House  Hotel 

1:15  P.M. 

“Chemotherapy  in  Gynecologic  Carcinoma” 

By:  David  G.  Decker,  M.D. 

Chairman,  Dept,  of  Obstetrics  ir  Gynecology 
Mayo  Clinic 
Rochester,  Minnesota 

“Virology  and  Epidemiology” 

By:  Joseph  L.  Melnick,  Ph.D. 

Baylor  College  of  Medicine 
Texas  Medical  Center 
Houston,  Texas 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  & 
OTOLARYNGOLOGY 

FRIDAY,  APRIL  16,  1971 
Continental  Room  Read  House  Hotel 

11:00  A.M. 

BUSINESS  MEETING 

12:00  Noon 

LUNCHEON  AND  PANEL 
DISCUSSION 

Panelists:  Donald  M.  Gass,  M.D. 

Miami,  Florida 
David  Meyer,  M.D. 

Memphis 

Harry  Lawrence,  M.D. 

Chattanooga 

OPHTHALMOLOGY  SECTION 

Continental  Room  Read  House  Hotel 

SCIENTIFIC  PROGRAM 

1:10  P.M. 

Meeting  Called  to  Order 
By:  L.  Rowe  Driver,  M.D.,  Vice-President 

1:15  P.M. 

“Anterior  Ocular  Ischemia  Masquerading  as 
Uveitis” 

By:  Darrell  E.  Wolfley,  M.D.,  Nashville 
1:35  P.M. 

“Vaccinia  Immune  Globin  with  Dramatic  Re- 
sponse” 

By:  Stewart  Lawwill,  Jr.,  M.D.,  Chattanooga 


1:45  P.M. 

GUEST  SPEAKER 

“Photocoagulation  Treatment  of  Macular  Diseases” 
By:  Donald  M.  Gass,  M.D.,  Miami,  Florida 

3:00  P.M. 

Intermission — Visit  Exhibits 
3:15  P.M. 

“Cycloplegic  Versus  the  Manifest  Refractive  State” 
By:  Guy  Ray  Braswell,  M.D.  and  Roger  L. 
Hiatt,  M.D.,  Memphis 

3:35  P.M. 

“Clinical  and  Pathological  Features  of  Metastatic 
Candida  Retinitis” 

By:  Carl  K.  Marling,  M.D.,  Nashville 
3:55  P.M. 

“Comparative  Study  of  Two  Surgical  Procedures 
for  Chronic  Simple  Glaucoma” 

By:  Ben  H.  Moye,  M.D.,  Chattanooga 

4:15  P.M. 

“Internal  Ophthalmoplegia  as  the  Sole  Ophthal- 
mological  Sign  of  Parasellar  Tumor” 

By:  L.  Milton  Hughes,  M.D.,  Nashville 

★ ★ ★ 

AMERICAN  COLLEGE  OF  EMERGENCY 
PHYSICIANS 
(Tennessee  Chapter) 

FRIDAY,  APRIL  16,  1971 
Parlor  F Patten  Hotel 

12:15  P.M. 

LUNCHEON  & BUSINESS  MEETING 
★ ★ ★ 

TENNESSEE  ACADEMY  OF 
PREVENTIVE  MEDICINE  AND 
PUBLIC  HEALTH 

FRIDAY,  APRIL  16,  1971 
Parlor  A Read  House 

4:00  P.M. 

Business  Meeting 

★ ★ ★ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

FRIDAY,  APRIL  16,  1971 
Holiday  Inn-Downtown 
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PROGRAM 
8:00  A.M.-5:00  P.M. 

Registration 

Lobby — Holiday  Inn-Downtown 
The  TMA  has  been  kind  enough  to  invite  members 
of  the  Woman’s  Auxiliary  to  share  Friday  morning 
with  them  at  the  Read  House  Hotel. 

Medical  Auxiliary  Members  will  have  coffee  to- 
gether at  7:30  A.M.  in  our  HOSPITALITY  ROOM, 
Golden  Gateway  No.  4.  There  will  be  a bus  at 
the  door  of  the  Holiday  Inn  for  easy  transportation 
to  the  Read  House  Hotel. 

8:00-9:30  A.M. 

IMPACT  BREAKFAST 

10:00  A.M. 

Wesley  Hall,  M.D.,  President-Elect 
11:00  A.M. 

Max  Rafferty,  Ph.D.,  Former  Superintendent 
of  Public  Education  in  California 

12:00  Noon 

Bus  transportation  back  to  Holiday  Inn-Downtown 

LUNCHEON 

Lookout  Mountain  Room 
(Address  by  National  Representative) 

12:30-1:45  P.M. 

Opening  Session 

2:00-4:00  P.M. 

General  Session 

Signal  Mountain  Room 

6:00  P.M. 

TMA  President’s  Social  Hour 

7:00  P.M. 

TMA  BANQUET 

9:30  P.M. 

DANCE 

★ ★ ★ 

PROGRAM 

Saturday,  April  17,  1971 

MEDICINE  AND  RELIGION 
BREAKFAST 

(Dutch  Treat) 

S&W  Cafeteria 

(Broad  Street-Across  From  Read  House) 


7:15  A.M. 

Presiding:  I.  Lee  Arnold,  M.D.,  Chairman  Com- 
mittee on  Medicine  and  Religion 

Presenting 

The  Reverend  Bernard  Pennington 

Presbyterian — St.  Luke’s  Hospital 
Chicago 
Wives  Invited 

★ ★ ★ 

SPECIALTY  SOCIETIES 

INTERNAL  MEDICINE 

AND 

RELATED  SPECIALTIES 

SATURDAY,  APRIL  17,  1971 
Silver  Ballroom  Read  House 

SCIENTIFIC  PROGRAM 

9:00  A.M. 

Hall  S.  Tacket,  M.D.,  F.A.C.P.,  Presiding 
Governor  for  Tennessee 
The  American  College  of  Physicians 
“Stress,  the  Heart,  and  Stress  Testing” 

The  American  College  of  Cardiology 
By:  Blair  D.  Erb,  M.D., 

Jackson 

9:30  A.M. 

“The  Syndrome  of  Diffuse  Intravascular  Coagula- 
tion” 

Tennessee  Blood  Club 

By:  Marion  Dugdale,  M.D., 

Memphis 

10:00  A.M. 

“Use  of  An  Electrode  Catheter  for  Diagnosis  and 
Treatment  of  Tachycardia” 

The  American  College  of  Physicians 
By:  Noel  C.  Hunt,  hi,  M.D., 

Chattanooga 

10:30  A.M. 

Intermission— Visit  Exhibits 
11:00  A.M. 

“Differential  Diagnosis  of  Important  Rheumatic 
Diseases  with  Recent  Trends  in  Treatment” 
American  Rheumatism  Association 
By:  E.  L.  Tarpley,  M.D., 

Nashville 
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11:30  A.M. 

“Experiences  with  Small  Bowel  and  Liver  Biopsies, 
With  a Discussion  of  Indications  and  Results” 
American  Gastroenterological  Association 
By:  John  R.  Collins,  M.D., 

Chattanooga 

★ ★ ★ 

TENNESSEE  RADIOLOGICAL 
SOCIETY 

SATURDAY,  APRIL  17,  1971 

King  Phillip  Room  Downtowner  Motor  Inn 

12:00  Noon 

LUNCHEON 

1:00  P.M. 

SCIENTIFIC  PROGRAM 

“Inflammatory  Lesions  of  the  Colon” 

By:  Richard  H.  Marshak,  M.D.,  New  York  City 

2:00  P.M. 

Intermission— Visit  Exhibits 
2:30  P.M. 

BUSINESS  MEETING 

Evening 

COCKTAIL  HOUR 

★ ★ ★ 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 

SATURDAY,  APRIL  17,  1971 

Chestnut  Room  Read  House  Hotel 

10:00  A.M. 

Business  Meeting 

★ ★ ★ 

TENNESSEE  NEUROSURGICAL 
SOCIETY 

AND 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 

SATURDAY,  APRIL  17,  1971 

Parlor  C Read  House  Hotel 

12:00  Noon 

LUNCHEON 

COMBINED  SCIENTIFIC  PROGRAM 

Parlor  C Read  House  Hotel 


1:00  P.M. 

Neurosurgical  Pathology  Seminars 
By:  Kenneth  M.  Earle,  M.D.,  Chief  of  Neuro 
Pathology  Branch— Armed  Forces  Institute  of 
Pathology,  Washington,  D.C. 

★ ★ ★ 

TENNESSEE  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 

SATURDAY,  APRIL  17,  1971 

Parlor  E Read  House  Hotel 

SCIENTIFIC  PROGRAM 
9:00  A.M. 

“Lung  Lavage — Indications  and  Technique” 

By:  Johnnis  Kylstra,  M.D., 

Duke  University,  Durham,  North  Carolina 

“Anesthesia  for  Lung  Lavage” 

By:  Kenneth  Hall,  M.D., 

Duke  University,  Durham,  North  Carolina 

11:00  A.M. 

Intermission— Visit  Exhibits 

12:30  P.M. 

LUNCHEON 

Parlor  E Read  House  Hotel 

1:30  P.M. 

SCIENTIFIC  PROGRAM 
(Continued) 

“Organization  of  Hospital  Cardio-Respiratory 
Resuscitation  Unit” 

By:  Robert  B.  Orr,  M.D., 

Lahey  Clinic,  Boston,  Massachusetts 

2:30  P.M. 

“Hyperpyrexia  During  Anesthesia” 

By:  John  R.  Jones,  M.D., 

University  of  Nebraska,  Omaha,  Nebraska 

3:30  P.M. 

BUSINESS  MEETING 

7:30  P.M. 

BANQUET 

Bellemont  Club,  Lookout  Mountain 

★ ★ ★ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

SATURDAY,  APRIL  17,  1971 
Holiday  Inn-Downtown 
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PROGRAM 

8:00  A.M.-1:45  P.M. 

Registration 

Lobby— Holiday  Inn-Downtown 
8:00  A.M.-9:30  A.M. 

Combined  Boards  Breakfast  and  Workshop 

Signal  Mountain  Room 

Presiding:  Mrs.  M.  R.  Batchelor 

“Important  that  all  retiring  officers  and  incoming 
officers  and  committee  chairmen  be  present.  Please 
have  materials  ready  to  pass  on  to  successor.” 

9:45  A.M.-12:00  Noon 
Lookout  Mountain  Room 
General  Business  Session 


12:30  Noon-2: 00  P.M. 

ANNUAL  LUNCHEON 

Signal  Mountain  Room 

Honoring  Past  Presidents  and  National  Officers 
Installation  of  Officers 

2:00  P.M.-3:00  P.M. 

Pick  up  articles  from  Arts  and  Crafts 

★ ★ ★ 

FLYING  PHYSICIAN’S  ASSOCIATION 

12:00  Noon 

LUNCHEON 
SATURDAY,  APRIL  17 
Y.M.C.A.-Chattanooga 

(For  reservations  contact  Harry  E.  Jones,  M.D., 
223  Doctors  Building,  Chattanooga) 


❖ ❖ ❖ 


C/t6Si 

HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  45  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 


Os  t 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


NATIONAL  HEALTH  INSURANCE 

The  number  one  domestic  political  issue  of  the  next  two  years  is 
acknowledged  to  be  NHI  (National  Health  Insurance).  Almost  all  sources 
of  information  concede  that  this  subject  will  occupy  the  major  position  in 
the  platform  of  the  Democratic  and  Republican  parties  in  the  presidential 
campaign  of  1972.  NHI  will  receive  increasing  amounts  of  publicity  from 
all  sources  of  the  news  media.  The  separation  of  fact  from  fiction,  as 
presented  by  the  news  media,  will  at  times  be  difficult  to  discern.  The 
realization  and  understanding  of  this  fact,  demands  that  every  physician 
become  knowledgeable  and  articulate  on  the  subject  of  National  Health 
Insurance  in  order  to  acquire  an  ability  to  transmit  true  information  on 
the  subject  to  the  public  through  conversations  with  his  patients  and  the 
general  public.  If  such  a goal  can  be  accomplished,  it  will  strengthen  our 
chances  of  finding  a solution  to  NHI  which  will  be  tolerable  to  American 
medicine. 

The  results  of  NHI  will  profoundly  affect  every  citizen  of  this  great  land,  and  completely  change 
the  life  of  every  physician  currently  practicing  medicine,  as  well  as  the  physicians  of  future  genera- 
tions. It  is  imperative  that  the  profession  approach  the  concept  of  National  Health  Insurance  with 
a total  awareness  of  its  absolute  political  motivation  and  the  impact  without  due  regard  by  its 
creators  of  actual  need.  We  must  constantly  recall  our  oft-repeated  beliefs  that  all  Americans 
would  be  better  served  by  a health  insurance  program  which  insures  freedom  of  choice;  is  not 
compulsory  by  nature;  which  is  not  financed  through  a payroll  tax;  which  provides  equal  care  for 
those  who  cannot  pay  their  own  way;  and  which  exhibits  concern  for  catastrophic  illnesses  which 
befall  individuals  and  families.  If  we  can  approach  NHI  with  a resoluteness  of  purpose  which  em- 
bodies these  concepts,  and  couple  this  with  skill  and  understanding  of  the  political  necessities 
which  surely  will  come  into  existence,  then  hopefully  our  position  will  not  be  significantly  weak- 
ened. Nevertheless,  the  wisdom  of  maturity  often  dictates  that  compromise  must  be  accepted  if 
success  is  to  be  attained.  This  may  well  apply  to  NHI,  as  distasteful  as  the  thought  of  compromise 
might  appear  to  be. 

The  issues  will  soon  become  clear-cut.  Senator  Edward  Kennedy,  Massachusetts,  has  introduced 
the  “National  Health  Act  of  1971.”  This  has  the  combined  support  of  all  organized  labor.  The  Act 
was  introduced  in  concert  with  all  of  the  Democratic  presidential  hopefuls  of  1972.  Should  it  be- 
come law,  it  will  completely  alter  the  practice  of  medicine  and  impose  an  unfathomable  financial 
burden  on  the  American  public,  and  an  incomprehensible  burden  on  the  health  care  facilities 
and  manpower  of  our  nation.  Senator  Kennedy’s  “National  Health  Act”  must  not  become  the  law 
of  the  land. 

The  alternative  is  yet  to  be  defined.  Other  forms  of  NHI  (at  least  15)  have  either  been  intro- 
duced in  Congress  or  are  under  preparation,  including  the  AMA  Medicredit  Bill.  The  Nixon 
Administration’s  health  care  plan  has  yet  to  be  presented.  We  must  be  realistic  enough  to  under- 
stand that  the  politics  of  this  country  will  demand  that  only  one  strong  plan  for  National  Health 
Insurance  be  eventually  drafted  as  the  alternative  to  Senator  Kennedy’s  bill.  As  the  final  design 
of  the  administration’s  health  legislation  develops,  which  will  hopefully  include  features  of  the 
AMA  bill,  doctors  must  find  it  possible  to  support  one  as  opposed  to  the  other  (the  Kennedy  bill), 
for  there  will  be  but  two  alternatives. 

As  medicine  prepares  for  the  journey  along  this  unpleasant  path,  I would  urge  each  Tennessee 
physician  to  dust  off  and  read  your  copy  of  Sir  William  Osier’s  treatise  entitled  “Aequanimitas.” 
Perhaps  it  will  fortify  each  of  us  to  face  the  tasks  ahead.  Certainly  it  is  difficult,  at  this  time,  to 
foresee  anything  in  the  field  of  NHI  which  can  be  faced  as  other  than  a challenge  to  our  profes- 
sion, a challenge  which  we  must  nonetheless  accept  on  the  basis  of  our  knowledge,  ability,  and 
proficiency  in  providing  quality  medical  care  to  all  people.  We  must  not  relax  our  professional 
stature  in  maintaining  our  insistence  at  all  times,  that  we  remain  free  to  exercise  our  profes- 
sional judgment  and  that  our  individual  freedoms  as  citizens  remain  inviolate. 

The  time  for  total  unity  of  our  profession  has  arrived.  Physicians  can  no  longer  enjoy  the  luxury 
of  professional  fragmentation  that  has  characterized  our  profession.  If  there  was  ever  a time  for  the 
individual  physician  to  add  his  loyal  support  to  one  organization,  it  is  NOW — as  we  struggle  to  find 
an  acceptable  solution  to  NHI.  Therefore,  let  me  challenge  you  to  do  four  things:  (1)  Join  the 

AMA  and  TMA;  (2)  Become  knowledgeable  in  all  phases  of  National  Health  Programs  developed 
from  all  sources;  (3)  Comprehend  and  accept  the  fact  that  NHI  is  a political  issue;  and  (4)  Be- 
come actively  involved  at  every  level  of  society,  as  medicine  engages  in  the  battle  to  salvage  our 
profession  for  the  future  physicians  of  this  nation. 

Sincerely, 


M.D. 


Tom  E.  Nesbitt 


President 
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Shortly  you  will  receive  a questionnaire 
on  the  Physician's  Assistant.  Please 
complete  and  return  it  promptly. 


EDITORIALS 

DR.  ASHBY  M.  PATTERSON, 

PAST  PRESIDENT 

Death  came  to  Dr.  Patterson  on  January 
30,  at  the  age  of  81.  He  was  a man  of  dedi- 
cation and  culture.  His  college  years  lead- 
ing to  the  baccalaureate  degree  needed  to 
be  extended  by  years  spent  in  teaching  in 
secondary  schools  which  were  interspersed 
with  those  in  college.  His  Bachelor  of 
Science  degree,  earned  at  Vanderbilt  Uni- 
versity in  1917,  was  followed  by  his  Doctor 
of  Medicine  from  the  University’s  School 
of  Medicine  in  1921.  His  abilities  were  rec- 
ognized by  his  classmates  who  elected  him 
President  of  the  Senior  Class,  by  his  elec- 
tion to  Alpha  Omega  Alpha  and  winning 
the  Founder’s  Medal  for  Scholarship. 

His  career  as  a surgeon  and  gynecologist, 
characterized  as  “The  Doctor’s  Doctor,” 
began  with  an  internship  in  the  Allegheny 
Hospital  of  Pittsburg  and  three  years  as 


House  Surgeon  at  the  Baroness  Erlanger 
Hospital. 

A Fellow  of  the  American  College  of 
Surgeons,  and  Past  President  of  the  Sur- 
geon’s Club  of  Chattanooga,  Dr.  Patterson 
was  recognized  as  one  of  the  outstanding 
surgeons  of  his  city  and  much  in  demand 
as  consultant,  and  an  arbiter  in  medical 
ethics  and  frequent  advisor  upon  many  re- 
quests in  matters  involving  the  Art  of  Medi- 
cine. He  was  the  kind  of  man  who  gave 
much  of  his  time  to  the  betterment  of  medi- 
cal care  in  the  hospital.  The  adequate  train- 
ing of  house  staff  was  a constant  driving 
force.  He  devoted  much  time  to  both  the 
Erlanger  and  Children’s  Hospitals,  and  ulti- 
mately served  as  Chief-of-Staff  of  each. 
Some  years  later,  he  was  presented  a cer- 
tificate of  recognition  for  his  contributions 
to  Erlanger  Hospital.  He,  too,  lent  his  sup- 
port to  the  development  of  Memorial  Hos- 
pital, where  he  was  elected  as  Vice-Chief 
of  Staff. 

It  followed  therefore  that  he  should  serve 
on  committees  of  the  Chattanooga-Hamilton 
County  Medical  Society  and  to  become  its 
President.  He  additionally  was  honored  a 
year  before  his  death  by  being  made  Presi- 
dent-Emeritus of  the  County  Society. 

Too,  it  was  natural  that  he  should  rep- 
resent his  area  in  the  activities  of  the  Ten- 
nessee Medical  Association.  Thus,  he  served 
as  Councilor  and  then  on  the  Board  of 
Trustees  for  five  years,  to  become  Presi- 
dent for  the  year  1953-54.  As  President,  his 
major  interests  were  furthering  the  effec- 
tiveness of  the  TMA’s  program  of  Post- 
graduate Instruction — these  were  the  days 
of  the  circuit-riding  program  supported  by 
the  Tennessee  Medical  Association  and  the 
Tennessee  State  Department  of  Public 
Health,  in  the  main,  with  contributions  by 
Vanderbilt  University  and  the  University 
of  Tennessee.  He  was  deeply  interested 
too  in  the  moves  of  the  Association  in 
providing  medical  care  for  the  people  of 
Tennessee — the  Prepaid  Insurance  Pro- 
grams, the  Indigent  Hospital  Service  Act 
and  activities  in  “Appalachia.”  He  was 
one  of  the  five  to  constitute  the  corporate 
body  of  the  Tennessee  Medical  Foundation, 
whose  Committee  on  Health  and  Medical 
Care  and  its  employed  fulltime  field  work- 
er, surveyed  the  needs  of  “Appalachia” — 
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this  was  in  the  year  of  Dr.  Patterson’s 
presidency. 

Those  of  us  who  knew  “Pat”  in  the  meet- 
ings of  the  Board  of  Trustees  knew  him  as 
of  kindly  nature  and  to  be  soft  spoken, 
but  too,  one  with  sincere  determination  and 
one  having  the  courage  of  his  convictions. 
He  was  a man  of  culture,  and  the  classical 
education  characteristic  of  his  youthful 
days,  when  he  won  honors  as  orator,  de- 
bater and  football  player  in  his  Prep  School, 
showed  itself  in  snatches  by  similes,  quota- 
tions and  allusions  in  debate  or  in  the  ex- 
change of  ideas. 

This  Past  President  was  constantly  faith- 
ful to  the  aims  of  the  Association  in  ade- 
quate care  for  the  State’s  people,  and  in 
professional  competency  through  continu- 
ing education  and  his  personal  dedication 
to  house  staff  training. 

R.H.K. 

NOTES  ON  CONTINUING  EDUCATION 

“The  York  Hospital  (York,  Pennsylvania) 
is  the  first  hospital  in  the  nation  where 
the  entire  medical  staff  has  received  the 
AMA  Physician’s  Recognition  Award  for 
Continuing  Medical  Education.”  ( AMA 
Continuing  Education  Newsletter — January 
1971)  York  is  a city  of  50,000  and  has  the 
one  hospital  of  595  beds.  It  is  approved 
for  internship  and  certain  residencies.  The 
number  of  physicians  in  the  city  number 
192. 

❖ ❖ ❖ 

“Nearly  20,000  MDs  have  been  honored 
by  the  American  Medical  Association  for 
participation  in  continuing  medical  educa- 
tion programs.  The  Physician’s  Recognition 
Award,  established  in  1969,  has  now  been 
given  to  19,338  MDs.  Qualifiers  include 
11,304  physicians  who  were  in  residency 
training  when  they  applied  and  8,304  doc- 
tors engaged  in  full-time  patient  care.” 

“The  current  listing  of  continuing  educa- 
tion courses  for  physicians  includes  2,319 
courses  offered  by  611  institutions  in  41 
states,  the  District  of  Columbia  and  Puerto 
Rico,  a 15  percent  increase  in  the  number 
of  courses  offered  last  year.  These  courses 
are  listed  annually  in  JAMA.  Ninety  med- 
ical institutions  and  organizations  have  been 
formally  accredited  for  continuing  medical 
education  by  the  AMA  Council  on  Medical 


Education.  Eventually,  after  all  institutions 
have  been  offered  the  opportunity  of  survey 
for  accreditation,  the  annual  course  listing 
will  include  only  courses  at  accredited 
institutions.” 

“Recent  continuing  education  activities  in  state 
and  specialty  medical  societies  include: 

“The  Oregon  Medical  Association  is  imple- 
menting a plan  to  require  periodic  documen- 
tation by  society  members  of  participation  in 
continuing  education  as  a condition  for  continued 
membership. 

“The  Pennsylvania  Medical  Society  will  re- 
quire members  to  achieve  the  requirements  of 
the  AMA  Physician’s  Recognition  Award  to  re- 
tain membership,  after  July,  1972. 

“The  New  Mexico  Medical  Society  is  suggest- 
ing legislation  to  require  participation  in  con- 
tinuing education  programs  for  re-registration 
by  the  Board  of  Medical  Examiners.  The  rec- 
ommendations for  legislation,  approved  by  that 
Society’s  House  of  Delegates  in  November,  calls 
for  proof  of  participation  in  continuing  educa- 
tion every  five  years. 

“The  California  Medical  Association  began  a 
voluntary  program  last  August  to  “collect,  codi- 
fy and  certify  physician  participation  in  accred- 
ited postgraduate  education”  by  order  of  a reso- 
lution adopted  earlier.  More  than  100  hospitals 
in  California  currently  require  each  staff  phy- 
sician to  report  continuing  education  experience 
on  a yearly  basis  as  a requirement  for  staff  re- 
appointment. 

“The  American  Academy  of  General  Practice, 
soon  to  be  called  the  American  Academy  of 
Family  Physicians,  is  the  only  specialty  society 
requiring  continuing  medical  education.  At  least 
150  hours  of  approved  continuing  education  every 
three  years  is  a condition  for  continued  mem- 
bership. 

“The  American  College  of  Physicians’  second 
medical  knowledge  self-assessment  program, 
which  covers  various  aspects  of  internal  medi- 
cine, will  be  available  during  the  early  part  of 
the  year. 

“A  surgical  knowledge  self-assessment  pro- 
gram, focusing  on  surgery  in  general  and  de- 
signed for  the  surgeon  who  has  been  practicing 
10  years,  is  being  readied  by  the  American 
College  of  Surgeons  for  distribution  this  fall. 

“The  American  Psychiatric  Association  is  con- 
sidering an  award  program  that  may  be  similar 
to  the  AMA’s  Physician’s  Recognition  Award.” 
(From  AMA  News  Release.  January  25,  1971.) 


IN  MEMORIAM 


Crawford,  Ersel  A.,  Memphis.  Died  January. 
28,  1971,  Age  55.  Graduate  of  the  University  of 
Tennessee  School  of  Medicine,  1944.  Member  of 
the  Memphis-Shelby  County  Medical  Society. 
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McAlister,  Harold  J.,  Chattanooga.  Died  Jan- 
uary 3,  1971,  Age  59.  Graduate  of  the  University 
of  Tennessee  College  of  Medicine,  1932.  Member 
of  the  Chattanooga-Hamilton  County  Medical  So- 
ciety. 

Patterson,  A.  M.,  Chattanooga.  Died  January 
30,  1971,  Age  81.  Graduate  of  the  Vanderbilt 
School  of  Medicine,  1921.  Member  of  the  Chatta- 
nooga-Hamilton County  Medical  Society. 

Powers,  John  E.,  Jackson.  Died  January  29, 
1971,  Age  79.  Graduate  of  the  Vanderbilt 
School  of  Medicine,  1916.  Member  of  Consoli- 
dated Medical  Assembly  of  West  Tennessee. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 


The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Jemison  O.  Bowers,  Jr.,  M.D.,  Chattanooga 
Gary  Blaine  Caldwell,  M.D.,  Chattanooga 
Yutaka  Kato,  M.D.,  Chattanooga 
Hossein  Massoud,  M.D.,  Chattanooga 

GILES  COUNTY  MEDICAL  SOCIETY 

Buford  P.  Davis,  M.D.,  Pulaski 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Richard  C.  Cheek,  M.D.,  Memphis 
Daniel  R.  Ramey,  III,  M.D.,  Memphis 
Jerome  Seymour  Siegel,  M.D.,  Memphis 
Van  Ralph  Williams,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Harold  L.  Gentry,  M.D.,  Madison 
James  L.  Johnson,  M.D.,  Nashville 
Robert  E.  Richie,  M.D.,  Nashville 
Nancie  R.  Schweikert,  M.D.,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

J.  L.  Shipley,  M.D.,  Livingston 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Tom  Duncan,  M.D.,  Harriman 
Ryosaku  Tenida,  M.D.,  Oak  Ridge 


SCOTT  COUNTY  MEDICAL  SOCIETY 

Thomas  P.  Buckley,  M.D.,  Corbin,  Kentucky 
William  Daniels,  M.D.,  Corbin,  Kentucky 
George  Kline,  M.D.,  Robbins 

WEAKLEY  COUNTY  MEDICAL  SOCIETY 

Hobart  Beale,  M.D.,  Martin 
Ken  Chandler,  M.D.,  Dresden 

Memphis  and  Shelby  County 
Medical  Society 

Dr.  George  V.  Mann,  Associate  Professor 
of  Medicine  at  Vanderbilt  University,  was 
the  featured  speaker  at  the  February  meet- 
ing of  the  Memphis  and  Shelby  County 
Medical  Society.  Dr.  Mann’s  lecture  was 
sponsored  by  the  Memphis  Heart  Associa- 
tion and  entitled  “Exercise  as  a Treatment 
for  Coronary  Heart  Disease.” 

^ 

Knoxville  Academy  of  Medicine 

In  the  Knoxville  Academy  of  Medicine’s 
scientific  program,  the  section  on  Medicine 
heard  Dr.  Steven  Krauss’  discussion  of  a 
“Modern  Approach  to  Chemotherapy  of 
Leukemia  and  Lymphoma”;  the  Obstetrics 
and  Gynecology  Section  featured  Dr.  Steve 
Wilson’s  talk  on  “Dysplasia”;  Mr.  Bob 
Hines  presented  a “Contact  Lens”  seminar 
in  Ophthalmology;  and  Dr.  Shirley  Avery 
discussed  “The  Rational  Approach  for  the 
Treatment  of  Asthma”  in  the  Pediatric 
program. 

As  usual,  the  Academy’s  business  section 
was  held  prior  to  the  scientific  program. 


NATIONAL  NEWS 


This  Month  In  Washington 
(From  Washington  Office,  AMA) 

President  Nixon  promised  that  every  ef- 
fort will  be  made  to  keep  bureaucracy  at 
a minimum  in  connection  with  his  new 
overall  national  health  program  even  before 
he  disclosed  its  details. 

“.  . . We  do  not  want  the  doctors  and 
those  in  the  medical  profession  to  be 
smothered  under  a whole,  huge  bureaucracy 
and  under  a great  pile  of  government 
forms,”  he  said  in  a speech  at  the  20th 
annual  meeting  of  the  American  College  of 
Cardiology  prior  to  his  acceptance  of  the 
college’s  1971  Humanitarian  Award. 
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Nixon  said  he  recognized  that  there  is 
no  program  for  medical  care  that  would 
be  good  for  the  patient  unless  it  is  supported 
by  physicians  and  has  the  cooperation  of 
the  medical  profession. 

“So  we  want  your  advice,  we  want  your 
cooperation,  we  want  to  work  together  with 
you  in  developing  a program  that  will  do 
what  is  needed  to  be  done  and  do  the  best 
for  our  patients,  your  patients,  but  also 
that  will  enable  you  to  meet  your  responsi- 
bilities as  unhampered  as  is  possible  by 
federal  bureaucracy,  red  tape  and  the  like,” 
he  said. 

“That  is  our  objective  and  I will  simply 
say  . . . that  as  this  debate  goes  on  through 
the  year  that  I know  that  we  will  have 
your  cooperation. 

“I  know  the  dedicated  men  and  women 
that  are  in  this  profession.  And  I can  assure 
you  that  we  will  listen.  We  want  your 
advice  because,  as  I said  in  the  state  of 
the  union  message,  we  have  one  great  goal.” 

In  the  state  of  the  union  message,  the 
President  said: 

“As  a fourth  great  goal,  I will  offer  a far- 
reaching  set  of  proposals  for  improving 
America’s  health  care  and  making  it  avail- 
able more  fairly  to  more  people. 

“I  will  propose: 

“A  program  to  insure  that  no  American 
family  will  be  prevented  from  obtaining 
basic  medical  care  by  inability  to  pay. 

“I  will  propose  a major  increase  in  and 
redirection  of  aid  to  medical  schools,  to 
greatly  increase  the  number  of  doctors  and 
other  health  personnel. 

“Incentives  to  improve  the  delivery  of 
health  services  to  get  more  medical  care 
resources  into  those  areas  that  have  not 
been  adequately  served,  to  make  greater 
use  of  medical  assistants  and  to  slow  the 
alarming  rise  in  the  costs  of  medical  care. 

“New  programs  to  encourage  better  pre- 
ventive medicine,  by  attacking  the  causes 
of  disease  and  injury,  and  by  providing  in- 
centives to  doctors  to  keep  people  well 
rather  than  just  to  treat  them  when  they 
are  sick. 

“I  will  also  ask  for  an  appropriation  of 
an  extra  $100-million  to  launch  an  inten- 
sive campaign  to  find  a cure  for  cancer,  and 
I will  ask  later  for  whatever  additional 
funds  can  effectively  be  used.  The  time 


has  come  in  America  when  the  same  kind 
of  concentrated  effort  that  split  the  atom 
and  took  man  to  the  moon  should  be  turned 
toward  conquering  this  dread  disease.  Let 
us  make  a total  national  commitment  to 
achieve  this  goal. 

“America  has  long  been  the  wealthiest 
nation  in  the  world.  Now  it  is  time  we 
became  the  healthiest  nation  in  the  world.” 

In  his  budget  message,  Nixon  said  he 
later  would  send  to  Congress  a message 
“that  will  set  out  a national  health  strategy 
for  the  seventies  and  propose  significant 
changes  in  the  federal  role  in  the  nation’s 
system  of  health  care.” 

“This  strategy  will  seek  to  expend  pre- 
ventive care,  to  train  more  doctors  and 
other  health  personnel,  to  achieve  greater 
equity  and  efficiency  in  the  delivery  of 
health  services,”  he  said.  “It  will  include  a 
new  health  insurance  program  for  all  low- 
income  families  with  children.” 

^ ^ 

The  Nixon  Administration  asked  Con- 
gress for  tighter  government  control  over 
any  peer  review  setup  for  medicare  and 
medicaid  than  would  be  provided  by  the 
so-called  Bennett  amendment  approved  by 
the  Senate  last  year. 

Elliot  L.  Richardson,  secretary  of  Health, 
Education  and  Welfare,  told  the  House 
Ways  and  Means  Committee: 

“We  agree  with  the  objective  of  assur- 
ing an  expanded  role  for  the  medical  pro- 
fession in  peer  review  activities  and 
recognize  the  need  for  improvement  of 
utilization  review  procedures.  However, 
certain  modifications  in  the  senate  pro- 
visions would  be  desirable.  For  example, 
we  do  not  think  that  the  secretary  of  HEW 
should  be  required  to  use  medical-society 
sponsored  groups  in  situations  where 
there  may  be  a highly  qualified  review  or- 
ganization in  the  area  that  has  already 
demonstrated  its  ability  to  perform  well. 
We  also  favor  giving  the  secretary  some 
greater  flexibility  to  permit,  through 
regulations,  variations  in  the  structure  and 
patterns  of  operation  of  peer  review 
groups.” 

Richardson  was  testifying  on  H.R.  1 of 
the  92nd  Congress.  The  social  security 
measure  includes  provisions  for  peer  review 
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and  other  changes  in  medicare  and  medi- 
caid. Both  chambers  of  Congress  passed 
such  legislation  last  year  but  the  senate 
added  so  many  amendments  to  the  house- 
passed  bill  that  congressional  leaders 
decided  it  would  be  futile  for  a house- 
senate  conference  committee  to  try  to 
reconcile  the  differences.  The  house  com- 
mittee made  the  legislation  the  first  order 
of  business  this  year  and  the  legislation 
was  expected  to  get  through  Congress 
within  a few  months. 

Richardson  again  asked  for  authority  to 
use  health  maintenance  organizations 
(HMO’s),  or  prepaid  group  practice,  for 
the  government  programs.  He  also  re- 
newed a request  for  authority  to  limit 
physicians’  fees  and  other  provider  costs 
under  medicare.  Both  provisions  were  ap- 
proved in  varying  forms  by  the  house  and 
senate  last  year,  and  consequently  it  ap- 
peared likely  that  some  versions  of  them, 
along  with  peer  review,  would  become  lav,7 
in  the  first  half  of  this  year. 

Richardson  said  HMO’s  would  mean  prog- 
ress toward  “our  goal  of  emphasizing  pre- 
ventive medical  care.”  He  added: 

“We  believe  that  HMO’s  can  help  solve 
many  of  the  problems  facing  the  health 
care  system  today — the  uncontrolled  rise  in 
health  care  costs,  over-utilization,  partic- 
ularly of  high  cost  services,  disorganization, 
improper  allocation  of  resources,  inadequate 
emphasis  on  preventive  care  and  inefficient 
use  of  available  health  manpower.  In  the 
long  run,  the  encouragement  of  HMO’s 
may  be  the  most  important  step  we  can  take 
to  stimulate  the  restructuring  of  the  health 
delivery  system.  We  hope  that  health  main- 
tenance organizations,  and  their  use  by 
beneficiaries,  will  expand  greatly  in  the 
future,  and  we  believe  that  there  can  be 
significant  long-run  savings  in  program 
costs  due  to  the  HMO  option.” 

Concerning  the  proposed  limitation  on 
increases  in  physicians’  fees,  Richardson 
said: 

“Another  major  change  relating  to  medi- 
care reimbursement  that  is  recommended 
by  the  Administration  is  one  which  would 
limit  medicare’s  recognition  of  prevailing 
charge  increases  to  rates  that  economic  data 
indicate  would  be  fair  to  all  concerned.  We 
believe  that  if  recognition  of  fee  increases 


is  tied  to  appropriate  economic  indexes,  this 
will  help  to  assure  that  the  recognition  of 
such  increases  is  appropriately  related  to 
developments  in  other  pertinent  sectors  of 
the  economy.” 

Administration  sources  said  HEW  later 
would  seek  authority  for  other  economy 
measures  to  cut  medicare  costs.  These  in- 
cluded: 

— Reduction  of  the  60-day  period  of  hos- 
pitalization during  which  beneficiaries  pay 
relatively  little. 

— Increase  the  annual  $50  deductible  a 
beneficiary  must  pay  toward  his  physician’s 
fees  under  Part  B. 

— Tighten  up  on  payments  to  nursing 
homes  for  custodial  care. 

The  American  Nursing  Home  Association 
already  has  withdrawn  official  support  of 
the  medicare  program  for  extended  care 
and  has  urged  its  more  than  7,000  nursing 
home  members  to  re-assess  their  participa- 
tion. 

“The  tragic  aspect  of  the  medicare  pro- 
gram for  extended  care  is  that  the  Social 
Security  Administration  led  America’s 
senior  citizens  to  believe  that,  if  their 
physicians  thought  it  necessary,  they  were 
entitled  to  100  days  of  custodial  care  at 
government  expense,”  David  R.  Mosher, 
ANHA  president,  said.  “Subsequent  rules 
and  regulations  issued  by  SSA  have  virtu- 
ally ruled  this  out.” 

^ ^ ^ 

A National  Commission  on  VD  (Venereal 
Disease)  has  been  formed  to  alert  the  public 
to  the  dangers  of  gonorrhea  and  syphilis 
which  now  afflict  an  estimated  more  than  2 
million  Americans. 

Dr.  Bruce  Webster,  New  York  City,  presi- 
dent of  the  American  Social  Health  Asso- 
ciation, was  named  chairman  of  the 
commission  which  was  created  by  the 
Department  of  Health,  Education  and 
Welfare  to  consider  the  problems  of  syphilis 
and  gonorrhea  from  a national  standpoint, 
study  ways  of  bringing  public  health  and 
private  medicine  into  closer  working  rela- 
tionship, and  make  recommendation  for 
bringing  the  two  diseases  under  control. 

The  commission,  in  seeking  to  define  a 
national  strategy  for  the  better  control  of 
the  venereal  diseases,  will  submit  its  recom- 
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mendations  to  the  various  professional 
groups  represented  on  the  commission,  as 
well  as  to  HEW. 

Dr.  Roger  O.  Egeberg,  HEW  assistant  sec- 
retary for  Health  and  Scientific  Affairs, 
designated  the  Center  for  Disease  Control, 
Atlanta,  to  provide  staff  support  for  the 
commission. 

“In  1968,  a national  incidence  survey  con- 
ducted by  the  American  Social  Health 
Association  for  the  Public  Health  Service 
found  that  although  private  physicians  treat 
about  80  percent  of  the  venereal  disease 
cases,  they  report  only  one  in  nine  to  public 
health  officials,”  Dr.  Webster  said.  “We 
believe  that  this  commission  will  serve  as 
the  long-needed  link  between  public  health 
and  private  medicine.” 

Estimating  about  2 million  cases  of 
gonorrhea  and  75,000  cases  of  infectious 
syphilis  in  the  United  States  last  year,  the 
ASHA,  which  has  waged  continuing  cam- 
paigns against  the  diseases  since  World  War 
I,  said  VD  had  reached  pandemic  propor- 
tions for  the  third  time.  The  two  previous 
times  were  at  the  close  of  the  world  wars. 
Dr.  Jesse  Steinfeld,  Surgeon  General  of  the 
U.S.  Public  Health  Service,  said  gonorrhea 
has  gotten  “out  of  control  and  must  be 
considered  a national  epidemic  of  major 
proportions.”  Dr.  James  McKenzie-Pollack, 
ASHA  medical  director,  said  that  “for  the 
first  time  in  the  pencillin  era,  we  are  seeing 
serious  clinical  complications  of  gonorrhea 
in  the  female.” 

Even  with  only  a small  fraction  of  VD 
cases  reported,  gonorrhea  ranks  first  and 
syphilis  fourth  among  reportable  diseases 
in  the  United  States. 

Early  in  1969,  ASHA  was  asked  by  the 
American  Medical  Association,  National 
Medical  Association,  and  American  Osteo- 
pathic Association  to  convene  23  health  and 
medical  organizations  for  the  purpose  of 
discussing  a national  VD  prevention  and 
control  policy.  Out  of  the  meeting  which 
followed  came  the  plan  for  a national  com- 
mission. 

The  following  professional  organizations 
are  represented  on  the  commission: 

American  Academy  of  Dermatology, 
American  Academy  of  General  Practice, 
American  Academy  of  Neurology,  American 
Academy  of  Pediatrics,  American  College  of 


Obstetricians  and  Gynecologists,  American 
College  of  Physicians,  AMA,  ASHA,  Ameri- 
can Public  Health  Association,  AO  A,  Ameri- 
can Urological  Association,  American  Ve- 
nereal Disease  Association,  Association  of 
American  Medical  Colleges,  and  NMA. 


MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University  Medical  School 

Dr.  Robert  M.  Zollinger,  Ohio  State  Uni- 
versity Professor  and  Surgeon,  delivered 
the  second  annual  Leonard  W.  Edwards 
Memorial  Lecture  at  the  Vanderbilt  Hospi- 
tal Amphitheater  on  January  20.  Dr. 
Zollinger’s  topic  was  “Reflections  on  Gastro- 
intestinal Surgery.” 

The  Edwards  Memorial  Lecture  is  named 
for  the  late  Dr.  Leonard  W.  Edwards,  Nash- 
ville, who  specialized  in  abdominal  surgery 
and  was  a Past  President  of  the  Tennessee 
Medical  Association. 

^ s-c 

Three  major  appointments  in  cardiology 
were  recently  announced  at  Vanderbilt 
University  Medical  School.  Dr.  Harvey  W. 
Bender,  Jr.,  Professor  at  Johns  Hopkins 
Hospital,  has  been  named  to  head  the 
Division  of  Thoracic  and  Cardiac  Surgery 
beginning  July  1. 

Dr.  Thomas  P.  Graham,  Jr.,  Professor  of 
Pediatric  cardiology  at  Duke  University, 
will  head  the  Division  of  Pediatric  Cardi- 
ology, a new  division  of  the  Children’s 
Regional  Medical  Center,  and  serve  as  Asso- 
ciate Professor  of  Pediatrics,  also  beginning 
on  July  1. 

Dr.  Gottlieb  C.  Friesinger,  II,  Associate 
Professor  of  Medicine  at  Johns  Hopkins, 
joined  the  Vanderbilt  Staff  effective  Janu- 
ary 15  as  head  of  the  Division  of  Medical 
Cardiology  and  Professor  of  Medicine. 

The  Pediatric  Pharmacology  Program,  a 
specialized  pediatric  laboratory  in  the  Van- 
derbilt Children’s  Regional  Medical  Center, 
will  be  one  of  the  few  centers  in  the  United 
States  addressing  itself  to  the  problem  of 
drug  action  in  children.  According  to  Dr. 
John  T.  Wilson,  head  of  the  new  program, 
the  purpose  of  the  program  will  be  to  de- 


264 


MEDICAL  NEWS  IN  TENNESSEE— PERSONAL  NEWS 


March,  1971 


termine  the  harmful  effects  of  drugs  on 
children.  Previous  examples  of  such  effects 
include  crippling  effects  of  thalidomide,  dis- 
coloration of  the  teeth  by  tetracycline  and 
steroid  hormone  interference  with  growth. 

The  pharmacology  program  recently  re- 
ceived a $50,000  grant  from  the  Schering 
Corporation  in  New  Jersey. 

Coronary  Care  Symposium  Held 
in  Nashville 

Baptist  Hospital  in  Nashville  was  the  host 
for  a symposium  entitled  “The  Practicing 
Physician  and  Intensive  Coronary  Care” 
which  was  held  on  January  25-29.  This  con- 
ference was  co-sponsored  by  the  American 
College  of  Cardiology  and  Cardiovascular 
Education  Program  of  the  Tennessee  Mid- 
South  Regional  Medical  Program.  The 
faculty  for  this  forum  included  local,  na- 
tional, and  international  physicians  who  are 
specialists  in  research  related  to  cardio- 
vascular diseases.  Heading  the  list  of  widely 
known  cardiologists  which  addressed  the 
group  were  Dr.  Demetrio  Sodi-Pallares  of 
Mexico  City,  who  is  Chief  of  the  Depart- 
ment of  Electrocardiography  at  the  Instituto 
Nacional  de  Cardiologia  de  Mexico;  Dr. 
Goffredo  G.  Gensini  of  Syracuse,  New  York, 
who  is  Director  of  the  Msgr.  Toomey  Car- 
diovascular Laboratory  and  Research  De- 
partment, St.  Joseph’s  Hospital;  Dr.  Lewis 
H.  Kuller,  Baltimore,  Maryland,  Associate 
Professor  of  Epidemiology,  Johns  Hopkins 
University  School  of  Hygiene  and  Public 
Health;  Dr.  Lawrence  E.  Meltzer,  Director 
of  the  Section  of  Clinical  Investigation,  and 
Director,  Coronary  Care  Unit,  Presbyterian- 
University  of  Pennsylvania  Medical  Center, 
Philadelphia,  Pennsylvania;  Dr.  Charles  E. 
Rackley,  Birmingham,  Alabama,  Professor 
of  Medicine  and  Director  of  Myocardial 
Infarction  Research  Unit,  University  of 
Alabama  Medical  Center;  Dr.  Donald  H. 
Singer,  Chicago,  Associate  Professor  of 
Medicine  and  Pharmacology,  Northwestern 
University  Medical  School;  Dr.  James  V. 
Warren,  Professor  and  Chairman,  Depart- 
ment of  Medicine,  Ohio  State  University 
College  of  Medicine,  Columbus,  Ohio;  Dr. 
Robert  E.  Whalen,  Associate  Professor  of 
Medicine,  Duke  University  School  of 
Medicine  and  Associate  Director,  Cardio- 


vascular Laboratory,  Durham,  North  Caro- 
lina; Dr.  Leon  Yochelson,  Professor  and 
Chairman,  Department  of  Psychiatry, 
George  Washington  University  School  of 
Medicine,  Washington,  D.C.;  and  Dr.  Paul 
N.  Yu,  Head,  Cardiology  Unit,  University  of 
Rochester  School  of  Medicine,  New  York. 

The  Program  Director  for  the  symposium 
was  Dr.  Fred  Ownby,  Director  of  Baptist 
Hospital’s  Coronary  Care  Unit.  Other  local 
physicians  who  served  as  co-directors  in- 
cluded Dr.  Harry  L.  Page,  Jr.,  Educational 
Director  of  Medical  Service  and  Director  of 
Cardiology,  St.  Thomas  Hospital;  and  Dr. 
Constantine  Potanin,  Director  of  the  Cardio- 
Pulmonary  Unit  at  Baptist  Hospital. 
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Dr.  E.  Conrad  Shackleford,  Jr.,  Jackson,  has 
joined  the  Tennessee  Department  of  Public 
Health  as  Director  of  Medical  Care  Services.  He 
assumed  his  duties  on  January  11.  As  the  new 
Director  of  Medical  Care  Services,  Dr.  Shackle- 
ford will  be  responsible  for  supervising  the  ac- 
tivities of  Medicaid,  chronic  disease  control, 
speech  and  hearing,  and  the  Crippled  Children’s 
Service. 

Dr.  Charles  Glasgow,  Union  City,  was  the  guest 
speaker  at  a recent  meeting  of  the  Dyersburg 
Rotary  Club.  Dr.  Glasgow  is  Director  of  the 
Northwest  Tennessee  Mental  Health  Clinic  in 
Union  City. 

Dr.  Arnold  Meirowsky,  Nashville,  was  recently 
installed  as  President  of  the  Southern  Neuro- 
surgical Society  at  its  annual  meeting  in  Nassau. 

Dr.  John  McKenzie,  Athens,  was  a program 
participant  at  the  Tennessee  Baptist  Convention’s 
25th  State  Evangelistic  Conference  held  recently 
in  Nashville. 

Dr.  Lloyd  V.  Crawford,  Memphis,  is  presently 
serving  a 60-day  tour  of  duty  aboard  the  hos- 
pital ship  S.  S.  Hope  at  Kingston,  Jamaica.  Dr. 
Crawford  joined  the  ship  along  with  100  other 
physician  volunteers  on  January  15. 

Dr.  Glenn  Crosby,  Memphis,  was  the  guest 
speaker  at  a recent  meeting  of  the  Dyersburg 
Kiwanis  Club.  Dr.  Crosby  discussed  cardio- 
vascular diseases  and  open  heart  surgery. 

Dr.  Danny  Hays,  Athens,  has  announced  the 
association  of  Dr.  Melvin  Elson  in  the  general 
practice  of  medicine. 

Dr.  Clay  Crowder,  Maryville,  was  the  featured 
speaker  at  a recent  meeting  of  the  Maryville 
Optimist  Club  and  discussed  the  subject  of  un- 
authorized drug  use  by  young  people. 
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Dr.  Robert  A.  Waters,  Chattanooga,  has  been 
named  to  the  Board  of  Directors  of  the  Tu- 
berculosis and  Respiratory  Disease  Association 
of  Chattanooga.  Dr.  Waters  also  is  currently 
President  of  Hamilton  County  Medical  Society. 

Dr.  Joe  D.  Mobley,  Paris,  was  recently  elected 
to  a two-year  term  as  Mayor  of  Paris. 

Dr.  J.  F.  Qualls  recently  joined  the  Rhea  Clinic 
in  Paris  to  practice  his  specialty  of  Pediatrics. 

Dr.  John  L.  Sawyers,  Nashville,  was  the  guest 
speaker  at  a meeting  of  the  Rutherford  County 
Cancer  Society  and  discussed  rehabilitation  of 
the  mastectomy  patient.  Dr.  Sawyers  is  Chief 
of  Surgery  and  Director  of  the  Tumor  Clinic  at 
Nashville  Metropolitan  General  Hospital. 

Drs.  Robert  Demos,  David  McNaughton,  and 
Leonard  Carroll  were  participants  in  an  hour 
long  television  special  on  the  Erlanger  Hospital 
Methadone  Clinic  for  heroin  addicts.  The  show 
received  prime  time  viewing  in  Chattanooga  and 
was  sponsored  by  the  League  of  Women  Voters. 

Dr.  I.  Frank  Tullis,  Memphis,  recently  resigned 
as  Director  of  the  University  of  Tennessee  Clini- 
cal Research  Center  to  return  to  the  private 
practice  of  medicine.  Dr.  Tullis  has  served  in 
this  position  since  1948. 

Dr.  Grant  W.  Liddle,  Nashville,  presented  the 
annual  Roger  Morris  Memorial  Lecture  at  the 
University  of  Cincinnati  Medical  Center.  His 
subject,  “Hormonal  Mechanisms  Through  Which 
Tumors  Cause  Clinical  Diseases.” 


BOOK  REVIEW 


HEALERS  IN  UNIFORM.  By  Edward  Edelson. 
Doubleday  and  Company,  Inc.,  1971.  Garden  City, 
New  York.  177  pages.  Price  $3.95. 

This  little  book  contains  ten  bibliographic 
sketches  of  military  doctors  beginning  with 
Banjamin  Rush,  a signer  of  the  Declaration  of 
Independence  and  member  of  the  Continental 
Congress,  where  he  used  his  influence  in  attempt- 
ing to  provide  medical  care  for  the  Revolutionary 
Army.  He  was  too  the  surgeon-general. 

Then  come  the  stories  of  Beaumont,  Billings, 
Sternberg,  Walter  Reed  and  Ashford  and  their 
contributions.  The  final  three  sketches  describe 
the  contributions  in  aviation  medicine,  beginning 
with  Lovelace  and  then  Armstrong  and  Stapp — 
the  men  whose  researches  and  vision  prepared 
for  the  space  age. 

This  is  an  interesting  little  book,  a fitting  gift 
for  a graduating  medical  student. 

THE  EVOLUTION  OF  PREVENTIVE  MEDI- 
CINE IN  THE  UNITED  STATES  ARMY,  1607- 
1939.  By  Stanhope  Bayne-Jones,  M.D.,  Brigadier 
General,  USAR,  Retired.  230  pages.  Superinten- 


dent of  Documents,  Government  Printing  Office, 
Washington,  D.  C.  1968.  Price  $2.50. 

This  began  as  a chapter  to  the  “History  of 
Preventive  Medicine  in  the  U.  S.  Army  of  World 
War  II,  by  the  late  General  James  S.  Simmons. 
With  his  death  General  S.  Bayne-Jones  assumed 
this  responsibility — but  soon  had  the  vision  of 
its  expansion  to  include  much  more  than  the 
events  of  the  last  War. 

The  story  begins  with  the  armed  colonists  at 
Jamestown  in  1607  and  includes  the  succeeding 
168  years  before  the  army  of  the  American 
Revolution  was  organized.  The  author  points 
out  that  the  colonials  were  always  engaged  in 
military  activities  in  the  British  forces  on  this 
continent  and  thus  offered  the  background  of 
preventive  medicine  in  the  subsequently  estab- 
lished Army  of  the  United  States. 

The  reader  with  interest  in  preventive  medi- 
cine and  military  medicine  will  find  this  book 
fascinating  reading,  to  learn  how  and  when 
advances  in  scientific  knowledge  were  applied  in 
the  military  setting,  as  well  as  the  contributions 
of  the  military  to  preventive  medicine.  It  makes 
excellent  and  entertaining  reading  at  twice  the 
price. 

TOBACCO  AND  YOUR  HEALTH:  THE  SMOK- 
ING CONTROVERSY.  By  Harold  S.  Diehl,  M.D., 
Dean  of  the  Medical  Sciences,  University  of 
Minnesota.  261  pages.  New  York,  McGraw-Hill 
Book  Co.,  1969.  Price  $2.95. 

The  author  of  this  “paper-back”  is  an  Emeritus 
Professor  of  Public  Health  of  the  University  of 
Minnesota  and  was  Dean  of  Medical  Sciences  at 
that  school.  He  has,  for  years,  been  Senior  Vice 
President  for  Research  of  the  American  Cancer 
Society. 

He  marshalls  all  of  the  statistical  and  research 
material  in  the  literature  to  present  the  case  of 
the  hazards  of  tobacco  to  human  health,  whether 
in  the  field  of  cancer,  chronic  bronchitis,  emphy- 
sema or  cardiovascular  disease.  He  does,  how- 
ever, present  dissenting  opinions.  The  author 
gives  attention  to  the  problems  of  those  who 
wish  to  stop  smoking  and  to  government’s  role 
in  the  control  of  tobacco  sales. 

This  small  book  presents  in  easy  reading  the 
case  against  tobacco.  It  is  well  illustrated.  It  is 
a good  book  not  only  for  doctors  but  for  intel- 
ligent lay  persons  and  those  in  the  allied  health 
professions. 

ESSENTIALS  OF  PHARMACOLOGY.  Edited  by 
John  A.  Bevan,  Professor  of  Pharmacology,  Uni- 
versity of  California  School  of  Medicine,  Los 
Angeles.  665  pages.  179  illustrations.  New  York: 
Harper  & Row,  publishers,  1969. 

This  text,  the  work  of  seven  members  of  the 
Department  of  Pharmacology  at  the  University 
of  California,  Los  Angeles,  represents  the  distil- 
lation of  the  course  in  pharmacology  designed 
for  medical  and  dental  students.  Thus,  it  is  not 


266 


BOOK  REVIEW— ANNOUNCEMENTS 


March,  1971 


the  detailed  textbook  which  might  be  antici- 
pated. However,  it  has  the  virtue  of  having 
omitted  much  extraneous  material.  It  is  succinct. 

The  reviewer  has  had  the  book  at  his  elbow 
for  some  months  and  had  paid  frequent  visits  to 
its  pages.  The  introductory  section  on  drug  ab- 
sorption, metabolism,  biologic  variation,  adverse 
reactions,  and  allied  topics  is  well  done.  There- 
after appear  sections  related  to  the  use  of  “drugs 
acting  upon”  systems,  as: — peripheral  nervous 
system;  central  nervous  system,  cardiovascular 
system,  gastrointestinal,  renal  and  hematopoietic 
systems;  and  endocrine  activity.  There  is  a sec- 
tion on  the  Chemotherapy  of  Infections  and  Neo- 
plasia and  another  on  Miscellaneous  topics. 

Individual  sections  are  well  organized,  always 
providing  information  upon  action,  clinical  use 
and  adverse  effects.  The  two  color  illustrations 
emphasizing  sites  of  drug  action  are  helpful  for 
a quick  glance  and  for  comparisons  of  sites  of 
action  of  drugs  having  similar  clinical  effects. 

This  is  a book  the  busy  practitioner  can  use 
to  good  effect — material  easy  of  access,  presented 
simply  and  effectively. 


ANNOUNCEMENTS 


Calendar  of  Meetings 
1971 


April  15-17 


May  18-21 


May  20-21 


May  27 


State 

Tennessee  Medical  Association, 
136th  Annual  Meeting,  The 
Read  House,  Chattanooga 
American  Public  Health  Associ- 
ation, Southern  Branch,  and 
Tennessee  Public  Health  Associ- 
ation, (meeting  theme:  “Uni- 

versal Health  Care — A Chal- 
lenge of  Public  Health”),  Shera- 
ton-Peabody  Hotel,  Memphis 
Tennessee  Heart  Association, 
18th  Annual  Meeting,  Holiday 
Inn  and  Ramada  Inn,  Jackson 
Middle  Tennessee  Medical  As- 
sociation, S e w a n e e Country 
Club,  Sewanee 


April  19-22 

Caesar’s  Palace,  Las  Vegas,  Ne- 
vada 

Southeastern  Surgical  Congress, 

May  3-7 

Americana  Hotel,  Miami  Beach, 
Florida 

American  Psychiatric  Associa- 

May 16-19 

tion,  Washington,  D.C. 
American  Thoracic  Society, 

May  17-20 

Statler-Hilton  and  Biltmore 
Hotels,  Los  Angeles 
American  Urological  Associa- 

June 14-16 

tion,  Palmer  House,  Chicago 
American  Neurological  Associ- 

June 20-24 

ation,  Shoreham  Hotel,  Wash- 
ington, D.C. 

American  Medical  Association, 

Chalfonte-Haddon,  Atlantic 
City 

The  22nd  Annual  Symposium  on 
Cardiology  for  Physicians 

This  Symposium  on  Cardiology  will  be  held  on 
Thursday,  March  25th,  in  the  Carolyn  P.  Brown 
Memorial  Auditorium  at  the  University  of  Ten- 
nessee, Knoxville.  Topics  being  presented  focus 
on  the  high  risk  cardiac  newborn,  practical  x-ray 
diagnosis  of  congenital  and  acquired  heart  dis- 
ease, the  newer  aspects  of  rheumatic  fever, 
surgery  in  congenital  heart  disease,  assessment 
of  myocardial  function  in  the  patient  with  val- 
vular heart  diease,  and  the  surgical  approach  to 
coronary  artery  disease.  Dr.  Harold  T.  Dodge, 
Jr.,  professor  of  medicine,  University  of  Wash- 
ington School  of  Medicine,  Seattle;  Dr.  Donald 
B.  Effler,  department  of  surgery,  Cleveland 
(Ohio)  Clinic;  Dr.  Richard  G.  Lester,  chairman, 
department  of  radiology,  Duke  University  Medi- 
cal School,  Durham,  and  Dr.  Carolyn  M.  McCue, 
director  of  pediatric  cardiology,  Virginia  Com- 
monwealth University,  Richmond,  will  present 
lectures. 

The  symposium  is  sponsored  by  the  East  Ten- 
nessee Heart  Association  in  cooperation  with  the 
Division  of  Continuing  Education  and  Confer- 
ences, the  University  of  Tennessee  Medical  Units; 
and  the  Mideast  Area,  Tennessee  Mid/South 
Regional  Medical  Program.  It  is  acceptable  for 
eight  prescribed  hours  by  the  American  Academy 
of  General  Practice. 


March  25-26 


March  26-28 


March  28- 
April  2 
March  29- 
April  3 
April  2-3 


National 

National  Conference  on  Rural 
Health,  24th,  Atlanta  Marriott 
Motor  Hotel,  Atlanta 
American  Society  of  Internal 
Medicine,  Brown  Palace,  Den- 
ver 

American  College  of  Physicians, 
Hilton  Hotel,  Denver 
American  College  of  Radiology, 
Chase  Park  Plaza,  St.  Louis 
National  Congress  of  the  Socio- 
Economics  of  Health  Care,  Fifth, 


1 8+h  Annual  Meeting  of  the 
Tennessee  Heart  Association 

“Community  Cardiology”  will  be  the  theme 
of  the  18th  Annual  Meeting  of  the  Tennessee 
Heart  Association  scheduled  for  May  20-21  at 
the  Holiday  Inn  and  Ramada  Inn  in  Jackson, 
Tennessee.  Dr.  Blair  Erb,  current  President  of 
the  Association  from  Jackson,  will  be  the  pre- 
siding officer  for  the  two  day  meeting. 

An  excellent  program  will  be  presented  and 
will  include  the  following  out-of-state  speakers: 
Loring  L.  Brock,  M.D.,  Director  of  the  Cardiac 
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Rehabilitation  Unit  of  the  Spalding  Rehabilita- 
tion Center  in  Denver,  whose  topic  will  be  “Re- 
habilitation of  the  Cardiac:  Work  Evaluation 

Units”;  Lewis  H.  Kuller,  M.D.,  Professor  of  Epi- 
demiology at  Johns  Hopkins  University  in  Balti- 
more, who  will  discuss  the  “Pre-Hospital  Phase 
of  Myocardial  Infarction — the  Mobile  Coronary 
Care  Unit”;  Samuel  M.  Fox,  M.D.,  Director  of 
Heart  and  Stroke  Control  for  the  Department  of 
Health,  Education  and  Welfare  and  Professor  of 
Medicine  at  George  Washington  University  in 
Washington,  D.C.,  whose  topic  will  be  “Cardio- 
Protection  through  Physical  Activity”;  and 
Henry  Montoye,  Ph.D.,  Professor  of  Physical 
Education  at  the  University  of  Michigan,  Ann 
Arbor,  whose  subject  will  be  “Community  Study 
of  Cardiovascular  Health.”  Outstanding  local 
physicians  will  also  participate  in  the  program. 

The  luncheon  meeting  on  Friday,  May  21,  will 
feature  Kenneth  H.  Cooper,  M.D.,  Director  of 
the  Cooper  Clinic  and  Research  Foundation  in 
Dallas,  Texas  who  will  address  the  group  on 
“Exercise  and  Cardiovascular  Health.”  Dr. 
Cooper  is  author  of  the  popular  book  AERO- 
BICS. 

A rather  unusual  program  will  highlight  the 
President’s  Dinner  on  the  night  of  May  21.  Mr. 
Lou  Whittaker,  Chief  Guide  for  Whittaker’s 
Chalet,  Inc.  in  Tacoma,  Washington,  will  de- 
liver a talk  entitled  “Men,  Mountains,  and  Moti- 
vation.” Mr.  Whittaker,  brother  of  the  first 
American  to  reach  the  summit  of  Mt.  Everest, 
was  Dr.  Erb’s  guide  in  his  ascent  of  Mt.  Rainier 
last  year. 

For  information  regarding  registration,  con- 
tact Mr.  James  C.  Arnold,  Executive  Director, 
Tennessee  Heart  Association,  205  22nd  Avenue, 
North,  Nashville  37203. 

The  University  of  Kentucky 
Post  Graduate  Activities 

The  Continuing  Education  Department  of  the 
University  of  Kentucky  College  of  Medicine  has 
announced  the  following  postgraduate  courses: 
April  9-10  “Obstetrical  Analgesia — Anes- 

thesia and  Neonatology.”  The 
purpose  of  this  course  is  to  re- 
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April  28-30 


May  14 


May  19-21 


view  the  means  of  providing 
safe  and  satisfactory  analgesia 
for  the  woman  in  labor  with 
either  normal  or  complicated 
conditions  of  delivery. 
“Symposium  on  Inflammatory 
Diseases  of  the  Gastrointestinal 
and  Biliary  Tracts.”  This  course 
will  be  sponsored  by  the  De- 
partment of  Diagnostic  Radi- 
ology. 

“New  Approaches  in  Cancer 
Therapy.”  A symposium  de- 
signed to  explore  those  areas  of 
cancer  therapy  where  new  ap- 
proaches have  significantly  al- 
tered treatment. 

“Ambulatory  Care  of  Children.” 
For  professionals  who  care  for 
children. 


These  courses  will  be  held  at  the  Albert  B. 
Chandler  Medical  Center  in  Lexington.  For 
further  information,  contact  Frank  R.  Lemon, 
M.D.,  Associate  Dean,  Continuing  Education, 
College  of  Medicine,  University  of  Kentucky, 
Lexington,  Kentucky  40506. 


Postgraduate  Symposium  on 
Rheumatic  Diseases 

The  seventh  Annual  Rheumatic  Disease  Sym- 
posium, jointly  sponsored  by  the  University  of 
Louisville  School  of  Medicine  and  the  Kentucky 
Chapter  of  the  Arthritis  Foundation,  will  be 
held  on  Thursday,  April  22,  1971.  The  all  day 
conference  will  be  held  in  the  Amphitheater  of 
the  new-Health  Science  Medical  Center,  Univer- 
sity of  Louisville  Medical  Center. 

The  program  will  focus  on  recent  advances  in 
rheumatology  with  selected  topics  including  cur- 
rent information  on  immunologic  aspects  of  rheu- 
matoid arthritis,  unusual  joint  disorders  follow- 
ing renal  transplants,  new  approaches  to  the 
use  of  immunotherapy,  helpful  techniques  in  the 
differential  diagnosis  of  various  arthritides,  and 
an  appraisal  of  the  new  total  hip  arthroplasty 
procedure. 


DON'T  FORGET.  . . 

Your  voluntary  IMPACT  dues  are  due  now!  Why  not  include  them  at 
the  same  time  you  pay  your  other  dues  or  you  can  send  them  directly 
to  IMPACT  (Independent  Medicine’s  Political  Action  Committee — 
Tennessee)  P.O.  Box  645,  Nashville,  Tennessee  37202. 

IMPACT  needs  you.  . . . and  you  need  IMPACT 
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Abortion  Without  Medical  Indication 

The  problem  of  abortion  has  as  many 
facets  as  any  that  the  medical  profession 
has  had  to  deal  with  in  a number  of  years. 
It  has  been  with  us  always  in  one  form  or 
another,  but  until  recent  years  it  has  been 
relatively  simple  with  a sharp  line  drawn 
between  what  is  proper  and  what  is  not. 

However,  in  the  past  few  years  the  chang- 
ing moral,  social  and  legal  code  has  wrought 
vast  changes  in  the  public  attitude  toward 
abortion. 

The  important  point  to  me,  and  the  point 
which  bears  emphasis  it  has  not  previously 
received,  is  that  these  changes  have  not 
been  in  abortion  as  a medical  procedure  at 
all.  Medically  or  surgically  it  is  the  same 
old  D.  & C.  and  remains  relatively  simple 
from  the  technical  standpoint  if  carried  out 
in  the  early  months  of  pregnancy. 

The  changes  are  really  outside  of  the 
realm  of  medical  practice.  They  are  legal, 
moral  and  social  and  they  are  tremendous, 
indeed.  In  consequence  we  in  organized 
medicine  have  been  going  through  mental 
and  oratorical  convulsions  and  gyrations 
most  unbecoming  at  times  to  the  dignity  of 
the  profession.  These  have  been  singularly 
unproductive  as  far  as  bringing  forth  a 
consistent  policy  or  platform  on  which  we 
can  stand  firmly,  proudly  and  happily. 

The  last  satisfactory  policy  on  abortion 
set  forth  by  the  AMA  was  the  1967  resolu- 
tion adopted  by  the  House  of  Delegates. 
This  was  modified  and  adopted  by  The 
Medical  Society  of  Virginia  in  1967.  A 
similar  policy  was  enacted  into  law  by  the 
Virginia  Assembly  at  its  recent  session. 
This  is  good  policy  and  law  because  it  con- 
cerns itself  with  therapeutic  abortion  for 
sound  medical  indications. 

Trouble  arises  and  the  whole  thing  comes 
apart  at  the  seams,  when  we  take  a policy 
which  is  sound,  when  applied  to  therapeutic 
abortion,  and  try  to  modify  it  so  that  it  can 
be  used  for  abortion  without  any  medical 
indication  at  all.  The  simple  fact  is  that 
these  two  procedures  can  never  be  mea- 
sured on  the  same  yardstick.  One  is  sound 


medical  practice  and  the  other  is  not. 

Abortion  on  demand  or  on  request  is 
something  quite  different: 

1 —  You  may  call  it  a social  service  or  a 
solution  to  a social  problem  if  you  are  of 
the  liberal  persuasion. 

2 —  You  may  see  it  as  an  expression  of  the 
rights  of  youth  to  a free  sex  life  without 
being  liable  for  the  consequences. 

3 —  It  may  represent  the  right  of  a woman 
to  bear  or  not  to  bear  a child  as  she  may 
choose. 

4 —  You  may  see  it  as  a necessary  ex- 
pedient to  control  the  population  explosion 
with  its  resulting  pollution  of  the  environ- 
ment and  projected  world  famine. 

5 —  Or  you  may  see  it  as  simple  murder 
and  the  first  cousin  to  infanticide  which  has 
been  practiced  in  some  primitive  societies 
for  some  of  the  very  same  reasons. 

Any  of  these  things  it  May  Be.  But  there 
is  one  thing  It  Is  Not.  It  Is  Not  the  practice 
of  medicine.  It  is  the  antithesis  of  the  prac- 
tice of  medicine.  It  treats  no  one’s  illness,  it 
saves  no  one’s  life.  It  touches  medicine  only 
tangentially  because  the  technology  and 
scientific  knowledge  of  medicine  are  neces- 
sary to  carry  out  the  procedure  and  insure 
the  safety  of  the  pregnant  woman. 

So  let  us  stay  with  our  policy  on  thera- 
peutic abortion  as  set  forth  in  1967. 

But  let  us  also  be  realistic.  The  public  is 
expressing  strong  demand  for  more  liberal 
abortion  laws  and  it  is  getting  them.  Abor- 
tions have  been  legalized  without  sig- 
nificant limitations  in  several  states,  and 
more  are  sure  to  follow.  It  is  quite  possible 
that  the  Supreme  Court  in  its  current  ses- 
sion may  rule  as  unconstitutional  most  of 
the  present  state  laws  on  abortion.  So  let 
us  say  to  the  people  and  to  our  legislators, 
“We  will  accept  and  obey  your  laws;  but 
if  you  decide  to  legalize  abortion  without 
medical  indication,  please  establish  clinics, 
staffed  by  government  physicians  to  carry 
out  the  procedure.  There  will  be  ample 
demand  for  their  services  to  keep  full  time 
government  physicians  busy  doing  abor- 
tions. The  general  hospitals  are  needed  to 
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take  care  of  the  sick.” 

In  most  of  those  states  which  have  legal- 
ized abortion  without  medical  indication  the 
medical  societies  have  endorsed  it,  and  it  is 
being  woven  into  the  fabric  of  medical  prac- 
tice. In  my  judgment  they  will  regret  this. 
This  procedure  lends  itself  to  commercial 
promotion  as  witnessed  by  the  many  letters 
from  the  State  of  New  York  soliciting  refer- 
rals of  patients  for  this  service.  There  will 
be  men  who  specialize  in  this  alone,  and 
this  specialty  will  be  quite  lucrative  on  a 
private  basis.  Under  the  present  arrange- 
ment these  men  will  be  active  in  the  med- 
ical society  and  some  of  them  may  hold  high 
office. 

Those  who  do  this  work  as  a part  of  an 
active  obstetric  and  gynecology  practice 
will  enjoy  an  even  easier  access  to  the  fold. 
This  practice  can  do  us  no  good;  it  can  only 
corrupt  us. 

It  will  be  to  the  eternal  credit  of  the  med- 
ical profession  if  we  can  say  to  the  public, 
“Pass  these  laws  if  you  must.  We  will  obey 
the  law  and  we  will  cooperate  in  the  estab- 
lishment of  clinics  so  that  the  procedures 
can  be  done  properly  and  safely.  But  the 
doctors  do  not  need  or  want  this  kind  of 
money.  It  is  not  part  of  the  practice  of 
medicine.” — W.  S.  Hotchkiss,  M.D. 

(Reprinted  From  Virginia  Medical  Monthly,  De- 
cember 1970) 

The  AMA  Dues  Increase 

The  American  Medical  Association’s 
House  of  Delegates,  in  June,  approved  a 
$40-a-year  increase  in  AMA  dues,  raising 
them  to  a total  of  $110  a year.  To  determine 
the  need  for  the  increase,  the  American 
Medical  News  conducted  interviews  with 
Max  H.  Parrott,  M.D.,  chairman  of  the 
Board  of  Trustees,  and  Burt  L.  Davis,  M.D., 
chairman  of  the  Finance  Committee  of  the 
Board.  Following  is  the  first  of  a series 
based  on  those  interviews. 

Q.  Dr.  Davis,  what  were  the  factors  leading 
the  Board  to  ask  for  a dues  increase  this 
year? 

A.  To  oversimplify,  it  became  apparent  that 
we  couldn’t  live  within  our  income  at  the 
present  level.  In  fact,  we’re  operating  at  a 
deficit  this  year.  Actually,  it  was  a combi- 
nation of  things — inflation,  fiscal  uncer- 
tainties in  the  future,  and  the  need  for  more 


and  better  AMA  programs  in  the  years 
ahead.  Inflation  is  affecting  the  AMA  about 
6 per  cent  a year.  Perhaps  that  doesn’t 
sound  like  much,  but  when  you  start  talk- 
ing about  dollars,  you  come  up  with  some 
alarming  figures.  Our  operating  expenses 
this  year  are  estimated  at  $32,024,955,  that’s 
including  about  $25  million  for  programs, 
$1.5  million  for  costs  of  occupancy,  includ- 
ing property  taxes,  and  $6.7  million  in  ad- 
ministrative costs.  In  1967 — the  last  year 
dues  were  raised — operating  expenses 
were  $28,371,000,  with  $21,411,000  for  pro- 
grams, $1,285,000  for  occupancy,  and  $5,675,- 
000  for  administration.  Now,  if  you  figure 
the  1967  costs  in  1970  dollars,  the  program 
for  that  year  would  have  cost  $32,910,000 — 
more  than  they’re  going  to  cost  this  year. 

Q.  Do  things  look  any  better  in  the  future? 
A.  If  inflation  keeps  on  at  its  present  pace, 
it  will  add  nearly  $2  million  to  our  costs 
in  1971,  and  another  $2.25  million  in  1972. 
These  figures  don’t  include  any  provision 
for  taxes  on  our  “unrelated  business  in- 
come”— the  status  of  which  is  still  in  doubt 
— nor  do  they  include  expansion  of  our 
programs  and  activities. 

Q.  What  effect  is  this  having  on  AMA 
activities? 

A.  We’ve  had  to  do  some  curtailing,  of 
course.  As  an  example  in  1967,  one  of  our 
important  councils  held  eight  meetings  for 
a total  cost  of  $30,000.  This  year,  that  same 
group  will  meet  only  seven  times,  and  it’ll 
still  cost  $38,000. 

Q.  What  about  the  non-controllable  costs? 
A.  Such  things  as  postage  and  taxes  are 
controllable  by  the  government — there’s  not 
much  we  can  do  about  it.  This  year  the 
AMA  will  pay  $325,000  to  the  government 
as  its  contribution  to  Social  Security  for  its 
employees.  These  taxes  have  gone  up  19 
per  cent  since  1967.  Postage  is  another  big 
item  for  us,  and  the  postal  rate  increases 
have  had  a definite  effect.  These  are  the 
kinds  of  costs  we  can’t  do  anything  about — 
when  they  go  up,  we  have  to  pay  the  in- 
creases. 

Q.  What  about  salaries? 

A.  As  AMA  programs  expand,  more  peo- 
ple are  required  to  staff  them.  And  salaries 
have  to  keep  going  up  or  the  high-caliber 
people  we  want  won’t  be  able  to  work  for 
us.  In  1967,  we  had  982  employees,  today 
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just  over  1,000  but  the  number  of  profes- 
sional people  has  increased  13  per  cent. 
Three  years  ago,  our  total  payroll  was  $8.4 
million;  this  year  it’ll  be  just  over  $11 
million.  And  we’ll  pay  $1,081,000  in  benefits 
— including  Social  Security — whereas  the 
total  was  $905,000  in  1967.  We’re  doing 
everything  we  can  to  hold  payroll  costs 
down.  But  our  increasing  involvement  in 
major  programs  makes  it  necessary  that  we 
hire  more  and  better  professional  people 
for  the  staff. 


In  figuring  our  future  needs,  we  included 
an  8 per  cent  inflation  factor  in  all  salary 
estimates.  Many  unions  have  won  contracts 
calling  for  much  bigger  increases.  Major 
union  settlements  during  the  first  half  of  the 
year  included  a median  increase  of  9.7  per 
cent  a year  in  wages  and  benefits.  For  most 
of  the  other  items  in  the  AMA  budget,  we 
used  an  inflation  factor  of  5.8  per  cent  a 
year. 

(Reprinted  from  the  Journal  of  the  Medical  So- 
ciety of  New  Jersey,  November  1970) 


THE  LITTLE  RED  HEN  (REVISITED) 

(Doug  Smith,  a British  Columbia  writer,  pro- 
duced this  variation  on  the  children's  classic.) 

Once  upon  a time  there  was  a little  red  hen 
who  scratched  about  and  uncovered  some  grains 
of  wheat.  She  called  her  barnyard  neighbors 
and  said,  “If  we  work  together  and  plant  this 
wheat,  we  will  have  some  fine  bread  to  eat. 
Who  will  help  me  plant  the  wheat?”  “Not  I,” 
said  the  cow.  “Not  I,”  said  the  pig.  “Not  I,” 
said  the  duck.  “Not  I,”  said  the  goose.  “Then 
I will,”  said  the  little  red  hen,  and  she  did. 

The  wheat  grew  tall  and  ripened  into  golden 
grain.  “Who  will  help  me  reap  my  wheat?” 
asked  the  little  red  hen.  “Not  I,”  said  the  duck. 
“Out  of  my  classification,”  said  the  pig.  “I’d  lose 
my  seniority,”  said  the  cow.  “I’d  lose  my  un- 
employment insurance,”  said  the  goose. 

Then  it  came  time  to  bake  the  bread.  “That’s 
overtime  for  me,”  said  the  cow.  “I’m  a dropout 
and  never  learned  how,”  said  the  pig.  “If  I’m 
the  only  one  helping,  that’s  discrimination,”  said 
the  goose.  “Then  I will,”  said  the  little  red  hen, 
and  she  did. 

She  baked  five  loaves  of  fine  bread  and  held 
them  all  up  for  the  neighbors  to  see.  They  all 
wanted  some,  demanded  a share.  But  the  red 


hen  said,  “No.  I can  rest  for  awhile  and  eat  the 
five  loaves  myself.”  “Excess  profits,”  cried  the 
cow.  “Capitalistic  leech,”  screamed  the  duck. 
“Company  fink,”  grunted  the  pig.  “Equal  rights,” 
yelled  the  goose.  And  they  hurriedly  painted 
picket  signs  and  marched  around  the  little  red 
hen  singing,  “We  shall  overcome.”  And  they  did. 

For  when  the  farmer  came,  he  said,  “You  must 
not  be  greedy,  little  red  hen.  Look  at  the  op- 
pressed cow.  Look  at  the  disadvantaged  duck. 
Look  at  the  underprivileged  pig.  Look  at  the 
less  fortunate  goose.  You  are  guilty  of  making 
second-class  citizens  of  them.”  “But  . . . but,” 
said  the  little  red  hen,  “I  earned  the  bread.” 
“Exactly,”  said  the  wise  farmer.  “That  is  the 
wonderful  free  enterprise  system;  anybody  in 
the  barnyard  can  earn  as  much  as  he  wants. 
You  should  be  happy  to  have  this  freedom.  In 
other  barnyards,  you’d  have  to  give  all  five 
loaves  to  the  farmer.  Here  you  give  four  loaves 
to  your  suffering  neighbors.”  And  they  lived 
happily  ever  after,  included  the  little  red  hen, 
who  smiled  and  clucked:  “I  am  grateful.  I am 
grateful.” 

But  her  neighbors  wondered  why  she  never 
baked  any  more  bread. — Reprinted  with  per- 
mission from  the  Journal  of  the  Iowa  Medical 
Society. 
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SYMPOSIUM  ON 
MEDICAL  GENETICS 

I.  Some  Principles  and  Mechanisms  of 
Human  Inheritance 

ROBERT  L.  ATNIP,  Ph.D.,f  Memphis,  Tenn. 


Introduction 

Once  regarded  as  barren  territory  for 
genetic  research,  the  study  of  human  ge- 
netics has  advanced  rapidly  during  the  last 
20  years,  yielding  information  far  in  excess 
of  previous  expectations.  Clinical  cytoge- 
netics, now  only  slightly  more  than  10 
years  old,  has  already  proven  itself  indi- 
spensable in  the  diagnosis  and  management 
of  patients  with  multiple  malformations, 
mental  retardation,  and  infertility.  These 
advances  are  accompanied  by  a growing 
public  awareness  of  the  role  of  heredity  in 
health  and  disease,  and  by  increasing  de- 
mands for  counseling  and  other  genetic 
services. 

Chromosome  Structure  and  Classification 

Sufficient  genetic  information  is  encoded 

fFrom  the  Genetics  Laboratory  of  the  Child 
Development  Center,  the  Genetics  Section  of  the 
Department  of  Pediatrics,  and  the  Department 
of  Anatomy,  University  of  Tennessee  Medical 
Units,  Memphis,  Tenn.  38103. 

This  work  was  supported  in  part  by  special 
Project  Grant  No.  900,  Division  of  Health  Ser- 
vices MCHS,  HSMHA,  DHEW. 

*Presented  at  the  First  Annual  Leigh  Buring 
Memorial  Conference,  March  4,  1970,  Child  De- 
velopment Center,  University  of  Tennessee  Med- 
ical Units,  Memphis,  Tenn. 


within  the  chromosomes  of  a fertilized 
ovum  to  construct  and  operate  a human 
being.  By  the  precise  and  orderly  behavior 
of  chromosomes  during  gamete  formation 
and  fertilization,  this  information  is  re- 
arranged, redistributed,  and  assorted  to 
each  zygote  in  a manner  that  insures  the 
uniqueness  of  each  new  person.  The  suc- 
cessful outcome  of  these  precise  maneuvers 
depends  upon  essentially  flawless  perfor- 
mance of  the  mechanisms  involved  at  every 
step.  The  high  incidence  of  defective  devel- 
opment due  to  chromosomal  aberrations 
in  newborns  (about  0.5%)  and  its  much 
higher  incidence  in  spontaneous  abortions 
(about  25%)  bears  witness  to  the  frequent 
failure  of  these  mechanisms. 

Chromosomes  are  composed  chiefly  of 
deoxyribonucleic  acid  (DNA)  and  proteins 
combined,  in  a manner  not  well  understood, 
as  a nucleoprotein  complex.  Genetic  in- 
formation is  encoded  within  the  structure 
of  the  DNA  molecule,  the  genetic  code  it- 
self consisting  of  the  particular  sequence 
in  which  four  different  nucleic  acid  bases 
are  situated  along  the  DNA  molecule. 
Available  evidence  now  favors  the  theory 
that  chromosomal  proteins,  particularly  his- 
tones, act  to  stabilize  and  to  some  extent 
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METACENTRIC  SUBMETAGENTRIC  ACROCENTRIC 

Fig.  1:  Three  types  of  human  chromosomes 
according  to  location  of  centromere.  Note  satel- 
lites attached  to  short  arm  of  acrocentric 
chromosome. 

govern  the  genetic  activity  of  chromosomal 
DNA. 

At  the  stage  of  the  life  cycle  of  the  cell 
usually  studied  for  chromosomal  analysis, 
chromosomes  have  the  appearance  shown 
in  figure  1.  Each  chromosome  consists  of 
two  parallel  strands,  chromatids,  which  are 
united  at  a lightly  staining  region  called  the 
centromere.  On  the  basis  of  centromere 
position,  three  types  are  seen  among  human 
chromosomes:  metacentric  chromosomes 

with  centrally  placed  centromeres,  acro- 
centric chromosomes  with  centromeres  near 
the  end,  and  submet  acentric  chromosomes 
with  centromere  positions  intermediate  be- 
tween those  of  the  other  two  types.  The 
centromere  divides  the  long  axis  of  the 
chromosome  into  two  arms.  Thus,  in  sub- 
metacentric  and  acrocentric  chromosomes 
there  is  a long  arm  and  a short  arm.  Meta- 
centric chromosomes  have  arms  of  approxi- 
mately equal  lengths.  Certain  chromosomes 
possess  satellites,  tiny  masses  of  chromoso- 
mal material  joined  to  the  end  of  a chro- 
mosome by  a thin  strand.  These  are  a 
normal  feature  of  all  acrocentric  chro- 
mosomes except  the  Y,  and  are  occasionally 
seen  on  other  chromosomes  in  normal  indi- 
viduals. Chromosomal  size,  centromeric  po- 
sition, and  presence  or  absence  of  satellites 
are  three  main  structural  features  used  in 
classification  of  chromosomes. 

An  arrangement  of  chromosomes  such  as 
that  depicted  in  figure  2 is  referred  to  as  a 
karyotype.  To  obtain  such  a karyotype  an 
enlarged  photomicrograph  is  made  of  the 
chromosomes  of  a particular  cell  such  as 
shown  in  the  small  photograph  beneath 
the  karyotype.  The  chromosomes  are  then 
cut  from  the  photomicrograph  individually 
with  scissors  and  stuck  onto  a cardboard 
sheet  according  to  the  conventional  ar- 
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Fig.  2:  Normal  male  karyotype  and  meta- 
phase spread  from  which  it  was  constructed. 


rangement  illustrated.  Routinely,  leuko- 
cytes cultured  from  peripheral  blood  pro- 
vide cells  for  analysis,  but  cells  from  almost 
any  tissue  of  the  body  may  be  used.  Some- 
times it  is  desirable  to  culture  cells  from 
multiple  tissues  in  the  same  person  to  de- 
termine whether  the  karyotype  is  the  same 
in  all  tissues  or  whether  a different  karyo- 
type is  present  in  certain  cells,  in  which 
case  the  individual  is  described  as  a chro- 
mosomal mosaic.  (Note  that  the  term 
karyotype  is  being  used  in  a second  sense 
to  refer  to  the  chromosomal  constitution  of 
an  individual  or  cells  without  reference  to 
the  conventionalized  arrangement  shown 
in  figure  2.) 

In  a karyotype  the  23  pairs  of  identical 
(or  homologous)  chromosomes  are  ar- 
ranged into  seven  groups,  A through  G. 
Group  A contains  pairs  1 to  3,  each  of 
which  can  be  separately  identified  as  shown. 
Group  B contains  pairs  4 and  5.  These  are 
large  submetacentric  chromosomes  which 
cannot  be  distinguished  one  from  the  other 
by  usual  methods.  Group  C contains  pairs 
6 to  12  plus  two  X chromosomes  in  females 
and  one  X chromosome  in  males.  C chro- 
mosomes cannot  be  paired  and  ranked  with 
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certainty  and  are  usually  simply  placed 
in  order  of  descending  size.  The  three  pairs 
of  acrocentric  chromosomes  of  group  D are 
not  distinguishable  by  morphologic  criteria. 
Chromosomes  of  pair  number  16  are  more 
metacentric  than  those  of  pairs  17  and  18 
of  group  E.  The  two  pairs  of  small  meta- 
centric chromosomes  of  group  F are  indis- 
tinguishable from  each  other,  as  are  the 
two  pairs  of  small  acrocentric  chromosomes 
of  group  G.  The  Y chromosome  is  about 
the  same  size  as  the  G chromosomes,  but 
possesses  no  satellites;  it  can  usually  be 
separated  from  the  G chromosomes  by  an 
experienced  examiner.  The  X chromosomes 
are  indistinguishable  morphologically  from 
the  larger  C chromosomes  and  for  this 
reason  many  authors  do  not  attempt  to 
identify  them  individually  or  to  set  them 
apart  on  karyotypes.  The  karyotype  illus- 
trated is  that  of  a male.  The  female  karyo- 
type is  identical  to  this  except  it  lacks  a 
Y chromosome  and  contains  16  chro- 


mosomes, rather  than  15,  in  group  C. 

Behavior  of  Chromosomes  During  Cell  Division 

Mitosis.  Production  of  new  cells  to  pro- 
vide for  growth  of  the  body  and  replace- 
ment of  discarded  cells  is  accomplished  by 
a type  of  cell  division  known  as  mitosis. 
This  process  results  in  the  production,  from 
a single  cell,  of  two  daughter  cells,  each 
possessing  a complete  set  of  chromosomes 
identical  to  that  of  the  parent  cell.  Cells 
not  in  mitosis  are  said  to  be  in  the  inter- 
phase or  resting  stage;  the  latter  designa- 
tion is  something  of  a misnomer  since  in 
this  period  the  cell  is  most  active  metaboli- 
cally,  synthesizing,  among  other  materials, 
the  chromosomal  components — DNA  and 
chromosomal  proteins.  Stages  of  the  cell 
life  cycle  are  represented  in  figure  3.  A 
single  pair  of  chromosomes  is  traced.  Dur- 
ing interphase  chromosomes  are  so  greatly 
elongated  and  thin  as  to  be  microscopically 
invisible,  except  at  certain  areas  where 
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Fig.  3:  Mitotic  cell  cycle. 
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tight  coiling  has  made  segments  of  them 
visible  as  masses  of  chromatin.  During 
early  prophase,  the  chomosomes  begin  to 
shorten  and  thicken  by  a coiling  process 
which  renders  each  visible  as  a pair  of 
long,  thin  chromatids  joined  at  the  cen- 
tromere. Prophase  is  later  marked  by  the 
disappearance  of  the  nuclear  membrane 
and  nucleoli,  and  the  appearance  of  the 
mitotic  spindle.  Metaphase  is  reached  when 
the  chromosomes  become  aligned  on  a plane 
perpendicular  to  the  long  axis  of  the 
spindle,  midway  between  small  dark  bodies 
called  centrioles.  Spindle  fibers  are  at- 
tached to  the  centromeric  region  of  each 
chromosome.  During  the  next  stage,  ana- 
phase, sister  chromatids  separate,  their 
centromeres  having  split.  They  then  move 
toward  opposite  poles  of  the  cell,  being 


pulled  by  the  spindle  fibers.  The  cell  enters 
telophase  as  the  chromosomes  become  clus- 
tered at  the  cell  poles.  The  nuclear  mem- 
brane reforms,  nucleoli  reappear,  and  the 
chromosomes  again  become  elongated  and 
invisible.  Finally,  the  cytoplasm  is  divided 
by  a local  constriction  of  the  plasma  mem- 
brane establishing  new  cell  membranes  be- 
tween the  daughter  nuclei  and  completing 
the  separation  of  daughter  cells. 

Meiosis.  During  maturation  of  sperms 
and  eggs,  the  number  of  chromosomes  is 
reduced  from  the  diploid  number  of  46 
chromosomes  to  the  haploid  number  of  23. 
This  reduction  in  the  number  of  gametic 
chromosomes,  which  is  essential  for  the 
number  of  chromosomes  to  remain  con- 
stant from  generation  to  generation,  is  ac- 
complished by  meiosis.  Recall  that  in  mi- 
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tosis  chromosomal  replication  precedes  each 
cell  division.  In  contrast,  in  meiosis  cell 
division  occurs  twice  but  chromosomal 
replication  occurs  only  once,  resulting  in  a 
reduction  of  the  number  of  chromosomes 
entering  the  gametes.  Meiosis  accomplishes 
more  than  reduction  of  gametic  chro- 
mosome numbers;  of  immense  genetic  im- 
portance is  the  fact  that  chromosomal  seg- 
ments are  exchanged  between  members  of 
homologous  pairs  to  increase  greatly  the 
genetic  variability  of  each  offspring. 

Each  of  the  two  cell  divisions  of  meiosis 
has  its  own  prophase,  metaphase,  anaphase, 
and  telophase,  but  each  division  differs  from 
the  other  in  significant  ways.  Prophase  of 
the  first  division,  being  more  complicated 
than  mitotic  prophase,  is  broken  down  for 
descriptive  purposes  into  a number  of  stages 
(Fig.  4) . In  the  first,  or  leptotene  stage, 
the  chromosomes  are  long  and  thread-like. 
During  the  zygotene  stage  homologous 
chromosomes  come  together  in  a process 
called  synapsis  to  form  closely  aligned  pairs 
or  bivalents.  Synapsis  does  not  occur  in 
mitosis.  The  bivalents  become  shorter  and 
thicker  during  the  pachytene  stage  and  it 
is  apparent  that  each  bivalent  is  4-stranded 
due  to  division  of  each  of  the  two  chro- 
mosomes into  two  chromatids.  During  the 
next  stage,  diplotene,  the  bivalents  con- 
tinue to  shorten  and  thicken  and  homo- 
logous chromosomes  begin  to  separate,  one 
from  the  other,  except  at  points  where 
chromatids  remain  attached  to  correspond- 
ing points  on  homologous  chromatids.  These 
points,  called  chiasmata,  represent  sites 
where  homologous  chromatids  have  broken 
and  exchanged  segments,  providing  the 
basis  for  crossing-over,  the  genetic  conse- 
quences of  which  are  observable  in  breed- 
ing experiments  and  in  pedigree  analysis 
in  man.  The  final  stage  of  the  first  prophase 
is  diakinesis,  during  which  the  chro- 
mosomes become  highly  condensed  and  the 
chiasmata,  very  apparent.  During  the  first 
metaphase  the  chromosomes  line  up  on  the 
equatorial  plane,  and  at  anaphase  homol- 
ogous chromosomes  separate  and  move  to 
opposite  poles  of  the  cell.  The  centromere 
of  each  chromosome  does  not  split  as  in 
mitosis  but  moves,  with  both  chromatids 
attached,  toward  one  of  the  cell  poles.  Dur- 
ing telophase  of  the  first  division  the  chro- 


mosomes remain  somewhat  condensed,  com- 
pared to  telophase  of  mitosis,  but  otherwise 
the  two  telophases  are  about  the  same. 

After  telophase,  the  daughter  cells  pro- 
ceed quickly  through  a short  atypical  inter- 
phase called  interkinesis  to  enter  the  second 
meiotic  division.  No  DNA  synthesis  occurs 
between  the  two  divisions.  Prophase  is 
short;  metaphase,  anaphase  and  telophase 
resemble  ordinary  mitosis  in  that  centro- 
meres split  and  daughter  chromosomes 
move  to  opposite  cell  poles  and  occupy 
the  two  new  daughter  cells.  The  second 
cell  division  completes  meiosis  and  the 
resulting  daughter  cells  subsequently  be- 
come sperms  and  eggs. 

Meiosis  in  males  differs  in  some  respects 
from  meiosis  in  females.  In  males  four 
spermatids  are  formed  for  each  germ  line 
cell  entering  mitosis,  whereas  in  females 
only  one  ootid  or  future  ovum  is  produced, 
the  other  cellular  descendants  of  the  germ 
line  cell  become  smaller,  nonfunctional 
cells,  practically  devoid  of  cytoplasm,  called 
polar  bodies.  Another  difference,  and  one 
with  possible  clinical  significance,  regards 
the  time  at  which  the  various  meiotic 
events  occur.  Formation  of  sperms  from 
germ  line  cells,  spermatogonia,  requires 
approximately  70  to  75  days  and  occurs 
continuously  throughout  reproductive  life. 
In  the  female,  however,  all  future  ova 
have  progressed  to  late  prophase  of  the 
first  meiotic  division  well  before  birth; 
meiosis  is  not  completed  until  after  ovula- 
tion, a possible  delay  of  up  to  45  or  more 
years.  The  above-mentioned  clinical  sig- 
nificance derives  from  the  possibility  that 
damage  may  be  inflicted  upon  the  chro- 
mosomes by  a variety  of  agents  such  as 
irradiation  and  drugs  to  which  they  may 
be  exposed  during  the  long  delay. 

Mendelian  Genetics 

Some  principles  and  terms.  The  behavior 
of  chromosomes  during  meiosis  and  conse- 
quently the  distribution  of  genes  located  in 
them  to  the  offspring  results  in  character- 
istic and,  for  many  traits,  recognizable  pat- 
terns of  inheritance.  Through  controlled 
breeding  experiments  and  careful  observa- 
tion and  analysis  Mendel  elucidated  many 
basic  principles  of  gene  transmission.  In 
recognition  of  his  contribution  this  area  of 
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the  study  of  genetics  is  often  referred  to 
as  “Mendelian  genetics.” 

The  following  generalizations  derived 
from  the  work  of  Mendel  and  others  are 
essential  to  an  understanding  of  genetics. 
Hereditary  factors,  or  genes,  are  situated 
on  the  chromosomes  and  are  arranged  in 
linear  fashion  at  particular  sites  called 
loci.  As  chromosomes  exist  in  pairs  within 
each  cell,  genes  occur  in  pairs  occupying 
corresponding  positions  in  homologous 
chromosomes.  Both  genes  at  a given  locus 
need  not  be  identical  in  their  effects.  For 
example,  a person  having  blood  type  AB 
has,  at  the  locus  which  determines  the 
ABO  blood  type,  a form  of  the  gene  that 
produces  type  A in  one  chromosome,  and 
the  form  that  produces  type  B in  the  other. 
Different  forms  of  a gene  are  called  alleles. 
A third  allele,  O,  belongs  to  this  set,  but 
of  course  only  two  alleles  may  be  present 
for  a given  locus  in  the  same  person,  since 
there  are  only  two  of  each  kind  of  homo- 
logous chromosomes.  When  two  different 
alleles  for  a trait  are  present  and  one  of 
them  determines  the  nature  of  the  trait 
while  the  other  produces  no  detectable 
effect,  the  allele  whose  effect  is  apparent  is 
called  dominant,  the  other,  recessive.  Only 
when  the  recessive  allele  is  present  at  a 
given  locus  in  both  chromosomes  of  a pair 
does  the  recessive  trait  appear.  When  the 
same  allele  occupies  a locus  in  both  chro- 
mosomes of  a pair,  the  individual  is 
homozygous  at  that  locus.  Alternatively,  if 
different  alleles  are  present  the  person  is 
heterozygous  at  that  locus.  Thus,  one  may 
be  homozygous  dominant,  homozygous  re- 
cessive, or  heterozygous  at  a given  locus. 

While  the  concept  of  dominance  and 
recessiveness  of  alleles  is  useful  when  con- 
sidered in  proper  context,  it  may  not  be 
strictly  accurate  in  view  of  the  fact  that 
recessive  genes,  even  in  the  presence  of 
dominant  genes,  may  be  producing  an  effect 
which  is  not  detectable  by  the  methods  of 
examination  employed.  For  example,  at  the 
clinical  level  sickle  cell  anemia  is  trans- 
mitted as  a recessive  condition,  but  in  the 
laboratory,  preparations  of  erythrocytes 
from  heterozygotes  can  be  induced  to  mani- 
fest the  same  sickling  phenomenon  seen  in 
blood  from  affected  homozygotes.  More- 
over, at  the  molecular  level  it  can  be  dem- 


onstrated by  electrophoretic  techniques 
that  the  mutant  allele  does  indeed  produce 
an  effect  in  the  form  of  an  abnormal  hemo- 
globin molecule.  Thus,  the  distinction  be- 
tween dominance  and  recessiveness  loses 
much  of  its  significance  as  advanced  tech- 
niques permit  the  investigator  to  come 
nearer  the  primary  gene  action.  When  the 
effects  of  both  alleles  of  a heterozygous  pair 
are  fully  expressed  they  are  said  to  be 
co-dominant.  The  ABO  blood  group  system 
in  man  again  provides  a familiar  example. 
If  at  the  ABO  locus  the  A allele  or  the  B 
allele  is  present  on  both  homologous  chro- 
mosomes, the  person  will  have  type  A or 
type  B blood  respectively.  If  the  A allele 
is  present  on  one  chromosome  and  the  B 
allele  on  the  other,  the  blood  type  is  AB. 
Both  A and  B antigens  are  present  on  the 
red  blood  cells  with  neither  showing  domi- 
nance over  the  other;  that  is  to  say,  the 
A and  B alleles  are  co-dominant.  Both  A 
and  B alleles  are  dominant  over  the  third 
allele  of  this  set,  and  O allele. 

To  this  point,  we  have  considered  traits 
which  are  determined  by  a pair  of  alleles 
at  a single  genetic  locus.  Some  traits,  how- 
ever, are  determined  by  genes  at  a number 
of  different  loci  working  in  concert,  with 
each  exerting  limited  influence  upon  the 
outcome  of  the  trait  in  question.  This  is 
termed  polygenic  or  sometimes  mutlifac- 
torial  inheritance.  Polygenic  traits  in  man 
are  thought  to  include  continuously  varying 
traits  such  as  height,  skin  color,  intelli- 
gence, fingerprint  patterns,  blood  pressure 
and  many  others.  Environmental  factors 
such  as  diet  play  a significant  role  in  the 
final  expression  of  polygenic  traits.  Thus, 
parents  of  oriental  extraction  have  been 
amazed  to  see  their  children  grow  to 
stature  significantly  above  family  norms, 
upon  relocation  to  parts  of  the  world 
having  higher  nutritional  standards. 

Patterns  of  inheritance.  As  genes  pass 
through  successive  generations  of  a family, 
traits  determined  by  them  appear  accord- 
ing to  certain  patterns  which  depend  upon 
whether  the  genes  are  on  autosomes  or  sex 
chromosomes  and  whether  they  are  domi- 
nant or  recessive.  Consider  first  the  in- 
heritance of  recessive  traits  whose  genes 
are  on  the  autosomes.  Albinism  and  cystic 
fibrosis  of  the  pancreas  are  examples  of 
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Fig.  5:  Diagram  showing  distribution  of  genes 
to  gametes  and  offspring  when  both  parents  are 
heterozygous  for  an  autosomal  recessive  trait. 

such  autosomal  recessive  conditions  in  man. 
Most  affected  individuals  are  the  offspring 
of  unaffected  parents,  both  of  whom  are 
heterozygous  for  the  abnormal  gene.  Such 
a mating  with  the  types  of  gametes  pro- 
duced and  possible  types  of  offspring  are 
shown  in  figure  5.  Although  unaffected, 
both  parents  bear  the  abnormal  gene.  One- 
half  of  the  gametes  of  each  parent  contain 
the  chromosome  with  the  mutant  gene. 
Among  the  offspring,  on  the  average,  *4 
are  homozygous  for  the  mutant  allele 
(affected) , V2  are  heterozygous  (unaf- 
fected) and  V4  are  homozygous  for  the 
normal  allele.  In  such  a marriage,  there- 
fore, the  probability  that  any  given  preg- 
nancy will  result  in  an  affected  child  is  1 
in  4,  and  that  the  child  will  be  an  unaf- 
fected carrier  with  the  potential  of  passing 
the  abnormal  gene  to  his  or  her  children 


Fig.  6:  Diagram  showing  distribution  of  genes 
to  gametes  and  offspring  when  one  parent  is 
homozygous  and  the  other  heterozygous  for  an 
autosomal  recessive  trait. 


is  1 in  2.  One-fourth  of  the  offspring  will 
be  normal  with  no  risk  of  passing  on  the 
defective  gene. 

As  illustrated  in  figure  6,  the  risk  of 
having  an  affected  child  is  doubled  when 
one  parent  is  homozygous  (affected)  and 
the  other  is  a carrier  of  an  autosomal 
recessive  trait.  All  gametes  of  the  affected 
parent  bear  the  abnormal  allele,  as  do  V2 
of  the  gametes  of  the  heterozygous  (unaf- 
fected) parent.  Half  of  the  offspring  are 
homozygous  (affected) , on  the  average,  and 
V2  are  carriers. 

Rather  than  consider  individually  the 
outcome  of  all  possible  mating  types,  a list 
of  so-called  “rules”  that  apply  to  autosomal 
recessive  inheritance  is  given.  Although 
exceptions  to  some  of  these  are  possible, 
and  indeed  are  found,  the  following  gen- 
eralizations are  useful  in  recognizing  auto- 
somal recessive  inheritance. 

(1)  Affected  persons  usually  have  unaffected 
parents. 

(2)  On  the  average  of  the  siblings  of  an 
affected  person  will  be  affected;  2/3  of  un- 
affected siblings  will  be  heterozygous 
carriers. 

(3)  Males  and  females  are  affected  in  equal 
proportions. 

(4)  The  parents  may  be  blood  relatives,  es- 
pecially if  the  condition  is  rare. 

(5)  All  the  offspring  of  two  affected  parents 
will  be  affected. 

Although  autosomal  dominant  genes  are 
transmitted  in  the  same  manner  as  auto- 
somal recessive  genes,  the  incidence  and 
pattern  of  appearance  of  affected  persons 
is  quite  different  due  to  the  fact  that 


Fig.  7:  Diagram  showing  distribution  of  genes 
to  gametes  and  offspring  of  a heterozygous  par- 
ent and  a normal  parent  in  autosomal  dominant 
inheritance. 
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heterozygotes  are  affected  as  well  as 
homozygotes.  This  is  illustrated  in  figure 
7 in  a mating  of  a heterozygous  (affected) 
parent  and  a normal  parent,  the  most  com- 
mon mating  type  giving  rise  to  affected  off- 
spring. Half  the  affected  parent’s  gametes 
bear  the  mutant  allele.  At  fertilization 
theoretically  V2  the  offspring  receive  this 
allele  and  are  affected,  V2  are  normal. 
When  2 heterozygous  persons  marry,  the 
risk  that  each  pregnancy  will  result  in  an 
affected  child  is  %,  since  both  homozy- 
gotes and  heterozygotes  are  affected  (Fig. 
8). 


Fig.  8:  Diagram  showing  distribution  of  genes 
to  gametes  and  offspring  of  two  parents,  both  of 
whom  are  heterozygous  for  an  autosomal  domi- 
nant condition. 

The  following  generalizations  apply  to 
autosomal  dominant  inheritance. 

(1)  Every  affected  person  has  at  least  one  af- 
fected parent. 

(2)  On  the  average,  V2  of  the  offspring  of  an 
affected  parent  are  affected,  V2  are  normal. 

(3)  Normal  persons  cannot  transmit  the  trait 
to  their  offspring. 

(4)  The  trait  appears  in  every  generation. 

(5)  Males  and  females  are  equally  likely  to 
be  affected. 

As  with  all  “rules”  of  biology  exceptions 
to  some  of  the  above  exist,  sometimes 
making  interpretation  of  patterns  of  in- 
heritance difficult.  New  mutations  provide 
one  basis  for  such  exceptions,  causing  an 
affected  individual  to  appear  suddenly  in 
defiance  of  rules  1,  3 and  4 above.  Other 
exceptions  come  about  when  persons  with 
the  appropriate  genetic  constitution  (geno- 
type) fail  to  manifest  the  trait,  again 
violating  rules  1,  3 and  4.  This  phenomenon 
is  referred  to  as  failure  of  penetrance  and 


is  probably  due  to  environmental  influence, 
modifying  genes,  or  the  inability  of  the 
examiner  to  detect  mild  manifestations  of 
the  trait.  Once  a gene  is  penetrant,  one 
may  speak  of  expressivity  of  the  gene,  or 
the  degree  of  severity  of  the  disease,  when 
the  trait  is  pathologic. 

Until  now,  we  have  spoken  only  of  pat- 
terns of  inheritance  for  genes  situated  in 
the  autosomes.  Inheritance  of  traits  whose 
genes  are  in  the  sex  chromosomes,  i.e., 
sex-linked  inheritance,  presents  quite  dif- 
ferent and  characteristic  patterns.  The 
explanation  for  this  difference  is  found  in 
the  nonhomology  of  the  X and  Y chromo- 
somes in  the  male.  Except  for  maleness 
determining  genes,  the  genetic  content  of 
the  Y chromosome  appears  meager.  There- 
fore, when  we  speak  of  sex-linked  traits  we 
usually  refer  to  traits  whose  genes  are  on 
the  X chromosomes.  In  females  with  their 
two  X chromosomes  the  rules  of  dominance 
and  recessiveness  which  apply  to  expres- 
sion of  autosomal  genes  also  apply  to 
X-borne  genes,  but  in  males  all  X-borne 
genes,  whether  dominant  or  recessive,  are 
expressed.  The  diagrams  of  common  mat- 
ing types  (Figs.  9 and  10)  illustrate  in- 
heritance patterns  of  X-linked  recessive 


Fig.  9:  Diagram  showing  distribution  of 
genes  to  gametes  and  offspring  of  a mother  who 
is  heterozygous  for  an  X-linked  recessive  gene 
and  a normal  father. 

traits.  (The  short  chromosome  in  the 
diagrams  is  the  Y.)  The  great  majority  of 
affected  males  with  an  X-linked  recessive 
condition  such  as  hemophilia,  color  blind- 
ness, and  glucose-6-phosphate  dehydro- 
genase deficiency  are  produced  by  matings 
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Fig.  10:  Diagram  showing  distribution  of 
genes  to  gametes  and  offspring  when  the  mother 
is  genetically  normal  and  the  father  is  affected 
by  an  X-linked  recessive  condition. 

between  an  unaffected  carrier  mother  and 
a normal  father  (Fig.  9) . Half  of  the 
mother’s  ova  carry  the  harmful  gene.  Union 
of  such  an  ovum  with  an  X-bearing  sperm 
results  in  a carrier  daughter;  union  with  a 
Y-bearing  sperm  results  in  an  affected  son. 
One-half  of  the  mother’s  ova  bear  the 
normal  allele  and  would  give  rise  to  nor- 
mal zygotes  upon  fertilization.  On  the 
average,  then,  the  sons  of  such  a mar- 
riage are  affected  and  V2  are  normal; 
V2  the  daughters  are  carriers,  and  V2  are 
normal. 

Figure  10  shows  the  types  of  offspring 
expected  when  the  mother  is  genetically 
normal  and  the  father  is  affected.  Since 
the  male  has  only  one  X chromosome,  all 
X-bearing  gametes  carry  the  mutant  allele. 
All  his  offspring  who  receive  his  X chro- 
mosome will  be  females,  and  carriers. 
Since  none  of  his  sons  receive  his  X 
chromosome,  none  will  be  affected.  Two 
important  characteristics  of  X-linked  in- 
heritance are  illustrated  here:  (1)  fathers 

do  not  transmit  X-linked  traits  to  their 
sons;  (2)  all  daughters  of  affected  males 
receive  his  mutant  gene,  and  are  either 
carriers,  if  the  gene  is  recessive,  or  af- 
fected if  the  gene  is  dominant.  The  follow- 
ing is  a list  of  “rules”  governing  X-linked 
recessive  inheritance. 

(1)  The  great  majority  of  affected  persons  are 
males. 

(2)  Affected  males  cannot  transmit  the  trait  to 
their  sons  but  all  of  their  daughters  are 
carriers. 

(3)  One-half  of  the  sons  of  carrier  females  are 
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affected  and  V2  of  their  daughters  are 
carriers. 

(4)  Normal  males,  even  those  with  carrier 
mothers  and  affected  brothers,  cannot 
transmit  the  trait  to  their  offspring. 

(5)  Affected  females  have  affected  fathers  and 
heterozygous  mothers. 

X-linked  dominant  inheritance  is  similar 
to  X-linked  recessive  inheritance  in  that  no 
direct  male-to-male  transmission  occurs. 
An  outstanding  difference  is  that  all  daugh- 
ters of  affected  males  are  affected  rather 
than  simply  carriers.  Figures  11  and  12 
depict  the  two  most  frequent  mating  types. 
The  first  mating  is  between  an  affected 
female  and  a normal  male.  Among  the  off- 
spring, on  the  average,  V2  of  the  daughters 
and  V2  of  the  sons  are  affected,  the  other 


Fig.  11:  Diagram  showing  distribution  of 
genes  to  gametes  and  offspring  in  matings  be- 
tween a mother  affected  by  an  X-linked  domi- 
nant trait  and  a normal  father. 


PARENTS 


(Meiosis) 


Fig.  12:  Diagram  showing  distribution  of 
genes  to  gametes  and  offspring  of  a normal  fe- 
male and  a male  with  an  X-linked  dominant 
condition. 
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half  are  normal.  In  the  other  mating  be- 
tween a normal  female  and  an  affected 
male,  all  daughters  are  heterozygous  af- 
fected, and  all  sons  are  normal,  again  illus- 
trating the  absence  of  male-to-male  trans- 
mission (Fig.  12) . The  following  state- 
ments, subject  to  exceptions  as  noted  above, 
apply  to  X-linked  dominant  inheritance. 

(1)  On  the  average,  Vz  of  the  sons  and  Vz  of 


the  daughters  of  affected  females  are 
affected. 

(2)  None  of  the  sons  of  an  affected  male  are 
affected,  but  all  his  daughters  are  affected. 

(3)  Every  affected  male  has  an  affected 
mother. 

(4)  Either  the  father  or  the  mother  of  every 
affected  female  is  affected. 

(5)  A normal  person  cannot  transmit  the  ab- 
normality to  his  or  her  offspring. 


II.  A Review  of  Clinical  Syndromes  Associated 
With  Aberrations  of  the  Autosomes 

JERRY  D.  WILLIAMS,  M.D.,  and  ROBERT  L.  SUMMITT,  M.D.,f  Memphis,  Tenn. 


Several  well  recognized  syndromes  in 
man  are  associated  with  autosomal  aberra- 
tions. Syndromes  resulting  from  autosomal 
aberrations  are,  in  general,  characterized 
by,  (1)  low  birth  weight,  (2)  failure  to 
thrive,  (3)  mental  retardation,  and  (4) 
congenital  anomalies,  major  and  minor,  in- 
volving multiple  organ  systems.  A clinical 
diagnosis,  with  reasonable  certainty,  is  pos- 
sible in  most  cases.  Attention  must  be 
given  to  the  total  phenotype,  however, 
without  attaching  too  great  significance  to 
the  presence  or  absence  of  any  particular 
anomaly.  In  none  of  these  syndromes  is 
there  a single  anomaly  which,  when  present 
confirms,  or,  when  absent  excludes,  the 
diagnosis.  Furthermore,  any  single  anomaly 
may  be  included  in  the  spectrum  of  more 
than  one  syndrome,  and  also  occur  as  an 
isolated  abnormality  in  an  otherwise  nor- 
mal individual. 

A simple  classification  of  autosomal  aber- 
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rations  consists  of  two  major  categories: 
numerical  errors  and  structural  errors. 
Trisomy  (presence  of  a chromosome  in 
triplicate  instead  of  the  usual  paired  state) 
is  the  most  common  numerical  error.  It  is, 
in  fact,  the  most  frequently  encountered 
autosomal  aberration  of  any  type  in  man. 
Three  autosomal  trisomy  syndromes,  each 
characterized  by  the  presence  of  a partic- 
ular autosome  in  triplicate,  have  been  re- 
cognized in  man.  Neither  autosomal  mono- 
somy (absence  of  an  entire  autosome)  nor 
polyploidy  (presence  of  one  or  more  extra 
haploid  sets  of  chromosomes)  has  been 
convincingly  documented  in  man  in  the 
nonmosaic  state,  although  both  occur  rarely 
in  one  of  the  cell  lines  of  a mosaic  individ- 
ual. Simple  deletion  of  a portion  of  an 
autosome  is  the  most  frequently  encount- 
ered structural  error  and  constitutes  partial 
monosomy.  Several  syndromes  have  been 
recognized  which  are  associated  with  dele- 
tion of  a specific  portion  of  a particular 
autosome.  Simple  duplication,  an  extra  or 
duplicate  portion  of  an  autosome  attached 
to  one  of  the  autosomes  normally  present, 
is  a much  less  common  structural  error  and 
constitutes  partial  trisomy.  Errors  of  this 
type  cannot  be  studied  easily  because  of 
difficulty  in  detecting  the  aberrations, 
particularly  when  the  duplication  is  small, 
and  because  of  difficulty  in  establishing, 
in  many  cases,  the  origin  of  the  duplicate 
portion  of  autosomal  material.  Thus,  for 
the  most  part,  it  has  not  been  possible  to 
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establish  syndromes  associated  with  aberra- 
tions of  this  type. 

Numerical  Aberrations 

21  trisomy  ( Down’s  syndrome) . The  21 
trisomy  syndrome,  described  by  Dr.  John 
Langdon  Haydon  Down  in  1866,  was  the  first 
recognized  autosomal  trisomy  syndrome. 
However,  it  remained  unto  1959  for  Lejeune 
to  discover  the  chromosomal  basis  of  the 
disorder — cells  from  patients  with  Down’s 
syndrome  contain  an  extra  small  acrocen- 
tric autosome  belonging  to  the  G group. 
Ordinary  preparations  of  metaphase 
spreads  will  not  permit  differentiation  of 
the  two  pairs  of  autosomes  belonging  to  the 
G group.  Fluorescent  characteristics  of 
chromosomes  stained  with  quinacrine  mus- 
tard, a recently  described  technique,  does 
permit  differentiation,  however,  and  the 
autosome  responsible  for  this  condition,  in 
keeping  with  Lejeune’s  original  designa- 
tion, may  now  be  arbitrarily  assigned 
Number  21.  Thus  the  term  “21  trisomy” 
may  now  be  used  entirely  accurately. 

Down’s  syndrome  is  almost  always  asso- 
ciated with  significant  mental  retardation. 
Hypotonia,  particularly  during  infancy,  is 
another  finding  which  further  reflects  in- 
volvement of  the  central  nervous  system. 
Best  known  of  the  many  anomalies  seen 
in  Down’s  syndrome  are  the  flattened  facies, 
upward  slanting  palpebral  fissures,  and  in- 
ner epicanthal  folds.  Because  of  the  super- 
ficial resemblance  of  these  patients  (partic- 
ularly their  facial  features)  to  peoples  of 
oriental  extraction,  they  have  commonly 
been  called  “mongoloid  idiots”  or  simply 
“mongols.”  This  unfortunate  terminology 
is  now  being  replaced  by  the  designations 
“Down’s  syndrome”  or  “21  trisomy.”  The 
syndrome  is  also  referred  to  as  Gi  trisomy, 
designating  it  as  the  first  recognized  tri- 
somy syndrome  involving  a G-group  chro- 
mosome. The  commonly  encountered 
anomalies  are  summarized  in  table  1 and 
a child  with  typical  features  of  Down’s 
syndrome  is  shown  in  figure  1.  In  contrast 
to  the  other  autosomal  trisomy  syndromes, 
patients  with  Down’s  syndrome  commonly 
reach  adulthood.  Those  who  succumb  at  an 
earlier  age  are  frequently  ones  with  cardiac 
or  other  major  anomalies.  A clinical  diag- 
nosis is  possible  in  most  instances  and  a 


Mental  retardation  (IQ  25  to  30) 

Delayed  motor  development 
Hypotonia 
Brachycephaly 
Minor  ear  anomalies 
Flat  facies 

Upward  slanting  palpebral  fissures 

Inner  epicanthal  folds 

Brushfield  spots 

Depressed  nasal  bridge 

Narrowly  arched  palate 

Protruding,  furrowed  tongue 

Micrognathia 

Short,  broad  neck 

Cardiac  anomalies 

Umbilical  hernia,  diastasis  recti 

Small  penis,  cryptorchidism  (males) 

Short,  broad  hands 
Short,  incurved  5th  finger 
Simian  crease 

Spacing,  plantar  furrowing  between  great  and 
2nd  toes 

Abnormal  dermatoglyphics 


Table  I.  Common  Anomalies  of  21  Trisomy. 


Fig.  1:  A Characteristic  patient  with  Down’s 
Syndrome.  (From  Summitt,  R.  L.:  Autosomal 

abnormalities:  A review.  GP  36:  96-113,  1967.) 

chromosomal  analysis  for  this  purpose 
usually  is  unnecessary.  It  is  important  to 
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realize  that  many  of  the  anomalies  seen 
in  Down’s  syndrome  also  occur  in  other 
conditions  and  not  infrequently  are  en- 
countered as  isolated  findings  in  an  other- 
wise healthy  child,  so  that  a clinical  diag- 
nosis must  take  into  account  the  entire 
phenotype. 

Down’s  syndrome  is  by  far  the  most  com- 
mon condition  in  man  resulting  from  an 
autosomal  aberration,  having  an  overall 
frequency  of  1 in  625  live  births  and  oc- 
curring in  all  ethnic  groups  the  world  over. 
A positive  correlation  exists  between  the 
incidence  of  Down’s  syndrome  and  ad- 
vancing maternal  age  with  approximately 
60%  of  mothers  being  35  years  of  age  or 
older  at  the  time  of  birth  of  the  affected 
offspring.  The  risk  of  an  offspring  with 
Down’s  syndrome  being  born  to  a mother 
between  15  and  29  years  of  age  is  1 in  1500. 
The  risk  gradually  increases  with  ad- 
vancing maternal  age,  however,  rising 
sharply  after  age  35  to  a risk  of  1 in  50 
by  44  years  of  age  (Fig.  2). 


Fig.  2:  Graph  showing  the  increasing  fre- 
quency of  Down’s  syndrome  relative  to  advan- 
cing maternal  age.  (From  Summitt,  R.  L.  and 
Atnip,  R.  L.:  Autosomal  abnormalities,  in 

Hughes,  J.  G.:  SYNOPSIS  OF  PEDIATRICS, 

ed.  2,  St.  Louis,  1967,  The  C.  V.  Mosby  Co.;  data 
from  Carter,  C.  O.,  and  Evans,  K.  A.:  Lancet 

2:785,  1961). 

Trisomy  is  thought  to  result  from  meiotic 
nondisjunction,  an  error  in  which  there  is 
unequal  chromosome  distribution  during 
cell  division  in  the  germ  line  (Fig.  3).  The 
error  is  believed  to  occur  most  commonly 
during  the  first  meiotic  division  of  oogen- 
esis. By  the  time  of  birth  of  a female  infant 
all  of  the  primary  oocytes  have  entered  the 
prophase  of  the  first  meiotic  division.  They 
remain  “suspended”  in  a stage  of  prophase 
known  as  dictiotene  until  the  time  of  ovula- 
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Fig.  3:  Process  of  meiosis.  The  left-hand 
column  shows  normal  reduction  from  the  diploid 
to  the  haploid  number,  followed  by  fertilization 
by  a normal  haploid  sperm,  resulting  in  a nor- 
mal zygote.  The  center  column  shows  nondis- 
junction (failure  of  members  of  the  homologous 
pair  of  chromosomes  to  disjoin)  at  the  first 
meiotic  division,  producing  an  ovum  containing 
two  instead  of  one  of  the  chromosomes  in  ques- 
tion. Fertilization  of  such  an  ovum  by  a normal 
sperm  results  in  a zygote  trisomic  for  that 
particular  chromosome.  The  right-hand  column 
demonstrates  nondisjunction  at  the  second 
meitoic  division,  resulting  in  a similar  trisomic 
zygote.  (From  Summitt,  R.  L.;  Autosomal  ab- 
normalities: A review.  GP  36:96-113,  1967). 

tion,  which  may  be  11  to  45  or  more  years 
later.  When  two  homologous  chromosomes 
fail  to  separate  at  anaphase  of  the  first 
meiotic  division,  both  members  of  the  pair 
remain  in  the  secondary  oocyte  and  sub- 
sequently in  the  mature  ovum.  The  result- 
ing abnormal  ovum  contains  24  instead  of 
the  usual  23  chromosomes.  Fertilization  by 
a normal  sperm  results  in  a trisomic  zygote. 
Although  precise  mechanisms  are  not 
known,  it  is  easy  to  imagine  that  there  is 
a relationship  between  the  long  dictiotene 
stage,  which  increases  with  maternal  age, 
and  predisposition  of  the  primary  oocyte 
to  nondisjunction.  Although  not  common, 
nondisjunction  also  may  occur  in  the  second 
meiotic  division  with  similar,  but  not 
identical,  results. 

Most  cases  of  Down’s  syndrome  result 
from  nondisjunction  and  a karyotype  from 
such  a patient  includes  an  extra  21  chro- 
mosome, with  a total  of  47  chromosomes 
(Fig.  4) . In  some  cases  of  Down’s  syn- 
drome, the  long  arm  of  the  extra  21  chromo- 
some is  attached  to  another  chromosome, 
most  commonly  the  long  arm  of  a D-group 
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Fig.  4:  Karyotype  of  a female  with  Down’s 
syndrome,  showing  trisomy  of  chromosome  No. 
21,  designated  47,XX,21  + . (From  Summitt, 
R.  L.:  Autosomal  abnormalities:  A review.  GP 
36:96-113,  1967). 
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Fig.  5:  Karyotype  of  a male  with  Down’s 
syndrome  showing  46  chromosomes,  with  only 
5 chromosomes  in  the  D group,  but  an  extra  C- 
like  chromosome  resulting  from  translocation 
between  the  extra  21  chromosome  and  a chromo- 
some of  the  D group,  designated  46,XY,D-, 
t(DqGq)+.  (From  Summitt,  R.  L.  and  Atnip, 
R.  L.:  Autosomal  abnormalities,  in  Hughes, 

J.  G.:  SYNOPSIS  OF  PEDIATRICS,  ed.  2,  St. 
Louis,  1967,  The  C.  V.  Mosby  Co.). 


chromosome.  A karyotype  of  a patient  with 
21-D  translocation  Down’s  syndrome  in- 
cludes 46  chromosomes,  with  4 chromo- 
somes in  the  G group,  only  5 chromosomes 
in  the  D group,  and  extra  C-like  chromo- 
some resulting  from  fusion  of  a 21  and 
D-group  chromosome  (Fig.  5).  Transloca- 
tion Down’s  syndrome  may  occur  as  a de 
novo  (spontaneous)  event — that  is,  fusion 
of  the  2 chromosomes  occurs  at  some  point 
during  gametogenesis  or  after  fertilization. 
On  the  other  hand,  translocation  Down’s 
syndrome  may  be  inherited  from  a translo- 
cation heterozygote  parent  (usually  the 
mother) . A karyotype  of  such  a parent 
with  a balanced  21-D  translocation  includes 
only  45  chromosomes  with  3 chromosomes 
in  the  G group,  5 in  the  D group  and  an 
extra  C-like  chromosome  resulting  from 
fusion  of  a 21  and  D-group  chromosome 
(Fig.  6) . The  parent,  even  though  his  cells 
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Fig.  6:  Karyotype  of  a phenotypically  normal 
female  (translocation  heterozygote)  showing  45 
chromosomes,  with  only  3 chromosomes  in  the 
G group  and  only  5 chromosomes  in  the  D 
group,  but  an  extra  C-like  chromosome  resulting 
from  translocation  between  a 21  chromosome 
and  a chromosome  of  the  D group,  designated 
45,XX,D-,G-,t(DqGq) +.  (From  Summitt,  R.  L. 
and  Atnip,  R.  L.:  Autosomal  abnormalities,  in 

Hughes,  J.  G.:  SYNOPSIS  OF  PEDIATRICS, 

ed.  2,  St.  Louis,  1967,  The  C.  V.  Mosby  Co.). 


contain  only  45  chromosomes,  is  normal 
since  the  only  chromosomal  material  miss- 
ing is  the  short  arms  of  the  2 fused  chromo- 
somes and  the  short  arms  of  the  acrocentric 
chromosomes  are  apparently  relatively  void 
of  significant  genetic  material.  Migration 
during  oogenesis  of  both  the  fusion  chromo- 
some and  the  normal  21  chromosome  to  the 
same  cell  results  in  an  ovum  containing, 
in  effect,  two  21  chromosomes.  Fertiliza- 
tion of  such  a gamete  by  a normal  sperm 
results  in  an  affected  offspring.  Similar 
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translocations  may  also  occur  between  a 
21  chromosome  and  other  chromosomes  of 
the  G group.  Translocation  Down’s  syn- 
drome accounts  for  about  9%  of  affected 
offspring  born  to  mothers  under  30  years 
of  age;  about  Vi  of  these  are  inherited. 
Thus,  the  likelihood  of  finding  an  inherited 
translocation  among  patients  with  Down’s 
syndrome  born  to  mothers  under  30  years 
of  age  is  about  1 in  40.  No  relationship 
exists  between  advancing  maternal  age  and 
inherited  translocation  Down’s  syndrome. 
Recurrence  risks,  to  be  discussed  in  the 
last  paper  of  this  series,  are  quite  different 
for  a mother  who  has  a child  with  Down’s 
syndrome  caused  by  an  inherited  transloca- 
tion compared  to  a mother  whose  child  with 
Down’s  syndrome  resulted  from  nondis- 
junction. 

18  trisomy  ( Edwards’  syndrome) . The  18 
trisomy  syndrome  was  first  recognized  in 
1960  by  Edwards  and  associates,  who  de- 
monstrated that  cells  from  these  patients 
contain  47  chromosomes,  the  extra  chromo- 
some being  a small  autosome  belonging  to 
the  E group  and  recognized  now  as  Number 
18  (Fig.  7).  The  adverse  effect  of  the  extra 
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7:  Karyotype  of  a female  with  18  trisomy 

syndrome,  showing  an  extra  chromosome  No.  18, 
designated  47,XX,18  + . (From  Summitt,  R.  L.: 
Autosomal  abnormalities:  A review.  GP  36: 

96-113,  1967). 

18  chromosome  is  quite  severe  in  compari- 
son with  Down’s  syndrome.  Affected  in- 


fants rarely  survive  beyond  a few  months 
of  age,  the  average  survival  time  being 
somewhat  greater  for  females  than  males. 
A clinical  diagnosis  is  possible  in  most 
cases.  The  anomalies  commonly  encoun- 


Low  birth  weight  for  gestation 

Severe  mental  and  motor  retardation 

Hypertonia 

Failure  to  thrive 

Occipital  prominence 

Low-set,  malformed  ears 

Pinched  facies 

Small  palpebral  fissures 

Inner  epicanthal  folds 

Small  pointed  nose 

Small  mouth 

Narrowly  arched  palate 

Micrognathia 

Short  Sternum 

Cardiac  anomalies 

Cryptorchidism  (males) 

Flexion  contractures 
Abnormal  hand  posturing 
Rockerbottom  feet 
Abnormal  dermatoglyphics 


Table  2.  Common  Anomalies  of  18  Trisomy. 


Fig.  8:  A characteristic  patient  with  18  tri- 
somy syndrome.  (From  Summitt,  R.  L.:  Auto- 
somal abnormalities:  A review.  GP  36:96-113, 

1967). 
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tered  are  summarized  in  table  2 and  an 
infant  with  18  trisomy  syndrome  is  shown 
in  figure  8. 

The  18  trisomy  syndrome  is  much  less 
common  than  Down’s  syndrome,  having  a 
frequency  of  about  1 in  4500  live  births. 
The  ratio  of  affected  females  to  affected 
males  is  3:1,  a fact  yet  to  be  explained.  As 
in  Down’s  syndrome,  a positive  correlation 
exists  between  incidence  and  advancing 
maternal  age.  Most  cases  appear  to  result 
from  meiotic  nondisjunction,  and  only  one 
or  two  instances  of  an  inherited  transloca- 
tion have  been  reported. 

13  trisomy  ( Patau’s  syndrome) . The  13 
trisomy  syndrome  was  first  recognized  in 
1960  by  Patau  and  associates,  who  demon- 
strated that  cells  from  these  patients  con- 
tain 47  chromosomes,  the  extra  chromosome 
being  a medium-sized  acrocentric  autosome 
belonging  to  the  D group  (Fig.  9).  Ordi- 
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Fig.  9:  Karyotype  of  a male  with  13  trisomy 
syndrome,  showing  an  extra  chromosome  in  the 
D group  (No.  13),  designated  47,XY,13  + . (From 
Summitt,  R.  L.  and  Atnip,  R.  L.:  Autosomal 
abnormalities,  in  Hughes,  J.  G.:  SYNOPSIS  OF 
PEDIATRICS,  ed.  2,  St.  Louis,  1967,  The  C.  V. 
Mosby  Co.) . 

nary  preparations  of  metaphase  spreads 
will  not  permit  differentiation  of  the  3 pairs 
of  autosomes  belonging  to  the  D group.  A 
technique  known  as  autoradiography,  how- 
ever, does  allow  such  differentiation,  and 
the  autosome  responsible  for  this  condition 
has  now  been  arbitrarily  designated  Num- 
ber 13.  Thus,  the  syndrome  may  accurately 
be  referred  to  as  the  13  trisomy  syndrome. 
The  syndrome  is  also  referred  to  as  Di 


trisomy,  designating  it  as  the  first  recog- 
nized trisomy  syndrome  involving  a D- 
group  chromosome.  Infants  with  the  13 
trisomy  syndrome  are  more  severely  af- 
fected than  those  with  either  of  the  other 
autosomal  trisomy  syndromes.  Affected  in- 
fants rarely  survive  longer  than  a few 
months,  with  females,  on  the  average,  sur- 
viving slightly  longer  than  males.  Best 
known  of  the  anomalies  seen  in  13  trisomy, 
though  by  no  means  always  present,  is 
severe  cleft  lip,  with  or  without  cleft 
palate.  The  phenotype  in  this  condition  is 
more  variable  than  in  the  other  autosomal 
trisomy  syndromes,  making  clinical  diag- 
nosis at  times  more  difficult.  Anomalies 
most  frequently  encountered  in  the  13  tri- 
somy syndrome  are  summarized  in  table  3 
and  an  infant  with  the  condition  is  shown 
in  figure  10. 


Severe  mental  and  motor  retardation 

Failure  to  thrive 

Seizures 

Microcephaly 

Sloping  forehead 

Scalp  defects 

Low-set,  malformed  ears 

Microphthalmia 

Coloboma 

Cleft  lip  with  or  without  cleft  palate 

Narrowly  arched  palate 

Micrognathia 

Cardiac  anomalies 

Anomalies  of  abdominal  viscera 

Cryptorchidism  (male) 

Capillary  hemangiomata 
Abnormal  hand  posturing 
Posteriorly  prominent  heels 
Polydactyly  (hands  and/or  feet) 
Abnormal  dermatoglyphics 


Table  3.  Common  Anomalies  of  13  Trisomy. 


Fig.  10:  A characteristic  patient  with  13  tri- 
somy syndrome.  (From  Summitt,  R.  L.  and 
Atnip,  R.  L.:  Autosomal  abnormalities,  in 

Hughes,  J.  G.:  SYNOPSIS  OF  PEDIATRICS,  ed. 
2,  St.  Louis,  1967,  The  C.  V.  Mosby  Co.). 
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The  13  trisomy  syndrome  is  the  least  twice  as  frequently  in  females  as  in  males 


common  of  the  autosomal  trisomy  syn- 
dromes, having  a frequency  of  about  1 in 
7500  live  births.  The  sex  ratio  favors 
females,  although  not  to  the  degree  seen 
in  the  18  trisomy  syndrome.  A positive 
correlation  exists  between  increased  inci- 
dence and  advancing  maternal  age.  Most 
cases  appear  to  result  from  meiotic  nondis- 
junction although  inherited  and  de  novo 
translocations  have  been  reported  in  several 
instances. 

Mosaicism,  in  which  one  cell  line  is  nor- 
mal and  the  other  is  trisomic,  has  been 
documented  for  each  of  the  trisomies  dis- 
cussed. This  situation  presumably  develops 
as  a result  of  mitotic  nondisjunction  at 
some  point  after  formation  of  the  zygote. 
Such  patients  present  varying  degrees  of 
the  phenotype  which  results  from  complete 
trisomy  of  the  particular  autosome  in- 
volved. A clinical  diagnosis  in  these  cases 
may  be  difficult.  Mosaicism  in  which  one 
cell  line  is  trisomic  for  an  autosome  other 
than  those  discussed  has  occasionally  been 
observed. 

Structural  Aberrations 

The  cri  du  chat  (cat-cry)  syndrome,  de- 
scribed by  Lejeune  in  1963,  is  the  best 
known  autosomal  deletion  syndrome  in 
man,  resulting  from  deletion  of  a portion  of 
the  short  arm  of  a B-group  chromosome 
which,  on  the  basis  of  autoradiographic 
identification,  has  been  designated  Number 
5 (Fig.  11).  The  syndrome  occurs  about 


and  the  incidence  has  not  been  established. 
The  best  known  characteristic  of  the  syn- 
drome is  the  high-pitched  cry,  especially 
during  infancy,  resembling  that  of  a dis- 
tressed kitten.  Other  features  include 
mental  retardation,  microcephaly,  hyper- 
telorism, inner  epicanthal  folds,  downward 
slanting  palpebral  fissures,  large  and  promi- 
nent corneas,  cardiac  anomalies,  variable 
anomalies  of  the  hands,  and  dermatoglyphic 
abnormalities.  An  infant  with  the  cri  du 
chat  syndrome  is  shown  in  figure  12. 


Fig.  12:  A characteristic  patient  with  the  cri 
du  chat  syndrome. 

Several  cases  have  been  reported  with 
short-arm  deletion  of  a B-group  chromo- 
some shown  by  autoradiography  to  be 
Number  4.  Although  they  share  some  fea- 
tures in  common  with  the  cri  du  chat  syn- 
drome, they  differ  by  being  more  severely 
retarded,  more  often  hyperteloric,  and  lack- 
ing the  characteristic  cry.  In  addition,  they 
manifest  midline  scalp  defects,  colobomas, 
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Fig.  11:  Karyotype  of  a female  with  cri  du 
chat  syndrome,  showing  deletion  of  a portion 
of  the  short  arm  of  a chromosome  in  the  B 
group  (No.  5),  designated  46,XX,5p— . 
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Fig.  13:  Karyotype  of  a female  with  deletion 
of  the  short  arm  of  chromosome  No.  18,  de- 
signated 46,XX,18p— . (From  Summitt,  R.  L.: 
Deletion  of  the  short  arm  of  chromosome  18. 
Cytogenetics  3:201-206,  1964). 
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cleft  palate,  hypospadias  (males) , and 
extremely  dysplastic  dermal  ridges. 

Deletion  of  most,  if  not  all,  of  the  short 
arm  of  chromosome  18  has  been  reported 
by  a number  of  investigators  (Fig.  13) . The 
phenotype  is  quite  variable,  although  ocular 
anomalies  are  almost  universally  present 
and  speech  defects  are  common.  Hyper- 
telorism, flattened  nasal  bridge,  severe 
micrognathia  and  variable  ear  anomalies 
are  usually  present  (Fig.  14).  Major 


Fig.  14:  A patient  with  deletion  of  the  short 
arm  of  chromosome  No.  18. 

anomalies  (that  is,  cardiovascular,  renal, 
etc.)  are  exceptional  and  mental  retardation 
may  be  mild. 

Partial  deletion  of  the  long  arm  of 
chromosome  18  produces  a much  more  uni- 
form phenotype  than  that  of  individuals 
with  short-arm  deletion  of  the  same 
chromosome  (Fig.  15) . Midfacial  regression 
is  fairly  constant,  giving  an  appearance  of 
prominent  forehead,  deep-set  eyes,  and 
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Fig.  15:  Karyotype  of  a male  with  deletion 
of  part  of  the  long  arm  of  chromosome  No.  18, 
designated  46,XY,18q— . 


jutting  jaws  (Fig.  16).  Other  features  are 
severe  mental  retardation,  microcephaly, 
variable  ear  anomalies,  “carp”  mouth, 
dimples  over  the  joints,  and  long,  tapering 
fingers. 

Deletion  of  a portion  of  the  long  arm  of 
a G-group  chromosome  thought  to  be  Num- 
ber 21,  a condition  sometimes  referred  to 
as  “antimongolism,”  has  been  reported  by 
several  investigators.  Anomalies  include 
downward  slanting  palpebral  fissures, 
cataracts,  large  and  malformed  ears,  small 
mandible,  hypospadias  and/or  cryptorchid- 
ism (males) , and  abnormal  dermato- 
glyphics. 

Mosaicism  for  each  of  the  deletions  dis- 
cussed has  been  observed,  presumably 
resulting  from  a deletion  occurring  at  some 
point  after  formation  of  the  zygote.  Simple 
deletion  of  portions  of  other  chromosomes 
has  been  reported,  but  no  consistent  pheno- 
types have  emerged. 


Fig.  16:  A patient  with  deletion  of  part  of  the 
long  arm  of  chromosome  No.  18.  (From  Sum- 
mitt,  R.  L.:  Cytogenetics  in  mentally  defective 

children  with  anomalies:  A controlled  study. 

J.  Pediat.  74:58-66,  1969). 
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III.  Selected  Syndromes  Associated  With 
Abnormalities  of  the  Sex  Chromosomes 

ROBERT  S.  WILROY,  JR.,  M.D.,  and  ROBERT  L.  SUMMITT,  M.D.,f  Memphis,  Tenn. 


In  addition  to  the  44  autosomes,  the 
normal  human  male  karyotype  contains  2 
sex  chromosomes,  an  X and  a Y.  The  Y 
chromosome  is  thought  to  be  relatively 
devoid  of  genetic  information  except  for 
male  determining  genes.  The  normal  hu- 
man female  has  two  X chromosomes. 
According  to  the  Lyon  hypothesis,  in 
somatic  cells  which  contain  more  than  one 
X chromosome  all  but  one  of  these  X 
chromosomes  are  “inactivated”  during  in- 
terphase. These  “inactivated”  X chromo- 
somes appear  as  condensed  chromatin 
masses  (Barr  bodies)  adjacent  to  the  nu- 
clear membrane  (Fig.  1 ) . Gentle  scraping 
of  the  buccal  mucosa  produces  cells  which 
are  smeared  on  a glass  slide,  stained,  and 


T . _ # 

Fig.  1.  Buccal  smear  showing  a condensed 
sex  chromatin  mass  (Barr  body)  adjacent  to  the 
nuclear  membrane. 


* Presented  at  the  First  Annual  Leigh  Buring 
Memorial  Conference,  March  4,  1970,  Child  De- 
velopment Center,  University  of  Tennessee 
Medical  Units,  Memphis,  Tenn. 

tFrom  the  Genetics  Laboratory  of  the  Child 
Development  Center,  the  Genetics  Section  of  the 
Department  of  Pediatrics,  and  the  Department 
of  Anatomy,  University  of  Tennessee  Medical 
Units,  Memphis,  Tenn.  38103. 

This  work  was  supported  in  part  by  Special 
Project  Grant  No.  900,  Division  of  Health  Ser- 
vices MCHS,  HSMHA,  DHEW. 


examined  microscopically  for  sex  chromatin 
masses.  While  theoretically  every  somatic 
cell  with  two  X chromosomes  contains  a 
sex  chromatin  mass,  for  reasons  not  well 
understood,  the  mass  cannot  be  seen  in 
every  cell.  In  our  laboratory  20%  to  50% 
of  the  cells  from  normal  women  contain  a 
single  sex  chromatin  mass.  The  maximal 
number  of  sex  chromatin  masses  per  cell 
is  one  less  than  the  number  of  X chromo- 
somes within  that  cell.  Cells  from  a normal 
XX  female,  therefore,  contain  one  sex 
chromatin  mass  and  are  said  to  be  sex 
chromatin  positive.  Cells  from  a female 
with  three  X chromosomes  contain  a maxi- 
mum of  2 sex  chromatin  masses.  Cells  from 
females  with  only  one  X or  males  with  an 
XY  sex  chromosomal  constitution  do  not 
contain  a sex  chromatin  mass  and  are  said 
to  be  sex  chromatin  negative. 

Females  who  possess  only  one  X chromo- 
some have  a condition  known  as  the  Turner 
syndrome.  Not  only  does  the  absence  of  a 
sex  chromosome  produce  characteristic 
phenotypic  features,  but  an  excessive  num- 
ber of  sex  chromosomes  (poly-X  and  poly- 
Y)  may  produce  phenotypic  abnormalities. 
Structural  alterations  of  the  sex  chromo- 
somes may  also  result  in  phenotypic  ab- 
normalities. The  following  selected  syn- 
dromes result  from  either  an  abnormal 
number  of  sex  chromosomes  or  structurally 
abnormal  sex  chromosomes. 

The  Turner  Syndrome 

In  1938,  H.  H.  Turner  described  7 pheno- 
typic females  who  had  short  stature, 
sexual  infantilism,  webbing  of  the  neck 
and  cubitus  valgus  (increased  carrying 
angle  of  the  elbow).  On  the  basis  of  cur- 
rent knowledge,  we  consider  that  the  defini- 
tion of  the  Turner  syndrome  includes  any 
individual  who  has  complete  or  partial 
monosomy  X in  all  or  a portion  of  her  cells 
(only  one  X chromosome  or  one  X plus  a 
portion  of  the  other) . In  1944,  patients  with 
the  Turner  syndrome  were  found  by 
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Wilkins  and  Fleischman  to  have  streaks  of 
fibrous  tissue  instead  of  ovaries.  Sixteen 
years  after  Turner’s  initial  report,  a number 
of  patients  with  the  Turner  syndrome  were 
found  by  Polani  and  his  associates  to  be 
sex  chromatin  negative.  They  also  were 
found  to  have  X-linked  recessive  condi- 
tions such  as  red-green  color  blindness  as 
often  as  males.  For  these  reasons  the  in- 
dividuals with  the  Turner  syndrome  were 
thought  to  be  sex  reversed  males  with  an 
XY  sex  chromosome  complement.  The  true 
situation,  X monosomy,  was  finally  eluci- 
dated by  Ford  and  his  colleagues  in  1959. 
Chromosomal  analyses  of  spontaneous  abor- 
tions have  demonstrated  that  most  fetuses 
with  only  one  X chromosome  die  within  the 
first  few  months  of  prenatal  life.  The 
Turner  syndrome  occurs  approximately 
once  in  every  2,500  live  female  births. 

Within  the  past  10  years,  a large  number 
of  patients  with  the  Turner  syndrome  have 


been  reported  (Fig.  2).  All  patients  with  an 
XO  sex  chromosomal  constitution  have 
shortness  of  stature  and  sexual  infantilism. 
Webbed  neck  appears  in  approximately 
50%.  These  individuals  may  also  have 
hypertelorism,  micrognathia,  low-set  ears, 
shield  shaped  chest,  widely  spaced  and 
hypoplastic  nipples,  congenital  heart  disease 
and  congenital  lymphedema.  Coarctation  of 
the  aorta  has  been  reported  in  25%  of 
patients  in  one  series.  Renal  anomalies, 
pigmented  nevi,  dysplastic  nails,  and 
shortened  metacarpals  are  frequent  fea- 
tures. A newborn  infant  with  the  Turner 
syndrome  may  have  congenital  lymph- 
edema of  the  hands  and  feet  and  have 
excessive  skin  about  the  neck.  (Such 
patients  have  been  referred  to  as  having 
the  Bonnevie-Ullrich  syndrome.) 

Patients  with  the  Turner  syndrome  rarely, 
if  ever,  attain  a height  of  5 feet  and  are 
sterile.  Gonadal  dysgenesis  is  a constant 


Fig.  2.  The  Turner  syndrome  (frequent 
phenotypic  characteristics  due  to  complete  or 
partial  X monosomy). 


PHENOTYPIC  FEMALE 

(100%)  Short  stature;  short  birth  length 

(>90%)  Gonadal  dysgenesis 

(>80%)  Congenital  lymphedema 

(>80%)  Broad  chest  with  widely  spaced  hypo- 
plastic nipples 

(>80%)  Prominent  auricles 

(>80%)  Narrow  maxilla 

(>80%)  Low  posterior  hairline,  short  neck 

(50%)  Webbed  posterior  neck 

(>70%)  Cubitus  valgus 

(>50%)  Short  fourth  metacarpal  and/or  meta- 
tarsal 

(>70%)  Narrow  hyperconvex  nails 

(>80%)  Elevated  digital  ridge  counts 

(>50%)  Numerous  pigmented  nevi 

(>60%)  Renal  abnormality 

(20%)  Cardiac  abnormality — coarctation  of 
aorta 

(>50%)  Hearing — perceptive  impairment 
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feature.  Spontaneous  menarche  has  been 
reported  on  occasion,  suggesting  that  in 
rare  cases  at  least  a few  functioning  fol- 
licles are  present.  Hormonal  substitution 
therapy  (estrogen  and  progesterone)  pro- 
duce desired  secondary  sex  characteristics 
and  withdrawal  uterine  bleeding.  The 
pterygium  coli  may  be  surgically  repaired 
if  cosmetically  objectionable,  and  the  car- 
diac status  and  psychological  difficulties 
must  be  properly  cared  for. 

Advancing  maternal  age  has  been  related 
to  the  increased  incidence  of  autosomal 
trisomy  syndromes  through  the  phenom- 
enon of  meiotic  nondisjunction.  No  such 
relationship  exists  between  the  45, X karyo- 
type and  advancing  maternal  age.  The  lack 
of  this  relationship  suggests  that  the  45, X 
karyotype  is  not  the  result  of  meiotic  non- 
disjunction. An  alternative  explanation  for 
the  loss  of  an  X chromosome  is  the 
mechanism  of  anaphase  lag  (Fig.  3) . Dur- 


ANAPHASE LAG  AT  FIRST  MITOSIS  OF  FERTILIZED  OVUM  LEADING  TO. 


Fig.  3.  The  mechanism  of  anaphase  lag  at 
first  mitosis  of  a fertilized  ovum  leading  to 
XO/XX  mosaicism  or  XO  nonmosaic  Turner 
syndrome.  (From  Summitt,  R.  L.  and  Camacho, 
A.  M.:  Endocrine  disorders — abnormalities  of 

sex  differentiation  and  development,  in  Hughes, 
J.  G.:  SYNOPSIS  OF  PEDIATRICS,  ed.  2,  St. 

Louis,  1967,  The  C.  V.  Mosby  Co.) 


ing  the  first  mitotic  division  of  the  zygote, 
loss  of  2 daughter  X or  two  Y chromosomes 
creates  cells  which  have  only  one  X 
chromosome.  The  loss  of  only  one  X or  one 
Y by  anaphase  lag  produces  2 cell  lines  or 
mosaicism. 

Those  patients  with  female  phenotypes 
and  45,X/46,XX  mosaicism,  resulting  per- 
haps from  anaphase  lag  in  a 46, XX  zygote, 
usually  are  short  of  stature  and  may  have 


a phenotype  typical  of  the  Turner  syn- 
drome, or  one  which  is  less  typical  due 
to  the  46, XX  cell  line.  However,  some  of 
these  patients  may  be  normal,  fertile 
women  and  have  few  if  any  of  the  stigmas 
of  the  Turner  syndrome.  In  general,  the 
presence  of  a 46, XX  cell  line  dilutes  the 
phenotypic  effect  of  the  45, X cell  line. 

Anaphase  lag  in  a 46, XY  zygote,  resulting 
in  the  loss  of  a Y chromosome,  leads  to 
45,X/46,XY  mosaicism.  These  patients  may 
present  widely  variable  phenotypes.  They 
may  manifest  short  stature,  streak,  gonads, 
and  other  findings  of  the  Turner  syndrome. 
They  may,  on  the  other  hand,  be  normal 
fertile  males.  Between  these  two  extremes 
are  patients  with  a few  of  the  somatic 
features  of  the  Turner  syndrome,  varying 
degrees  of  intersex  genitalia,  and  one  of 
several  possible  alterations  of  gonadal 
structure.  These  altered  gonads  may  in- 
clude dysgenetic  testes,  ovotestes,  streak 
gonads  or  even  neoplastic  tissue.  Most  in- 
vestigators have  suggested  that  the  intra- 
abdominal dysgenetic  gonads  of  patients 


ORIGIN  OF  AN 
ISOCHROMOSOME 


REGULAR  Splitting  MISDIVISION  of 

of  Centromere  Centromere 


Fig.  4.  The  mechanism  of  production  of  an 
isochromosome.  (From  Summitt,  R.  L.:  Chro- 
mosome nomenclature.  J.  Pediat.  76:  314-323, 

1970.) 
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with  a cell  line  containing  a Y chromosome 
be  removed  because  of  their  neoplastic 
potential. 

If  misdivision  of  an  X chromosome  occurs 
such  that  the  centromere  divides,  in  effect, 
perpendicular  to  the  chromatids  rather  than 
parallel,  unequal  daughter  chromosomes 
will  be  produced  (Fig.  4) . One  of  the 
daughter  chromosomes  will  be  metacentric 
and  small,  the  other,  metacentric  but  large. 
Such  a large  chromosome  is  an  isochromo- 
some of  the  long  arm  of  an  X chromosome 
designated  Xqi  according  to  the  Chicago 
nomenclature.  The  first  patient  with  an 
X isochromosome  was  described  in  1960. 
These  patients  also  have  the  Turner  syn- 
drome with  shortness  of  stature,  primary 
amenorrhea,  poorly  developed  secondary 
sex  characteristics,  and  gonadal  dysgenesis. 
However,  patients  with  Xqi  are  sex 
chromatin  positive.  The  sex  chromatin 


mass  is  large  and  is  created  by  the  “in- 
activated” isochromosome.  In  spite  of  the 
presence  of  46  chromosomes  patients  with 
Xqi  have,  in  effect,  a deletion  of  the  short 
arm  of  an  X chromosome  and  thus  partial 
monosomy  X.  Mosaicism  may  also  arise 
producing  45,X/46,XXqi  or  45,X/46,XXqi/ 
47,XXqiXqi. 


cs 


B C DBE  F G H 


TWO  BREAK 
DELETION 
PRODUCING  RING 
CHROMOSOME 


Fig.  5.  The  mechanism  of  production  of  a 
ring  chromosome.  (From  Summitt,  R.  L.: 
Chromosome  nomenclature.  J.  Pediat.  76:  314- 
323,  1970.) 


POSTPUBERTAL  PHENOTYPIC  MALE 
(100%)  Small  testes 
(>99%)  Azoospermia 
(>99%)  Sterility 
(>40%)  Gynecomastia 
(>50%)  Subnormal  I.Q. 

(>90%)  Elevated  gonadotrophins 
(50%)  Low  17-ketosteroids 


Fig.  6.  The  Klinefelter  syndrome  (pheno- 
typic male  with  2 or  more  X chromosomes  and 
one  or  more  Y chromosomes)  with  frequent 
phenotypic  characteristics. 
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Additional  phenotypic  variants  of  the 
Turner  syndrome  may  be  produced  by  a 
ring  form  of  one  of  the  X chromosomes. 
The  creation  of  a ring  chromosome  implies 
terminal  deletion  of  both  the  long  and  short 
arms  of  the  X chromosome  (Fig.  5) , the 
ends  of  centric  portion  then  joining  to  pro- 
duce the  ring. 

Poly-X 

A.  Female.  Individuals  with  three  X 
chromosomes  may  possess  a normal  female 
phenotype  or  they  may  be  severely  re- 
tarded and  have  multiple  congenital 
anomalies.  Two  sex  chromatin  masses  may 
be  seen  in  the  buccal  mucosal  cells.  The 
majority  of  these  patients  have  regular 
menses,  are  fertile  and  are  ascertained  dur- 
ing survey  studies.  Some  of  the  patients 
may  have  secondary  amenorrhea  and  poorly 
developed  secondary  sex  characteristics. 
The  incidence  of  this  disorder  is  probably 
greater  than  1 per  800  female  births.  A 
triple-X  female  has  not  been  reported  who 
has  had  a similarly  affected  child.  Females 
have  been  found  to  have  as  many  as  five 
X chromosomes  in  cultured  cells.  The 
severity  of  mental  deficiency  and  pheno- 
typic anomalies  apparently  increases  as 
does  the  number  of  X chromosomes. 

B.  Male.  (The  Klinefelter  Syndrome) . 
In  1942,  Klinefelter  and  his  associates,  de- 
scribed postpubertal  phenotypic  males  who 
had  gynecomastia,  small  testes,  azo- 
ospermia, adequate  L e y d i g cells  and 
increased  levels  of  urinary  follicle  stimulat- 
ing hormone.  In  1956,  individuals  with  this 
disorder  were  found  to  be  sex  chromatin 
positive.  We  currently  employ  the  term 
Klinefelter  syndrome  to  describe  any 
phenotypic  male  who  has  2 or  more  X 
chromosomes  and  one  or  more  Y chromo- 
somes. A lack  of  intrauterine  survival 
of  XXY  fetuses  has  not  been  demon- 
strated as  is  the  case  in  the  Turner 
syndrome.  Advancing  maternal  age  is  asso- 
ciated with  an  increased  number  of  individ- 
uals with  the  Klinefelter  syndrome.  This 
suggests  that  the  Klinefelter  syndrome  is 
the  result  of  meiotic  nondisjunction  during 
oogenesis.  The  incidence  of  the  Klinefelter 
syndrome  is  roughly  1 per  500  live  male 
births.  Approximately  one  of  every  100 
male  patients  in  mental  institutions  has 


the  Klinefelter  syndrome.  The  most  com- 
mon chromosomal  constitution  is  XXY  al- 
though XXXY  and  XXXXY  have  been 
reported  as  having  many  mosaics. 

Seldom  is  the  diagnosis  of  the  Kline- 
felter syndrome  made  before  puberty,  most 
cases  being  discovered  in  surveys  of  in- 
stitutions for  the  mentally  retarded  or  in 
the  course  of  sterility  evaluation.  Post- 
pubertal males  have  testes  that  are  firm, 
small,  and  usually  measure  less  than  3 cm 
in  length  (Fig.  6) . Gynecomastia  has  been 
present  in  over  half  of  reported  cases. 
Approximately  one-fourth  of  the  patients 
are  mentally  retarded.  Affected  males  often 
are  identified  in  sterility  clinics,  where  as 
many  as  8%  of  the  infertile  males  may 
have  Klinefelter  syndrome. 

Poly-Y 

The  first  patient  found  to  have  the  sex 
chromosomal  constitution  XYY  was  a fertile 
male  who  was  identified  only  because  his 
daughter  had  Down’s  syndrome.  A few 
XYY  men  have  had  undescended  testicles 
and  hypogonadism.  The  most  common 
phenotypic  findings  have  been  tall  stature, 
mild  mental  retardation,  and  antisocial  be- 
havior. These  phenotypic  findings  are 
biased  since  most  of  the  patients  have  been 
found  in  penal  institutions.  The  incidence 
of  the  XYY  male  is  approximately  1 per 
1,000  live  male  births.  The  variability  of 
phenotype  in  these  individuals  has  yet  to 
be  completely  defined.  Three  Y chromo- 
somes and  one  X have  been  described  in  a 
mildly  mentally  retarded  child  who  had 
undescended  testicles,  inguinal  herniae  and 
pulmonary  stenosis. 

Summary 

Alterations  of  normal  sexual  development 
should  suggest  to  the  physician  that  an 
abnormality  of  the  sex  chromosomal  con- 
stitution may  be  present.  Several  selected 
syndromes  due  to  sex  chromosomal  ab- 
normalities have  been  presented,  along  with 
their  clinical  manifestations.  Any  individ- 
ual who  possesses  phenotypic  characteristic 
suggestive  of  a sex  chromosomal  ab- 
normality should  have  a chromosomal 
analysis.  Only  then  can  an  accurate  diag- 
nosis be  made  and  appropriate  counseling 
given. 
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IY.  Application  of  the  Principles  of 
Genetic  Counseling 

ROBERT  L.  SUMMITT,  M.D,f  Memphis,  Tenn. 


Introduction 

The  first  article  in  this  series  has  intro- 
duced the  basic  principles  and  patterns  of 
inheritance  in  man.  The  second  and  third 
papers  have  described  various  syndromes 
resulting  from  gross  abnormalities  of  the 
human  karyotype.  This  paper  will  deal 
with  one  of  the  major  questions  asked  by 
the  parents,  siblings  and  other  relatives  of 
children  who  have  a genetically  determined 
condition,  and  by  the  affected  patients 
themselves.  This  involves  the  risk  of  re- 
currence of  the  condition  in  question.  The 
parents  of  an  affected  child  may  ask,  “What 
is  our  risk  of  having  a similarly  affected 
child?”  or,  put  another  way,  “Should  we 
have  more  children  or  should  we  refrain 
from  reproduction?”  A normal  sibling  of 
the  affected  child  may  ask  a similar  ques- 
tion. If  the  patient  himself  is  capable  of 
reproduction,  he  and/or  his  spouse  may 
ask  about  the  risk  of  an  affected  child  in 
the  next  generation.  All  of  these  questions 
deserve  the  most  accurate  possible  answer, 
and  require  understanding  and  empathy  on 
the  part  of  the  genetic  counselor.  In  an 
advanced  society  particularly,  such  as  that 
in  which  we  live,  man  has  a keen  respon- 
sibility to  provide  his  progeny  the  best 
possible  genetic  endowment.  Genetic 
counseling  is  an  arm  of  preventive  medicine 
which  is  directly  involved  in  this  respon- 
sibility. 

Two  prime  prerequisites  in  information 
for  accurate  genetic  counseling  are  an  ac- 
curate diagnosis  and  an  accurate  determi- 
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This  work  was  supported  in  part  by  Special 
Project  Grant  No.  900,  Division  of  Health  Ser- 
vices MCHS,  HSMHA,  DHEW. 


nation  of  the  mode  of  inheritance,  if  any,  in 
the  case  under  investigation.  The  former 
depends  upon  knowledge  of  phenotypes,  a 
keen  diagnostic  acuity,  and  acquaintance 
with  the  application  of  special  diagnostic 
methods.  In  the  process  of  the  evolution 
of  the  phenotypic  spectrum  of  a syndrome 
from  its  discovery  to  its  complete  delinea- 
tion, a fairly  common  sequence  is  followed. 
When  a syndrome  is  first  recognized, 
obviously  the  cases  described  are  the  ones 
most  clearly  different  from  the  normal 
population,  i.e.,  the  most  severely  affected. 
This  results  in  a description  of  the  syn- 
drome based  upon  the  phenotypes  of  only 
the  most  severely  affected,  a very  incom- 
plete description.  If  one  uses  this  early 
description  as  the  basis  for  diagnostic 
criteria,  then  one  will  leave  undiagnosed 
the  majority  of  the  victims  of  the  syndrome, 
and  will  fail  to  fulfill  the  responsibility  of 
providing  accurate  genetic  counseling  in- 
formation. Only  after  the  entire  phenotypic 
spectrum  of  the  syndrome  is  delineated,  and 
one  has  at  hand  the  full  spectrum  of  diag- 
nostic criteria,  can  this  responsibility  be 
fulfilled.  Once  the  obvious  cases  are  de- 
scribed, the  remainder  of  the  spectrum, 
perhaps  excluding  the  mildest  end,  can  be 
delineated  by  a conscious  effort  to  seek  less 
severe  cases  and  by  thorough  investigation 
of  siblings  and  other  first  degree  relatives 
of  those  more  severely  affected. 

In  his  book  entitled  Mendelian  Inheri- 
tance in  Man,  Victor  McKusick  cites  no  less 
than  793  autosomal  dominant  phenotypes 
discernible  in  man,  the  majority  of  which 
are  abnormal.  He  presents  629  autosomal 
recessive  conditions  and  123  inherited  in 
an  X-linked  dominant  or  recessive  manner. 
When  one  considers  the  fact  that  the  X 
chromosome  represents  a relatively  small 
portion  of  the  total  “chromosomal  length” 
of  the  human  karyotype,  it  is  difficult  to 
believe  that  so  relatively  large  a percentage 
of  inherited  conditions  are  X-linked.  More 
likely  is  the  possibility  that  a large  number 


324 


SYMPOSIUM  ON  MEDICAL  GENETICS 


April,  1971 


of  conditions  inherited  in  an  autosomal 
dominant  or  recessive  manner  are  yet  to  be 
defined.  The  determination  of  the  genetic 
mode  in  a given  case  may  be  quite  difficult, 
one  reason  being  that  clinically  similar 
phenotypes  may  have  different  genetic 
modes,  with  different  recurrence  risks. 
This  phenomenon  is  termed  genetic  hetero- 
geneity. If  the  family  is  given  discouraging 
advice  based  upon  a mistaken  genetic  diag- 
nosis, the  counselor  does  it  a gross  injustice. 
If  the  advice  is  optimistic  when  it  should 
not  be,  and  if  the  couple  who  are  so  advised 
produce  another  (or  a first)  affected  off- 
spring, the  catastrophe  is  obvious. 

One  of  the  basic  tools  used  in  genetic 
counseling  is  the  family  history.  The  his- 
torian frequently  uses  the  format  of  the 
pedigree  in  presenting  family  histories.  The 
pedigree  is  a shorthand  method  of  allowing 
the  reader  to  view  a large  mass  of  informa- 
tion in  a short  period  of  time.  Several 
pedigrees  will  be  presented  in  this  paper  to 
exemplify  problems  to  be  solved  in  clinical 
genetics.  Figure  1 depicts  the  system  of 


PEDICREE  SYMBOLS 


Fig.  1.  System  of  pedigree  symbology  used 
in  this  paper. 

pedigree  symbology  that  will  be  employed 
in  later  pedigrees.  The  pedigree  depicts 
the  family  members  who  are  healthy  as 
well  as  those  who  are  affected  by  the  con- 
dition under  investigation,  or  who  are 
otherwise  abnormal.  The  ratio  of  affected 
to  unaffected,  and  the  appearance  of  the 
condition  in  one  or  more  generations  (and 
one  or  more  sibships  in  a single  generation) 


are  all  of  importance  in  leading  the  in- 
vestigator to  a conclusion  regarding  the 
genetic  mode  operating  in  the  family.  The 
pedigree  may  also  answer  other  important 
questions,  including  the  sex  ratios  among 
affected  and  unaffected  family  members; 
ages  of  family  members  if  living;  ages  at 
the  times  of  death  in  those  not  living  and 
the  year  in  which  death  occurred  as  well 
as  its  cause;  and  birth  order.  In  reading  a 
pedigree,  in  a single  sibship  one  reads  from 
left  to  right,  the  birth  order  descending 
from  the  firstborn  on  the  left  to  the  lastborn 
on  the  right.  Generations  in  a pedigree  are 
numbered  by  Roman  numerals  from  top 
to  bottom.  Individuals  in  a given  generation 
are  numbered  by  Arabic  numerals  from  left 
to  right,  and  every  symbol  in  a given 
generation  line  is  included  in  the  num- 
bering. For  example,  the  number  III-12 
designates  the  person  represented  by  the 
twelfth  symbol  from  the  left  in  the  third 
generation  from  the  top  in  the  pedigree. 
We  also  are  interested  in  the  occurrence 
of  twins  and  other  multiple  births,  in  preg- 
nancies which  do  not  progress  to  term,  and 
the  degree  of  relationship  between  related 
persons.  A double  mating  line  signifies  a 
marriage  between  blood  relatives;  i.e.,  a 
consanguineous  mating.  If  only  one  parent 
of  a sibship  is  included  in  a pedigree,  we 
can  ordinarily  assume  two  facts;  first  that 
the  spouse  is  normal,  second  that  the  spouse 
is  not  important  in  the  interpretation  of 
the  pedigree.  Details  of  any  family  de- 
picted in  a pedigree  are  usually  summa- 
rized in  a key,  which  is  included  with  the 
pedigree. 
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13  <8>  Renal  Glycosuria 
HI  Pyloric  Stenosis 

■ Lesch-Nyhan  Syndrome 

# Down's  Syndrome  47,XX,G+ 

Fig.  2.  Problem  pedigree,  in  which  several 
genetically  determined  conditions  have  been 
found. 
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Example  of  Counseling  Problem 

Figure  2 depicts  a theoretical  family  in 
which  4 conditions  have  been  observed. 
The  first  is  renal  glycosuria,  a benign  con- 
dition in  which  the  urine  contains  glucose, 
but  which  does  not  include  elevated  blood 
sugar  and  is  not  associated  with  the  com- 
plications encountered  in  diabetes  mellitus. 
The  second  is  congenital  hypertrophic 
pyloric  stenosis,  a condition  which  produces 
vomiting  in  young  infants  and  may  lead 
to  malnutrition  and  death.  The  basic  defect 
is  an  overgrowth  of  the  pyloric  muscle 
leading  to  obstruction  of  the  outlet  of  the 
stomach.  However,  it  is  easily  corrected  by 
a relatively  simple  surgical  procedure,  and 
is  compatible  with  a long  and  normal  life. 
The  Lesch-Nyhan  syndrome  is  a condition 
involving  severe  mental  retardation,  athe- 
tosis, a characteristic  form  of  self-mutilation 
and  aggressive  behavior,  and  elevated  serum 
uric  acid  concentration.  It  has  been  seen 
only  in  males.  The  fourth  condition  is 
Down’s  syndrome  (mongolism) . Two  mem- 
bers of  this  family  are  seeking  genetic 
counseling,  III-3  and  III-7.  The  young  man 
22  years  of  age,  represented  by  symbol 
III-7,  wishes  to  marry  the  young  lady  repre- 
sented by  symbol  III-8.  However,  the 
young  lady’s  father  violently  objects,  upon 
the  basis  that  the  young  man’s  family  is 
riddled  with  catastrophic  disease,  includ- 
ing “diabetes”;  a malformation  of  the 
intestinal  tract  which  produces  severe 
vomiting  in  infancy;  Down’s  syndrome;  and 
a syndrome  of  severe  mental  retardation, 
athetosis  and  self-mutilation.  The  father 
advises  his  daughter  to  avoid  the  young 
man’s  family  because  of  the  risk  of  her 
producing  abnormal  offspring.  Also,  the 
young  man’s  half-sister,  III-3,  wishes  to 
marry,  but  her  intended  husband’s  family 
also  object  for  the  same  reasons.  The  prob- 
lems facing  the  genetic  counselor  include: 
(1)  are  the  families’  objections  well 
founded;  (2)  what  are  the  actual  risks  of 
offspring  of  the  2 marriages  having  any  of 
the  four  conditions  occurring  in  the  family 
of  III-3  and  III-7;  and  (3)  how  does  the 
counselor  impart  his  information  and  ad- 
vice to  those  seeking  help.  The  paragraphs 
to  follow  will  demonstrate  risks  in  various 
modes  of  genetic  determination,  and  how 


knowledge  of  genetic  modes  can  be  applied 
to  the  problem  pedigree. 

Autosomal  Dominant  Inheritance 

In  the  first  paper  in  this  series,  the  prin- 
ciples of  autosomal  dominant  inheritance 
are  set  forth.  From  the  practical  stand- 
point, the  overwhelmingly  most  frequent 
type  of  mating  encountered  when  consid- 
ering diseases  inherited  in  an  autosomal 
dominant  manner  is  that  between  a het- 
erozygous affected  individual  and  a normal 
spouse.  This  is  intuitively  logical  since 
most  autosomal  dominant  diseases  are  rare; 
and  for  2 persons  with  such  a rare  disease 
to  meet  and  mate  is  highly  unlikely.  In  a 
mating  of  affected  with  normal,  the  risk  of 
an  affected  offspring  with  any  pregnancy  is 
1 in  2 (50%).  Figure  3 is  an  idealized  pedi- 
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Fig.  3.  Idealized  pedigree  demonstrating  au- 
tosomal dominant  inheritance,  with  vertical  dis- 
tribution of  cases. 


gree  depicting  the  occurrence  of  an  auto- 
somal dominantly  inherited  condition  in  a 
family.  Affected  individuals  are  found  in 
more  than  one  generation  of  a family  and 
usually  in  multiple  sibships.  The  condition 
ordinarily  occurs  as  often  in  males  as  in 
females,  and  it  can  be  transmitted  from 
male  to  female,  from  female  to  female, 
from  female  to  male  and  from  male  to 
male.  In  general,  one  sees  vertical  distribu- 
tion of  cases  in  a pedigree  depicting  an 
autosomal  dominantly  inherited  condition. 
The  perusal  of  such  a pedigree  will  allow 
one  to  conclude  that  in  that  family  the 
abnormal  condition  is  inherited  in  an  auto- 
somal dominant  manner. 
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Figure  4 depicts  an  infant  who  was  hos- 
pitalized because  of  hypertrophic  pyloric 
stenosis.  But  attention  was  drawn  also 
to  his  unusual  craniofacial  phenotype 
which  includes  prominent,  upward  slanted 
eyes,  and  premature  closure  of  certain 
cranial  sutures  resulting  in  an  unusual  head 
contour.  The  condition  is  called  cranio- 
facial dysotosis  or  Crouzon’s  disease.  We 
asked  to  see  the  infant’s  mother  to  obtain 
a family  history.  Part  of  that  history  re- 
vealed itself  when  we  observed  that  she 
obviously  had  Crouzon’s  disease  also.  She 
provided  us  with  information  that  led  to 
the  pedigree  in  figure  5,  and  we  confirmed 
her  information  by  examining  2 affected 


Fig.  4.  Patient  with  Crouzon’s  disease. 


| 0 Crouzon  Disease 


/ 

Fig.  5.  Pedigree  of  family  of  patient  with 
Crouzon’s  disease. 


brothers  and  by  seeing  a photograph  of  her 
father.  The  pedigree  contains  a vertical  dis- 
tribution of  affected  cases,  and  other  fea- 
tures which  allow  us  to  conclude  that  the 
condition  in  this  family  is  inherited  in  an 
autosomal  dominant  manner,  the  pattern 
of  inheritance  known  to  occur  in  Crouzon’s 
disease.  This  can  be  confirmed  by  consult- 
ing a reference  such  as  Mendelian  Inheri- 
tance in  Man.  We  counseled  the  mother  that 
with  any  subsequent  pregnancy  her  risk  of 
producing  an  affected  offspring,  regardless 
of  the  sex  of  that  offspring,  is  50%.  We 
also  told  her  affected  brothers  the  same 
thing.  Another  question  might  arise  in  this 
pedigree.  The  normal  sister  (11-16)  of  the 
infant’s  mother  is  concerned  about  the  pos- 
sibility of  bearing  a child  with  Crouzon’s 
disease.  We  can  reassure  her  (if  we  can  be 
reasonably  confident  that  the  gene  for 
Crouzon’s  disease  is  fully  penetrant)  that 
since  she  does  not  have  the  disease,  she 
does  not  have  the  gene,  and  thus  cannot 
pass  it  to  her  offspring.  In  many  families 
such  news  is  often  a great  relief  because 
of  longstanding  fear  of  pregnancies  that 
might  produce  affected  offspring. 

A second  family  is  also  illustrative. 
Figure  6 is  an  infant  who  has  malforma- 
tions involving  her  lower  limbs,  including 
severe  shortening  and  abnormal  angulation 
of  joints.  At  first  we  obtained  a negative 


Fig.  6.  Infant  with  bilateral  lower  extremity 
deformities  and  syndrome  of  tibial  aplasia. 
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family  history  from  the  infant’s  mother. 
We  then  saw  the  infant’s  father  walking 
down  the  hospital  corridor  and  noticed  that 
he  walked  with  a limp.  When  we  ques- 
tioned him,  he  revealed  that  his  left  leg 
had  been  amputated  when  he  was  a child, 
because  of  a severe  deformity.  We  viewed 
roentgenograms  of  the  infant’s  lower  limbs 
and  discovered  aplasia  of  each  tibia,  fail- 
ure of  development  of  one  of  the  bones  of 
the  leg  (Fig.  7).  We  were  able  to  obtain 
a roentgenogram  taken  years  ago  of  the 
father’s  deformed  lower  limb  which  con- 
firmed our  suspicion  that  he  had  a uni- 
lateral form  of  tibial  aplasia  (Fig.  8).  We 


Fig.  7.  Roentgenogram  of  lower  extremities 
of  patient  in  fig.  6. 


Fig.  8.  Roentgenogram  of  lower  extremity  of 
father  of  patient  in  fig.  6. 


concluded  from  the  pedigree  that  the  de- 
formity in  this  infant  is  due  to  the  presence 
of  an  autosomal  dominant  mutant  gene  in- 
herited from  the  father  (Fig.  9) . The  family 
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Fig.  9.  Pedigree  of  family  of  patient  in  fig.  6. 


history  did  not  reveal  other  affected  cases 
although  we  were  not  able  to  examine 
other  family  members.  We  were  able  to 
counsel  the  infant’s  parents  that  with  any 
subsequent  pregnancy  the  risk  of  a similar 
deformity  is  50%.  However,  this  pedigree 
apparently  is  an  exception  to  the  rule  that 
any  person  with  a condition  inherited  in 
an  autosomal  dominant  manner  has  at  least 
one  affected  parent.  We  believe  this  is  prob- 
ably best  explained  on  the  basis  that  the 
father’s  deformity  is  the  result  of  a spon- 
taneous mutation  in  the  gamete  produced 
by  one  of  his  parents.  Thus,  he  is  the  first 
case  in  his  family.  If  we  were  counseling 
the  parents  of  the  father,  we  could  tell  them 
that  in  view  of  the  negative  family  history 
(if  we  knew  that  this  is  an  autosomal  domi- 
nant mutation)  the  probability  of  their  pro- 
ducing other  affected  offspring  is  no  greater 
than  that  in  the  general  population.  How- 
ever, once  the  mutation  takes  place,  the 
rules  are  applicable  to  succeeding  genera- 
tions, and  we  can  counsel  the  first  affected 
individual  as  noted.  In  practice,  a number 
of  patients  who  have  a disease  known  to 
be  inherited  in  an  autosomal  dominant 
fashion  are  sporadic  cases;  i.e.,  the  result  of 
a new  mutation.  The  normal  parents  of 
such  a sporadic  case  (if  we  can  be  certain 
that  the  parents  do  not  bear  the  mutant 
gene)  can  be  reassured  that  they  have  no 
greater  probability  of  producing  other  af- 
fected children  than  anyone  else  in  the  gen- 
eral population. 

The  points  expressed  in  these  two  illus- 
trative cases  can  be  applied  to  our  problem 
pedigree  (Fig.  2).  Renal  glycosuria  is  in- 
herited in  most  cases  in  an  autosomal  domi- 
nant manner,  with  complete  or  near  com- 
plete penetrance.  Autosomal  dominant  in- 
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heritance  is  most  likely  operative  in  the 
pedigree.  The  young  man  seeking  advice 
(III-7)  is  obviously  unaffected.  He  can  be 
told  that  since  he  is  unaffected,  he  cannot 
pass  the  mutant  gene  to  any  of  his  offspring. 
Therefore,  his  fiance’s  father  can  be  re- 
assured. The  half  sister  (III-3)  is  not  at 
risk  for  renal  glycosuria  since  she  has  a 
different  father  from  III-7. 

Autosomal  Recessive  Inheritance 

In  contrast  to  the  vertical  distribution  of 
affected  cases  in  autosomal  dominant  pedi- 
grees, individuals  affected  by  a condition 
inherited  in  an  autosomal  recessive  manner 
occur  in  a horizontal  distribution,  occurring 
in  only  one  generation  of  a family  and 
usually  in  only  one  sibship.  In  autosomal 
dominant  inheritance  we  can  often  counsel 
“before  the  fact,”  i.e.,  we  can  counsel  a 
couple,  one  of  whom  is  affected,  as  to  the 
risk  of  affected  offspring,  even  before  they 
produce  any  offspring.  In  considering  con- 
ditions inherited  in  an  autosomal  recessive 
manner,  we  ordinarily  are  not  able  to  coun- 
sel parents  until  “after  the  fact”;  i.e.,  after 
they  have  produced  at  least  one  affected 
offspring.  We  cannot  ordinarily  recognize 
parents  heterozygous  for  an  autosomal  re- 
cessive mutant  gene  unless  one  of  their  off- 
spring receives  the  mutant  gene  from  each 
of  them.  Because  of  small  sibships  in  our 
society,  many  couples,  both  of  whom  are 
heterozygous  for  the  same  mutant  autoso- 
mal recessive  gene,  remain  undetected.  For 
example,  if  we  consider  100  matings  be- 
tween 2 such  heterozygotes,  and  if  we  con- 
sider only  matings  that  have  produced  but 
one  offspring,  only  25  of  the  offspring  are 
affected.  Thus,  75  of  the  100  heterozygous 
couples  produce  only  a normal  offspring, 
remain  undetected,  and  cannot  be  coun- 
seled. Measures  are  now  available,  in  sev- 
eral conditions  inherited  in  an  autosomal 
recessive  manner,  for  the  detection  of  het- 
erozygotes by  biochemical  means.  Such 
measures  allow  the  physician,  for  the  first 
time,  to  counsel  “before  the  fact”  in  autoso- 
mal recessive  inheritance. 

Figure  10  depicts  a boy  who  was  seen 
because  of  cachectic  dwarfism  first  obvious 
in  the  second  year  of  his  life,  progressive 
mental  retardation,  progressive  visual  and 
auditory  defect,  retinal  pigmentation,  pe- 


Fig.  10.  Patient  with  Cockayne  syndrome. 

culiar  pinched  facies  with  deepset  eyes,  and 
skin  photosensitivity.  He  may  sustain  third 
degree  burns  upon  minimal  exposure  to 
sunlight.  He  has  a condition  known  as  the 
Cockayne  syndrome,  which  is  inherited  in 
an  autosomal  recessive  manner.  Interest- 
ingly, he  has  a younger  brother  who  at  the 
age  of  15  months  is  beginning  to  show  a 
similar  phenotype  and  whose  growth  pat- 
tern is  drastically  retarded.  The  parents 
are  not  related.  Based  upon  this  knowl- 
edge, we  were  obligated  to  inform  the  par- 
ents that  they  are  both  heterozygous  for 
the  gene  for  the  Cockayne  syndrome,  and 
that  the  risk  of  an  affected  child  with  any 
subsequent  pregnancy  is  1 in  4 or  25%. 
This  obviously  does  not  mean  that  if  the 
couple  has  4 children  one  will  be  affected 
and  3,  normal.  Whether  or  not  any  off- 
spring receives  the  mutant  gene  from  both 
parents  at  any  fertilization  depends  upon 
chance  alone,  and  “chance  has  no  memory,” 
so  that  the  1 chance  in  4 occurred  in  two 
successive  pregnancies  of  this  mother.  The 
mother’s  sister,  11-20  might  logically  be 
concerned  about  her  own  risk  of  having 
affected  offspring  since  her  sister  has  two 
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Fig.  11.  Pedigree  of  family  of  patient  in  fig. 
10. 

affected  children  (Fig.  11).  The  probability 
that  she  is  heterozygous  for  the  Cockayne 
syndrome  gene  is  1 in  2,  but  the  probability 
of  her  marrying  another  heterozygote  is 
very  small  unless  her  husband  is  related 
to  her  or  to  the  father  of  III-10  and  III-12. 
Thus,  we  may  logically  advise  her  that  the 
risk  of  her  producing  affected  offspring  is 
very  small. 

X-Linked  Dominant  Inheritance 

The  pedigree  depicted  in  figure  12  in- 
volves a family  in  which  several  cases  of 
a condition  known  as  familial  hypophos- 
phatemic  vitamin-D  resistant  rickets  have 
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Fig.  12.  Idealized  pedigree  demonstrating  X- 
linked  dominant  inheritance  of  familial  hypo- 
phosphatemic  vitamin-D  resistant  rickets. 


occurred.  We  can  see  affected  males  and 
females,  and  we  note  transmission  of  the 
mutant  gene  from  female  to  female,  from 
female  to  male,  from  male  to  female.  We 
do  not  see  male-to-male  transmission.  Such 
is  the  pattern  in  all  families  in  which  this 
disease  occurs.  We  can  conclude  that  this 
form  of  rickets  is  inherited  in  an  X-linked 
dominant  manner.  If  the  couple  seeking 
counseling  are  IV-18  and  IV-19,  in  which 
the  wife  is  affected  and  the  husband,  nor- 
mal, we  may  inform  them  that  with  each 
pregnancy,  the  probability  of  an  affected 
offspring,  male  or  female,  is  1 in  2 or  50%. 
On  the  other  hand,  if  we  are  counseling 
IV-5  and  IV-10,  in  which  the  husband  is 
affected  and  the  wife,  normal,  we  may  in- 


form them  that  no  son  will  be  affected  but 
that  all  daughters  will  receive  the  mutant 
gene  and  will  manifest  its  effects  to  some 
extent.  A daughter  may  have  overt  rickets, 
or  she  may  be  clinically  normal  but  have 
hypophosphatemia,  this  variability  being  a 
property  of  X-linked  dominant  conditions 
in  heterozygous  females. 

X-Linked  Recessive  Inheritance 

In  the  pedigree  depicted  in  figure  13,  we 
see  cases  of  the  condition  known  as  neplnro- 
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Fig.  13.  Idealized  pedigree  demonstrating  X- 
linked  recessive  inheritance  of  nephrogenic 
diabetes  inspidus. 


genic  diabetes  insipidus,  in  which  affected 
individuals  excrete  large  volumes  of  di- 
lute urine,  and  do  not  respond  to  exogenous 
pitressin.  The  condition  is  due  to  a renal 
tubular  defect  in  water  reabsorption.  The 
pedigree  demonstrates  that  ordinarily  only 
males  are  affected  and  that  affected  males 
may  have  affected  brothers,  affected  ma- 
ternal uncles,  and  affected  maternal-ma- 
ternal first  cousins,  all  indicating  that  the 
gene  is  transmitted  by  unaffected  het- 
erozygous females.  We  can  conclude  from 
this  and  similar  pedigrees  that  nephro- 
genic diabetes  insipidus  is  inherited  in  an 
X-linked  recessive  manner.  Rules  govern- 
ing X-linked  recessive  inheritance  were  set 
forth  in  the  first  article  of  this  series.  Ordi- 
narily, only  males  are  affected  and  we  dis- 
cover a heterozygous  female  only  after  she 
has  borne  an  affected  male.  The  occurrence 
of  an  isolated  affected  male  may  be  the 
result  of  a mutant  gene  transmitted  from 
his  unaffected  heterozygous  mother,  or  may 
be  the  result  of  a new  spontaneous  muta- 
tion. The  determination  of  which  one  of 
these  principles  applies  in  any  specific  case; 
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i.e.,  a heterozygous  mother  or  a new  mu- 
tation, may  be  difficult.  Often  a water 
deprivation  test  will  show  that  the  mother 
cannot  concentrate  her  urine,  in  which  case 
we  may  presume  that  she  is  heterozygous. 
Or  if  her  family  history  is  positive,  we  can 
conclude  that  she  is  heterozygous.  If  we 
can  determine  that  a mother  is  heterozy- 
gous, we  can  counsel  that  with  each  preg- 
nancy, the  probability  of  having  a son  is 
1 in  2 or  50%,  and  that  the  probability  of 
that  son’s  being  affected  is  1 in  2 or  50% 
(an  overall  risk  of  1 in  4 or  25%) . On  the 
other  hand  we  can  inform  her  that  the 
probability  of  having  a daughter  with  any 
pregnancy  is  1 in  2 or  50%  and  that  no 
daughter  will  be  affected.  However,  the 
probability  that  any  daughter  will  be  het- 
erozygous is  1 in  2 or  50%. 

If  a male  with  nephrogenic  diabetes  in- 
sipidus grows  up  to  reproduce,  a distinct 
possibility,  he  may  marry  a normal  woman 
and  seek  genetic  counseling.  We  may  con- 
fidently advise  him  that  he  has  no  greater 
risk  of  having  an  affected  child  than  any 
unaffected  father.  However,  we  are  obli- 
gated to  indicate  that  each  of  his  daughters 
must  be  heterozygous  for  the  mutant  gene, 
so  that  their  progeny  will  be  at  risk.  None 
of  his  sons  can  receive  the  mutant  genes, 
so  will  be  unaffected  and  unable  to  pass  the 
mutant  gene  on  to  their  offspring. 

Ordinarily,  as  in  autosomal  recessive  in- 
heritance, counseling  in  X-linked  recessive 
inheritance  is  possible  only  “after  the  fact.” 
However,  measures  are  now  available  for 
the  detection  of  heterozygotes  for  some  X- 
linked  recessive  genes,  so  that  counseling 
is  possible  “before  the  fact”;  i.e.,  before  the 
conception  of  an  affected  male.  Further- 
more, by  study  of  amniotic  fluid  or  of  cells 
found  therein,  prenatal  diagnosis  of  an  af- 
fected male  is  possible  in  some  conditions. 
Even  in  conditions  in  which  definitive  pre- 
natal diagnoses  is  not  currently  possible, 
another  approach  is  available.  By  studying 
cells  from  amniotic  fluid,  we  are  able  to 
determine  the  sex  of  the  unborn  infant.  If 
the  infant  is  a female,  we  can  reassure  the 
parents  that  she  will  not  be  affected.  If  the 
infant  is  a male,  we  may  counsel  a risk  of 
1 in  2 or  50%.  If  the  disease  is  a cata- 
strophic one,  the  parents  may  be  offered  a 
therapeutic  abortion  (in  states  where  abor- 


tion is  legal)  based  upon  the  1 in  2 risk. 

This  information  is  applicable  to  our 
problem  pedigree  (Fig.  2).  The  Lesch- 
Nyhan  syndrome  is  inherited  in  an  X-linked 
recessive  manner.  The  young  man  seeking 
advice  has  2 older  half-brothers  with  this 
condition,  proof  that  their  mother  is  het- 
erozygous for  the  gene  for  the  Lesch-Nyhan 
syndrome.  However,  since  our  young  man 
does  not  have  the  Lesch-Nyhan  syndrome, 
we  may  conclude  that  he  does  not  possess 
the  mutant  gene  and  cannot  pass  it  to  his 
offspring.  Thus,  we  can  relieve  his  mind 
and  that  of  his  prospective  father-in-law. 
We  cannot  be  so  encouraging  in  regard  to 
his  half-sister  (III-3) . Since  her  mother  is 
heterozygous,  the  probability  the  half-sister 
is  also  heterozygous  is  1 in  2 or  50%. 
However,  measures  are  currently  avail- 
able whereby  the  question  of  her  het- 
erozygosity can  be  resolved  by  laboratory 
means.  As  a result,  we  may  be  able  to  tell 
her  with  complete  accuracy  whether  she 
is  a heterozygote.  If  she  is,  we  can  counsel 
her  as  previously  indicated  for  X-linked 
recessive  conditions.  If  she  desires  children, 
further  measures  are  available.  She  can  be 
advised  that  if  she  becomes  pregnant,  an 
amniocentesis  can  lead  to  the  prediction  of 
the  sex  of  her  unborn  child  as  early  as  the 
14th  week  of  pregnancy.  If  the  sex  is  fe- 
male, she  can  be  reassured;  if  male,  she 
may  be  advised  of  the  50%  risk.  Further 
laboratory  determinations  on  cultured  cells 
from  amniotic  fluid  may  be  undertaken  if 
the  sex  is  male,  and  based  upon  these  de- 
terminations, a precise  prenatal  diagnosis 
is  possible.  If  the  male  is  found  to  be  af- 
fected, a therapeutic  abortion  may,  if  legal, 
be  offered.  This  type  of  counseling,  “before 
the  fact”  and  “preventive  genetics”  is  one 
of  the  primary  goals  of  clinical  genetics. 

Polygenic  Inheritance 

A number  of  diseases  appear  in  familial 
distribution  but  not  according  to  the  rules 
of  Mendelian  inheritance.  Such  conditions 
must  logically  involve  genetic  factors,  but 
the  genetic  determination  is  complex,  prob- 
ably dependent  upon  the  concurrence  of 
several  mutant  genes.  Such  isolated  major 
congenital  anomalies  as  cleft  lip  with  or 
without  cleft  palate,  isolated  cleft  palate, 
clubfoot,  congenital  dislocation  of  the  hip, 
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abnormalities  of  the  spinal  axis  (meningo- 
cele and  anencephaly)  and  congenital  hy- 
pertrophic pyloric  stenosis  apparently  are 
polygenic  in  origin.  The  basis  of  our  coun- 
seling information  is  by  necessity  a collec- 
tion of  data  on  the  frequency  of  primary 
occurrence  of  the  condition  in  the  popula- 
tion, and  the  frequency  of  its  recurrence  in 
families  in  which  one  affected  child  has  oc- 
curred. For  instance,  the  frequency  of  cleft 
lip  in  the  population  is  approximately  1 in 
1000  live  births.  But  once  a couple  has  pro- 
duced an  infant  with  cleft  lip,  the  empiric 
probability  of  their  having  a second  simi- 
larly affected  child  is  about  1 in  25  or  4%. 
While  this  entails  a 40-fold  increase  in 
risk,  the  resultant  risk  is  still  relatively 
small.  If  one  parent  has  a cleft  lip  in  addi- 
tion to  the  affected  child,  then  the  empiric 
risk  of  a second  affected  child  is  approxi- 
mately 17%.  In  general,  the  empiric  risk 
of  recurrence  for  any  of  the  conditions  in- 
herited in  a polygenic  manner  is  2 to  6%; 
assuming  both  parents  are  unaffected. 

Each  of  the  polygenically  determined 
congenital  anomalies  which  occurs  as  an 
isolated  event  also  may  occur  as  a compo- 
nent anomaly  of  a syndrome  inherited  in 
a defined  Mendelian  manner.  Such  a possi- 
bility must  be  excluded  before  one  counsels 
on  the  basis  of  polygenic  inheritance. 

Pyloric  stenosis  has  occurred  in  the  prob- 
lem pedigree  (Fig.  2) . However,  its  occur- 
rence in  an  uncle  of  the  young  man  seek- 
ing advice  entails  no  significant  increase  in 
risk  for  the  offspring  of  the  young  man. 
He  and  his  father-in-law  may  be  advised 
encouragingly. 

Recurrence  in  Chromosomal  Abnormalities 

Chromosomal  abnormalities  were  dis- 
cussed in  the  second  and  third  articles  in 
this  series.  Discussion  in  this  section  will 
deal  with  the  recurrence  risk  in  a family 
in  which  a child  with  Down’s  syndrome  has 
occurred.  The  general  primary  risk  of  a 
child  with  Down’s  syndrome  increases  with 
advancing  maternal  age  (see  second  article 
in  this  series) . The  risk  of  recurrence  is 
based  primarily  upon  empiric  data  gath- 
ered from  observation  of  families  in  which 
a child  with  Down’s  syndrome  has  occurred. 
According  to  Carter,  in  most  families,  those 
in  which  the  patient  has  an  extra  chromo- 


some No.  21  and  a total  of  47  chromosomes, 
the  recurrence  risk  after  one  affected  child 
is  perhaps  twice  the  primary  risk.  A num- 
ber of  counselors  employ  a recurrence  risk 
figure  of  0.5  to  1.0%  with  no  consideration 
of  maternal  age.  At  any  rate,  the  recur- 
rence risk  is  relatively  small,  and  we  may 
counsel  the  parents  on  an  encouraging  note. 
In  figure  5 of  the  second  article  in  this 
series,  a karyotype  of  a child  with  Down’s 
syndrome  was  shown  which  included  only 
46  chromosomes.  That  karyotype  included 
a translocation  between  a chromosome  of 
the  D group  and  No.  21.  Even  when  the 
karyotype  of  Down’s  syndrome  includes 
such  a translocation,  its  occurrence  usually 
is  a sporadic  event  with  a low  recurrence 
risk.  However,  in  some  cases  a parent  car- 
ries a translocation,  as  the  mother  indicated 
in  figure  6 in  the  second  article  in  this 
series.  This  karyotype  includes  only  45 
chromosomes  but  the  mother  is  phenotypi- 
cally  normal  with  normal  intelligence.  The 
karyotype  includes  only  5 D chromosomes 
and  only  3 G chromosomes,  but  one  more 
than  the  normal  number  of  C chromosomes. 
The  additional  C chromosome  is  formed 
by  the  fusion  of  the  long  arm  of  a D chro- 
mosome with  that  of  the  G chromosome. 
Thus,  while  her  karyotype  includes  only 
45  chromosomes,  the  only  missing  chromo- 
somal material  is  the  short  arms  of  the  two 
fused  chromosomes.  The  short  arms  of  these 
chromosomes  are  considered  essentially  de- 
void of  genetic  material.  Figure  14  depicts 
the  B family,  in  which  IV-3  is  the  proband 
with  Down’s  syndrome.  Two  other  cases 
of  Down’s  syndrome  have  occurred,  and  a 
number  of  carriers  of  the  translocation 


| 0 D-G  Translocation  Down  syndrome 
0®  D-G  Translocation  heterozygote 


Fig.  14.  Pedigree  of  B family  involving  the 
inheritance  of  a D-G  translocation  and  Down’s 
syndrome.  The  horizontal  line  above  a circle  or 
square  indicates  that  that  person  has  had  a 
chromosomal  analysis. 
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(karyotypes  similar  to  that  of  the  proband’s 
mother)  were  discovered.  In  this  family, 
Down’s  syndrome  is  obviously  inherited. 
In  such  a family,  the  low  risk  of  recurrence 
mentioned  for  Down’s  syndrome  with  47 
chromosomes  does  not  apply.  The  risk  of 
an  affected  offspring  for  an  unaffected  fe- 
male who  carries  the  translocation  appears 
to  be  approximately  1 in  5 or  20%;  that  for 
a carrier  male  is  1 in  20  (5%)  or  less. 
In  one  type  of  translocation,  that  between 
2 homologous  chromosomes  No.  21,  the  nor- 
mal carrier  of  the  translocation  can  have 
no  offspring  other  than  an  affected  one:  a 
risk  of  100%. 

In  the  problem  pedigree,  the  patient  with 
Down’s  syndrome  has  a karyotype  which 
includes  47  chromosomes  and  an  extra  chro- 
mosome No.  21  (Fig.  2).  We  can  indicate 
to  the  young  man  seeking  advice  and  to  his 
half-sister  that  their  risks  of  having  an  af- 
fected child  are  no  greater  than  those  of 
anyone  else  in  the  general  population. 

Summary 

We  have  been  able  to  counsel  the  young 
man  in  the  problem  pedigree  that  he  may 
marry  the  young  lady  of  his  choice  with- 
out more  concern  than  anyone  else  in  the 
general  population  of  producing  offspring 
with  any  of  the  conditions  encountered 
previously  in  his  family.  His  prospective 
father-in-law  can  be  reassured.  While  the 
genetic  future  of  the  half-sister  may  not 
be  quite  so  benign,  she  can  be  provided 
intelligent  guidance  and  can  look  forward 
to  being  able  to  have  healthy  children. 


All  this  counsel  is  based  upon  accurate 
diagnoses,  a thorough  knowledge  of  the 
genetic  mechanisms  involved,  a thorough 
investigation  of  the  family  history,  and  the 
application  of  new  diagnostic  methods.  With 
the  use  of  these  means,  the  field  of  clinical 
genetics  will  occupy  an  important  and 
permanent  position  in  the  management  of 
genetically  determined  conditions. 
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DON'T  FORGET.  . . 

Your  voluntary  IMPACT  dues  are  due  now!  Why  not  include  them  at 
the  same  time  you  pay  your  other  dues  or  you  can  send  them  directly 
to  IMPACT  (Independent  Medicine’s  Political  Action  Committee — 
Tennessee)  P.O.  Box  645,  Nashville,  Tennessee  37202. 

IMPACT  needs  you  . . . and  you  need  IMPACT 


HIGHLIGHTS  OF  BOARD  OF  TRUSTEES  MEETING, 
JANUARY  16-17,  1971 


BOARD  ACTS  ON  FORTY-THREE  ITEMS  OF  BUSINESS  ...  The  Board  of  Trustees 
conducted  its  First  Quarter  Meeting  for  1971  in  Nashville  on  January 
16-17,  acting  upon  43  items  of  business.  The  Trustees  took  action  in 
keeping  with  the  TMA  By-Laws  which  require  the  Board  to  appoint  a 
Nominating  Committee  from  among  the  certified  Delegates  and  Ex-Officio 
Delegates  to  the  House  • . • Those  named  to  the  Nominating  Committee 
were:  EAST  TENNESSEE:  E.  Kent  Carter,  M.D.,  Kingsport;  John  H. 

Burkhart,  M.D.,  Knoxville;  David  P.  McCallie,  M.D.,  Chattanooga  • . • 
MIDDLE  TENNESSEE:  Robert  L.  Chalf ant , M.D.,  Nashville;  William  A. 
Hensley,  Jr.,  M.D.,  Cookeville;  Joseph  L.  Willoughby,  M.D.,  Franklin 
. • • WEST  TENNESSEE:  Byron  0.  Garner,  M.D.,  Union  City;  C.  D.  Hawkes, 
M.D.,  Memphis;  Thomas  K.  Ballard,  M.D.,  Jackson. 


$ $ Sic  $ Jjc 

MAJOR  ACTIONS  . . . Major  actions  included  appointing  the  Board  of 
Directors  of  IMPACT  (Independent  Medicine’s  Political  Action  Committee- 
Tennessee)  ; nominating  the  directors  for  TMA’s  Student  Education  Fund 
Board;  and  considered  recipients  for  the  Distinguished  Service  Award  to 
be  presented  at  the  Annual  Meeting  • . . Appointments  were  made  to  the 
Standing  and  Special  Committees  of  the  Association  that  will  become 
effective  following  the  Annual  Meeting  in  April  ...  Received  and 
evaluated  reports  from  division  coordinators  on  activities  of  Committees 
during  the  fourth  quarter  of  1970  . . . Made  recommendations  for  TMA 
appointments  to  the  AMA  Councils  and  Committees,  and  made  a temporary 
appointment  on  the  TMA  Council  to  fill  a vacancy  as  a result  of  the 
death  of  the  elected  Councilor. 

TMA  MEMORIAL  TRUST  FUND  • . • The  Board  reviewed  the  trust  fund  that 
was  established  in  1956  by  the  TMA  Board  of  Trustees.  This  action  had 
been  approved  by  the  House  of  Delegates.  The  purpose  of  the  fund  was  to 
have  sufficient  monies  available  to  aid  needy  physicians,  or  their 
families,  if  they  became  disabled  and  had  reached  an  age  where  they 
could  not  provide  for  themselves.  It  was  the  intent  of  this  action  to 
have  enough  funds  in  the  program  whereby  assistance  could  be  rendered 
from  the  interest  on  the  capital  investment.  Since  the  trust  fund  was 
never  developed  where  it  could  be  useful  due  to  lack  of  sufficient 
funds,  the  Board  directed  the  TMA  legal  counsel  to  draw  the  necessary 
document  to  make  these  funds  available  to  the  Board. 

5$C  5§C 

PUBLICATIONS  COMMITTEE  • . . The  Board  heard  a detailed  report  from 
the  Chairman  of  the  Publications  Committee  pertaining  to  the  format  of 
the  Journal,  and  the  selection  of  an  Editor  to  replace  Dr.  R.  H.  Kamp- 
meier,  who  is  retiring  at  the  end  of  1971  ...  It  was  pointed  out  that 


scientific  material  for  publishing  a state  journal  was  scarce  and  often 
difficult  to  obtain.  It  was  recommended  that  the  Journal  format  be 
changed  more  to  educational  aspects,  such  as  self-assessment,  national 
government  issues,  etc.  Enumerated  were  the  various  specialty  organiza- 
tions that  are  already  conducting  self-assessment  programs.  It  was 
believed  that  this  kind  of  material  would  be  of  interest  to  the  member- 
ship. The  Publications  Committee  asked  the  Board's  approval  to  this 
extent.  If  approved,  the  Committee  will  be  better  able  to  find  an 
Editor  of  the  type  that  could  correlate  the  material.  It  was  reported 
that  with  the  change  in  the  Journal  format,  a larger  editorial  board 
would  be  developed  and  resource  persons  from  the  medical  schools  could 
be  used  . . • The  Board  accepted  the  recommendation  for  a change  in 
format,  and  directed  the  Publications  Committee  to  proceed  to  find  an 
Editor,  and  get  him  oriented  in  the  publication  methods  and  details  of 
the  Journal. 

^ :§c  % 

OTHER  BOARD  ACTIONS  . . . The  Trustees  approved  expenditures  for  an 
additional  conference  table  and  chairs  for  the  new  conference  room  in 
TMA  headquarters  . • • Approved  that  the  1974  Annual  Meeting  be 
conducted  in  Gatlinburg  . . . Adopted  the  financial  audit  for  the 
fiscal  year  1970  as  completed  by  Ezra  Jones  Co.,  CPA’s.  The  Board  also 
commended  the  Building  Committee  and  the  TMA  staff  for  the  prudent 
manner  in  which  the  construction  of  the  headquarters  building  had  been 
handled  . • . Reappointed  the  TMA  attorney,  and  the  auditing  firm  for 
1971  • . . Approved  travel  expenses  for  Alternate  Delegates  to  the  AMA 
House  of  Delegates  for  1971,  and  approved  a final  report  of  arrange- 
ments for  the  Annual  Meeting  in  April  at  Chattanooga  • . . Determined 
TMA  representatives  to  attend  the  AMA-AMPAC  Public  Affairs  Workshop  in 
Washington  March  13-14  . . . Recommended  a seven-point  program  of 
activity  for  the  Communications  and  Public  Service  Committee  . . . 

Heard  a report  on  the  White  House  Conference  on  Aging  to  be  held  the 
week  of  November  28,  1971  • . . Heard  a report  on  family  practice  pro- 
grams in  Tennessee  medical  schools  • . . Approved  two  representatives 
of  TMA  to  attend  the  Socio-Economics  of  Health  Care  Conference  on  April 
2-3  in  Las  Vegas,  Nevada  . • . Sent  a letter  to  the  Health  Careers 
Program  endorsing  a project  being  developed  to  train  additional  coun- 
selor staff  personnel  to  aid  in  specific  areas  where  the  need  is  acute 
• • . Heard  a report  concerning  the  reorganization  of  the  Tennessee 
Department  of  Mental  Health  and  discussed  this  matter  in  detail  • • . 
Adopted  a motion  to  receive  portraits  of  six  former  TMA  members  who 
were  Presidents  of  the  AMA  . . . Approved  of  conducting  a conference  in 
cooperation  with  the  Tennessee  Nurses  Association  with  the  details 
to  be  worked  by  TMA’s  Interprofessional  Liaison  Committee  . • • 
Discussed  in  detail  a letter  from  the  TMA  Liaison  Committee  to  Medical 
Schools  pertaining  to  physician  assistants.  The  purpose  of  the 
discussion  was  to  try  and  find  a solution  to  physician  assistants' 
legal  status. 

❖ s{c  * % * 

INTERN  AND  RESIDENT  MEMBERSHIP  CATEGORY  RECOMMENDED  ...  The  Board 
recommended  a resolution  to  be  presented  to  the  House  of  Delegates  to 
establish  a category  of  membership  in  TMA  for  interns  and  residents 
...  A second  resolution  will  be  introduced  by  the  Board  wherein 
county  medical  societies  will  be  urged  to  accept  intern  and  resident 
members  in  their  county  societies  and  to  certify  such  members  to  TMA 
and  AMA  as  other  members.  Those  societies  where  interns  and  residents 
reside,  are  urged  to  amend  their  respective  constitution  and/or  by-laws 
in  order  to  establish  such  a category  of  membership. 


Hadley  Williams,  Assistant  Executive  Director 

IMPACT  ELECTS  OFFICERS  . . . The  Board  of  Directors  of  IMPACT  (Independent 
Medicine’s  Political  Action  Committee— Tennessee ) has  elected  David  H. 
Turner,  M.D.  of  Chattanooga  as  chairman  of  the  committee  and  John  B. 
Dorian,  M.D.  of  Memphis  as  secretary-treasurer.  Dr.  Turner  succeeds 
Armistead  Nelson,  M.D.  of  Nashville,  a member  of  the  Board  for  the  past 
five  years  which  is  the  maximum  term  of  office.  Dr.  Dorian  succeeds 
Alvin  S.  Crawford,  M.D.  of  Bristol  as  secretary-treasurer.  Dr.  Crawford 
continues  to  serve  as  a member  of  the  IMPACT  Board.  Other  Board 
members  include:  Drs.  Harold  L.  Neuenschwander  of  Knoxville;  Stephen 
T.  Farr  of  Cookeville ; Richard  P.  Ownbey  of  Nashville ; George  R.  May- 
field,  Jr.  of  Columbia;  Oscar  M.  McCallum  of  Henderson;  Edward  H. 

Welles,  Jr.  of  Dresden;  and  Mrs.  Bruce  R.  McCampbell  of  Knoxville 
representing  the  Woman’s  Auxiliary.  IMPACT  was  established  in  1962 
as  a voluntary,  non-profit,  bi-partisan  committee  formed  as  the  medical 
team’s  united  effort  in  behalf  of  responsive,  representative  govern- 
ment. Individual  membership  dues  are  §25  annually  and  are  due  NOW.  TMA 
members  are  urged  to  join  and  dues  may  be  forwarded  directly  to  IMPACT, 
P.  0.  Box  645,  Nashville,  Tennessee,  37202  or  paid  to  a member  of  the 
IMPACT  Board. 

AMA-AMPAC  SPONSORED  WASHINGTON  WORKSHOP  . . .The  AMA  and  its 

political  action  arm,  AMPAC,  sponsored  a two-day  workshop  in 
Washington,  D.C.,  March  14-15.  Sixteen  Tennesseans  attended  including 
seven  of  the  ten  members  of  the  IMPACT  Board.  Tennessee  also  dominated 
the  list  of  political  figures  appearing  on  the  program  with  Congressman 
Dick  Fulton  of  the  Fifth  Congressional  District  and  Congressman  Dan 
Kuykendall  of  the  Ninth  Congressional  District  as  main  speakers.  Sen- 
ator Robert  Dole  of  Kansas,  current  Chairman  of  the  Republican  National 
Committee  also  spoke.  A complete  explanation  of  Medicredit,  AMA's 
proposed  national  health  insurance  plan,  was  made  during  the  confer- 
ence. A total  of  122  Senators  and  Congressmen  have  co-sponsored  the 
legislation.  Attending  the  meeting  from  Tennessee  was  TMA  President, 

Dr.  Tom  E.  Nesbitt  of  Nashville;  President-Elect,  Dr.  John  H.  Saffold 
of  Knoxville;  Chairman  of  the  IMPACT  Board,  Dr.  David  H.  Turner  of 
Chattanooga  and  six  other  members  of  the  Board — Drs.  Alvin  S.  Crawford 
of  Bristol ; Harold  L.  Neuenschwander  of  Knoxville  ; Stephen  T.  Farr  of 
Cookeville;  George  R.  Mayfield,  Jr.  of  Columbia;  John  B.  Dorian  of 
Memphis  and  Mrs.  Bruce  R.  McCampbell  of  Knoxville.  Also  in  attendance 
was  Dr.  Edward  G.  Johnson,  Dr.  Durwood  L.  Kirk  and  Mrs.  Flo  Richardson 
of  Chattanooga;  Dr.  and  Mrs.  Richard  Sexton,  Dr.  Bruce  R.  McCampbell 
and  Mrs.  Harold  L.  Neuenschwander  of  Knoxville. 

•1*  *1*  «JL»  «JL» 
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PATIENT  CARE  MDs  BELONG  TO  AMA  ...  Of  the  192,597  physicians  providing 
direct  patient  care,  157,837  are  AMA  members.  This  represents  82%  of 
all  physicians  in  private  practice.  Not  included  are  inactive  MDs, 
interns,  residents  or  hospital  staff  physicians. 


Communications 

Legislation 


U.S.  CHAMBER  RATES  SENATORS  AND  CONGRESSMEN  ...  The  United  States 
Chamber  of  Commerce  has  recently  published  a summary  of  the  voting 
records  and  ratings  given  each  Senator  and  Congressman  currently 
serving  in  Congress.  The  comparative  summary  of  evaluations  were  issued 
by  the  ACA  (Americans  for  Constitutional  Action) , ADA  (Americans  for 
Democratic  Action)  and  COPE  (The  AFL-CIO  Committee  on  Political 
Education).  The  ACA  evaluates  votes  which,  in  its  opinion,  "have  a 
significant  bearing  on  the  preservation  of  the  spirit  and  principles  of 
the  Constitution,  as  these  were  defined  by  the  Founding  Fathers  of  our 
Republic."  ADA  evaluates  votes  in  terms  of  what  it  considers  to  be 
liberal  policies  and  COPE  evaluates  votes  as  "right"  or  "wrong"  in 
terms  of  how  they  conform  to  AFL-CIO  policies.  The  following  is  a list 
of  Tennessee  Congressmen  and  Senators  and  their  ratings  for  the  91st 
Congress : 


Senator 

ACA  Rating 

ADA  Rating 

COPE  Ratir 

Howard  Baker  (R) 

63 

5 

18 

William  Brock  (R) 

76 

6 

0 

Representative 

James  Quillen  (R) 

85 

6 

8 

John  Duncan  (R) 

81 

11 

25 

LaMar  Baker  (R) 

— 

— 

- 

Joe  L.  Evins  (D) 

32 

11 

30 

Richard  Fulton  (D) 

26 

50 

82 

William  Anderson  (D) 

49 

22 

56 

Ray  Blanton  (D) 

47 

11 

33 

Ed  Jones  (D) 

48 

11 

42 

Dan  Kuykendall  (R) 

66 

% if:  ;}: 

17 

9 

AMA  MEMBERS  RECEIVE  DRUG  EVALUATION  GUIDE  . • . Members  of  the  AMA  will 

receive  a complimentary  copy  of  the  book  "AMA  Drug  Evaluation."  The 
Council  on  Drugs  spent  more  than  four  years  preparing  the  publication. 

It  will  provide  a convenient  reference  source  for  the  sound  use  of  drugs 
and  is  the  most  complete  book  on  pharmaceutical  preparations  ever 
published.  Single  copies  may  be  purchased  from  AMA  for  $15,  with 
reduced  rates  available  for  students  and  for  bulk  orders. 

:$•  3$C 

REMINDER  FROM  IRS  • . . The  Internal  Revenue  Service  reminds  physicians 
that  withholdings  of  employee  income  and  Social  Security  tax  now  must  be 
deposited  monthly  instead  of  quarterly.  IRS  issued  the  advisory  after 
noting  that  a few  Colorado  physicians  had  encountered  tax  difficulties 
because  the  new  regulation,  published  last  Fall,  had  escaped  their 
notice. 

•$«  5$C  sjc 

CONTROL  OVER  MEDICINE  LOOMS  UNDER  BILLS  INTRODUCED  IN  NEW  CONGRESS 

• . • Everybody  will  be  getting  into  the  act  during  the  next  two  years 
to  pass  Federal  legislation  designed  to  open  wide  the  portals  of  health 
care  to  every  living  American  ...  This  was  the  warning  voiced  at  a 
meeting  in  late  January,  sponsored  by  the  AMA,  at  the  Conference  for 
Senior  Medical  Association  Executives.  Labor  and  other  groups  will 
join  to  pass  the  Kennedy  Bill,  which  it  is  feared  will  move  the  nation 
down  the  road  to  socialized  medicine  with  pre-determined  fee  schedules 
and  periodic  relicensure  of  physicians  • • . Only  an  all  out  effort 
by  physicians  will  stem  the  tide. 


‘P'teAidcttZ  4 


The  opportunity  of  serving  as  President  of  our  state  Association 
this  past  year  has  been  a great  privilege  for  which  I am  deeply 
grateful.  Filling  this  role,  however,  would  be  impossible  without  the 
extremely  capable  guidance  and  assistance  provided  by  our  TMA 
staff.  Each  member  of  this  staff  deserves  the  sincere  gratitude  of 
every  TMA  member  for  the  continuing  day-to-day  efforts  which 
they  devote  on  behalf  of  our  Association.  We  must  also  give  credit 
to  the  more  than  200  Tennessee  doctors  who  serve  on  our  various 
committees,  and  in  giving  freely  of  their  time  and  talents  to  pro- 
vide the  additional  energies  which  truly  generate  the  many  func- 
tions of  TMA. 

Our  accomplishments  this  past  year  have  been  many,  of  which 
the  most  notable,  perhaps,  has  been  the  splendid  new  addition  to  our  TMA  headquarters 
building.  Our  progress  has  also  been  evident  in  (1)  the  area  of  physician  reimburse- 
ment under  Medicaid,  (2)  improved  relations  with  the  membership  of  the  Tennessee 
General  Assembly,  (3)  increasing  the  supply  of  medical  manpower  available  to  the 
people  of  Tennessee,  (4)  planning  for  improved  quality  and  availability  of  programs  in 
continuing  medical  education  for  Tennessee  doctors,  and  (5)  a variety  of  additional 
significant  and  meaningful  activities. 

Such  a brief  review  of  our  attainments,  however,  serves  only  to  help  clarify  our  chal- 
lenges for  the  coming  year — and  those  that  follow.  It  should  motivate  us  to  carefully 
establish  our  priorities  as  we  rearrange  our  functions  and  interests  while  maintain- 
ing a flexible  posture,  thus  allowing  our  Association  to  adjust  to  the  changing  patterns 
in  practice  which  seem  destined  to  appear.  The  arrival  of  universal  health  insurance 
would  seem  to  be  an  inevitable  event  within  a few  months.  Accompanying  this  will 
be  increased  emphasis  on  critical  self  analysis  as  related  to  the  quality  of  medical  care 
being  received  for  dollars  expended.  This  in  essence  is  Peer  Review,  be  it  “PRO”  or 
“PSRO”;  the  former  is  “NHI”  or  “Medicredit”  or  “what  have  you”;  also  entwined  in  this 
new  medical  jargon  is  “HMO”  pertaining  to  actual  methodology  of  providing  services. 

As  we  face  these  challenges,  the  primary  objectives  of  our  organization  must  none- 
theless be  focused  on  the  purpose  of  our  existence,  namely,  the  pursuit  of  scientific 
and  educational  knowledge  to  improve  medical  care  to  our  patients.  In  so  doing,  we 
must  likewise  place  the  activities  of  administrative  medicine  in  proper  perspective, 
i.e.,  the  elected  leadership  as  officers  and  trustees,  working  cooperatively  with  delegates, 
committees  and  component  county  medical  societies.  With  these  thoughts,  therefore,  I 
urge  each  of  you  to  support  your  new  officers,  and  in  particular,  your  new  President, 
Dr.  John  H.  Saffold,  as  splendidly  as  you  have  supported  me.  Our  Association  faces 
an  exciting  era.  Let  us  all  join  in  the  effort  to  resolve  the  challenges  with  minimal 
conflict  to  the  benefit  of  our  profession  and  all  Tennesseans. 


Tom  E.  Nesbitt 


Sincerely, 


President 
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John  HL  Saffold,  M.D. 


83rd,  President — Tennessee  Medical  Association 


f ever  there  has  been  an  advocate  of  organized  medicine,  he  would  be  the  new  Presi- 
\J  dent  of  the  Tennessee  Medical  Association.  For  some  twenty-five  years,  Dr.  John  H. 
Saffold,  has  been  intensely  involved  as  a dedicated  leader  and  worker  on  behalf  of  medi- 
cine and  related  professional  groups. 

Upon  assuming  the  office  of  President  of  the  Tennessee  Medical  Association  during  the 
Annual  Meeting  in  Chattanooga,  he  continues  a long  and  illustrious  tenure  of  service  to 
the  medical  profession. 

Labeled  by  his  colleagues  as  a “leader,”  Dr.  Saffold  has  effectively  served  as  president 
of  the  Tennessee  Academy  of  General  Practice,  founder  and  president  of  the  Tennessee 
Valley  Academy  of  General  Practice,  president  of  the  East  Tennessee  Heart  Associa- 
tion, chairman  of  the  Knox  County  Health  Council,  president  and  director  of  “Shannon- 
dale”  (Presbyterian  Homes  of  Tennessee),  and  chairman  of  the  Medical  Advisory  Com- 
mittee of  the  Sears-Roebuck  Foundation.  In  addition,  he  has  been  an  active  member  of 
the  American  Medical  Association,  Southern  Medical  Association,  the  American  Academy 
of  General  Practice,  Regional  Advisory  Group  of  the  Mid-South  Regional  Medical  Pro- 
gram, and  a vital  member  of  his  county  medical  society  and  state  medical  association. 

Born  September  11,  1913,  Dr.  Saffold  received  his  undergraduate  education  in  the  Knox- 
ville city  school  system  and  the  University  of  Tennessee.  His  graduate  work  in  medi- 
cine was  obtained  at  the  University  of  Tennessee  Medical  School.  Graduating  in  Sep- 
tember, 1940.  He  interned  at  the  John  Gaston  Hospital  in  Memphis,  and  completed 
postgraduate  study  at  the  Cook  County  Postgraduate  Medical  School  in  Chicago. 

In  World  War  II,  Dr.  Saffold  served  as  a flight  surgeon  with  the  Air  Force  in  the  South 
Pacific,  attaining  the  rank  of  Major. 

A “mainstay  of  general  practice”  in  Tennessee,  Dr.  Saffold  began  an  active  practice  in 
Knoxville  in  1945.  He  has  served  as  Chief- of -Staff  and  Chief  of  the  Department  of  Gen- 
eral Practice  at  the  University  of  Tennessee  Memorial  Research  Center  and  Hospital. 
Currently,  he  is  on  the  staff  of  St.  Mary’s,  Ft.  Sanders  Presbyterian,  East  Tennessee  Bap- 
tist and  University  of  Tennessee  Memorial  Hospitals.  He  has  always  had  a strong  inter- 
est in  the  physical  and  mental  development  of  young  people.  He  has  served  as  team 
physician  of  athletic  teams  at  Young  High  School  in  Knoxville,  and  has  been  active 
in  the  support  of  the  medical  profession  for  athletics  in  the  Knoxville  area  schools. 

Dr.  Saffold  is  an  elder,  teacher  and  lay-speaker  of  the  Second  Presbyterian  Church  in 
Knoxville.  He  is  married  to  the  former  Elizabeth  Westmoreland  of  Batesville,  Missis- 
sippi, who  graduated  as  a Registered  Nurse  from  the  University  of  Tennessee  School 
of  Nursing.  The  Saffolds  have  four  children  and  four  grandchildren. 

An  active  member  of  the  Tennessee  Medical  Association  since  1943,  Dr.  Saffold  assumes 
the  Presidency  with  a high  degree  of  knowledge,  experience  and  enthusiasm.  He  has 
served  TMA  in  capacities  as  Chairman  of  the  Board  of  Trustees,  Chairman  of  the  Coun- 
cil, District  Councilor,  and  on  numerous  committees.  Again,  in  1971-72,  TMA  is  fortunate 
to  have  a President  with  effective,  exceptional  leadership. 
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EDITORIAL 

THE  BATTERED-CHILD  SYNDROME 

Malnutrition,  bruises,  scars,  black-and- 
blue  marks,  burns  and  old  or  recent  frac- 
tures may  not  be  accidental  but  part  of 
the  battered-child  syndrome.1  During  the 
past  few  years,  there  has  been  growing 
concern  as  evidenced  in  the  lay  press  as 
well  as  in  medical  journals.  Legislators 
throughout  the  country,  including  mem- 
bers of  the  Tennessee  Legislature,  are  try- 
ing to  protect  these  juvenile  victims  by 
making  it  compulsory  to  report  any  sus- 
pected or  known  cases  of  child  abuse.  In 
some  states  a registry  is  maintained  to 
help  detect  recidivists.  Lately,  there  has 
been  an  increasing  number  of  reports  of 
maltreatment  of  children  under  3 years  of 
age  and,  even  more  alarming,  of  babies 
under  6 months.  Unfortunately,  statistics 
do  not  reveal  the  magnitude  of  the  problem 
since  many  professionals  often  are  reluc- 
tant to  consider  this  diagnosis  or  even  to 
report  such  cases.  A 1966  survey2  involv- 
ing 179  physicians  showed  25%  of  them 
would  not  report  suspected  batterings.  Ac- 
cording to  De  Frances,  who  studied  662 


cases  of  physical  abuses  of  children,  the 
father  was  responsible  in  about  38%  of 
the  cases,  the  mother  in  about  29%  and 
both  in  5%.  Parents  were  of  all  ages  and 
there  was  a wide  spectrum  of  social  origin, 
from  the  poorest  slums  to  country  club  dis- 
tricts. Many  parents  leave  the  battering  to 
someone  else,  an  older  sibling,  a selected 
babysitter,  or  a neighbor,  or  the  child  is 
led  into  hurting  himself.  This  “battering 
by  proxy”  is  not  uncommon  and  seems 
conveniently  to  absolve  anyone  of  guilt  or 
of  legal  consequences. 

There  are  many  apparent  reasons  for  such 
punishment.  Some  parents  think  one  can 
beat  decency,  knowledge  and  good  behavior 
into  the  victim.  These  parents  believe  a 
“good  beating”  is  needed  by  the  child.  Other 
children  are  maltreated  because  the  parent 
looks  upon  the  child  as  a competitor  who 
takes  over  the  love,  time  and  attention  of 
the  mate.  This  child  “enjoys”  wetting  the 
bed  and  soiling  himself,  screams  for  no 
good  reason,  refuses  to  behave,  is  a feed- 
ing problem,  etc.,  and  must  be  punished  on 
account  of  his  behavior,  that  is,  for  the 
parent’s  sake. 

Mothers  frequently  blame  sagging 
breasts,  loss  of  shape  of  their  hips,  obesity, 
wrinkles  and  even  long-lasting  hemorrhoids 
on  the  pregnancy  which  resulted  in  the 
victim.  A child  may  disappoint  the  parents 
in  one  of  two  ways.  He  may  be  abnormal, 
have  brain  damage  or  be  mentally  defec- 
tive or  he  may  not  be  the  genius  his  parents 
expected.  Finally,  some  parents  abuse  the 
child  because  they  feel  he  really  is  not 
theirs.  Frequently  he  is  unwanted,  a foster 
or  adopted  child;  he  was  deserted  or  not 
legitimized  by  the  father,  or  came  from 
a previous  marriage,  or  was  felt  to  be  sired 
by  someone  else. 

Although  the  apparent  reasons  are  the 
ones  parents  give  for  their  behavior, 
further  probing  usually  reveals  underlying 
motivations  of  which  they  usually  are  un- 
aware. 

Some  parents  compensate  for  the  frus- 
trations and  tensions  of  life  by  beating 
an  innocent  and  conveniently  weak  victim. 
The  child  absorbs  the  punishment  as  a sop 
to  excessive  hostility.  Other  parents  do 
not  wish  to  mature  and  view  the  child  as 
one  who  forces  them  into  their  undesired 
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role  as  mature  adults.  Consequently,  bat- 
tering is  the  means  of  giving  vent  to  their 
frustrations  and  stresses.  The  “bundle  of 
joy”  becomes  a scapegoat,  the  one  responsi- 
ble for  an  untimely  or  unhappy  marriage, 
for  the  lack  of  a social  life,  for  the  disap- 
pearance of  the  romanticized  “good  old 
days”  when  everything  was  beautiful,  or 
for  preventing  the  development  of  an  ex- 
citing professional  career  which  might  have 
brought  fame  and  fortune  to  the  mother 
had  she  not  been  tied  down  by  her  children. 

Children  are  sometimes  looked  upon  as 
evil  possessions  who  remind  the  parent  of 
a hated  lover,  husband  or  parent,  and  in 
the  child’s  veins  runs  “his  bad  blood.” 
Many  mothers  feel  omnipotent  only  when 
their  children  are  sick  and  helpless.  To 
beat  the  child  makes  him  sick  and  helpless 
and  results  in  an  inner  satisfaction  the 
parent  can  get  in  no  other  way. 

Obviously,  “sick  parents”  are  responsible 
for  the  battered-child  syndrome.  This  is 
one  of  the  most  tragic  experiences  the  phy- 
sician is  called  on  to  treat.  Kempe,  et  al3 
in  1966  related  the  results  of  a United  States 
survey  of  hospitals  and  law  enforcement 
agencies.  They  found  that  within  a year,  749 
children  had  been  overtly  mistreated.  Of 
this  number,  78  died  and  114  suffered  perma- 
nent damage  to  the  brain.  Such  statistics 
are  sickening.  Children  with  suspected 
“battered-child  syndrome”  must  be  re- 
ported. In  this  way  the  “sick  parent”  is 
removed  and  the  battered-child  syndrome 
eliminated.  A.B.S. 
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IN  MEMORIAM 


Allen,  Robert  James,  Elizabethton.  Died 
February  25,  1971,  Age  58.  Graduate  of  Medical 
College  of  Richmond,  Virginia,  1942.  Member 
of  the  Washington-Carter-Unicoi  County  Medical 
Society. 


Geller,  Garrison,  Knoxville.  Died  February 
19,  1971,  Age  56.  Graduate  of  University  of 
Chicago  Medical  School,  1945.  Member  of  Knox- 
ville Academy  of  Medicine. 

Reynolds,  Wilton  Everett,  Nashville.  Died 
February  19,  1971,  Age  91.  Graduate  of  Vander- 
bilt University  School  of  Medicine,  1904.  Mem- 
ber of  Nashville  Academy  of  Medicine. 
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New  Members 


The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

William  J.  Bovard,  M.D.,  Maryville 
Robert  H.  Haralson,  III,  M.D.,  Maryville 
John  R.  Huffman,  M.D.,  Maryville 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

James  C.  Farris,  M.D.,  LaFollette 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

James  F.  Crawley,  M.D.,  Chattanooga 

John  B.  Hackworth,  Jr.,  M.D.,  South  Pittsburg 

HENRY  COUNTY  MEDICAL  SOCIETY 

Larry  Long,  M.D.,  Paris 
J.  B.  Peebles,  M.D.,  Buchanan 

McMINN  COUNTY  MEDICAL  SOCIETY 

Luis  J.  Ordonez,  M.D.,  Etowah 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Jesse  Theo  Davis,  Jr.,  M.D.,  Memphis 
Sanford  A.  Rubin,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Nelson  E.  Shankle,  M.D.,  Nashville 
Brian  H.  Vitsky,  M.D.,  Nashville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Richard  A.  Dew,  M.D.,  Oak  Ridge 
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Two  fun-filled  weeks  in  exotic  and 

Space  is  strictly  limited  on  this  exciting  1 

colorful  Japan  and  Hong  Kong. 

adventure.  To  confirm  reservations  a $100  1 

Our  complete  Orient  Adventure 

deposit  per  person  is  required.  I 

costs  much  less  than  round  trip 

Join  us.  Send  your  deposit  now  to  1 

tourist  air  fare,  yet  includes 

direct  707  private  jet  flights, 

Tennessee  Medical  Association  J 

deluxe  hotels,  gourmet  meals, 

112  Louise  Avenue  1 

Nashville,  Tennessee  37203  I 

all  the  freedom  of  individual  travel, 

plus  many  other  exclusive  features. 

Plus  I 

The  Orient  Adventure  is  departing 

Nashville  August  6,  1971. 
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Knoxville  Academy  of  Medicine 

The  March  meeting  of  the  Knoxville 
Academy  of  Medicine  featured  the  follow- 
ing departmentalized  program: 

Department  Speaker  (s)  Topic 


Surgery  and  Dr.  Cecil  Rowe 
Anesthesia 

General  Dr.  Robert  Lash 
Practice 


“Malignant 

Hyperpyrexia” 

“Current 
Drug  Abuse 
In  Knoxville” 


Radiology  Drs.  T.  F.  Haase,  “Newer 

George  H.  Wood,  Techniques  in 
John  Williams,  Neuroradiology” 
and  Jon  Simons 


Pathology  Dr.  Joseph 
Hathaway 


“Laboratory 
Diagnosis  of 
Disseminated 
Intravascular 
Coagulation” 


The  Academy  has  been  notified  by  the 
American  Medical  Association  that  their 
program  is  acceptable  for  category  #4 
credit  toward  the  AMA  Physician’s  Recog- 
nition Award. 


Roane-Anderson  County  Medical  Society 

The  Roane-Anderson  County  Medical 
Society  met  in  the  cafeteria  of  the  Oak 
Ridge  Hospital  on  February  23.  The  fea- 
tured speaker  was  Dr.  Allen  Nies,  Assistant 
Professor  of  Medicine  at  Vanderbilt  Uni- 
versity School  of  Medicine,  whose  subject 
was  “The  Medical  Management  of  Hyper- 
tension.” 


NATIONAL  NEWS 


This  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  American  Medical  Association’s  1971 
Medicredit  national  health  insurance  pro- 
gram was  introduced  in  both  chambers  of 
the  Congress  with  more  than  100  Demo- 
cratic and  Republican  sponsors. 

The  three  chief  sponsors  again  were  Sen. 
Clifford  Hansen  (R-Wyo.)  and  Reps.  Joel 
T.  Broyhill  (R-Va.)  and  Richard  Fulton 
(D-Tenn.).  They  and  Dr.  Russell  B.  Roth, 
speaker  of  the  AMA  House  of  Delegates, 
held  a joint  news  conference  on  capitol 
hill  in  connection  with  introduction  of  the 
legislation  (H.R.  4960  and  S.  987). 

There  are  two  major  differences  between 


this  Medicredit  legislation  and  the  bill  in- 
troduced last  year.  Catastrophic  coverage 
has  been  added,  and  the  peer  review  pro- 
vision dropped  because  Congress  is  ex- 
pected to  approve  such  a program  before 
considering  national  health  insurance. 

Medicredit  would: 

(1)  pay  the  full  cost  of  health  insurance 
for  those  too  poor  to  buy  their  own, 

(2)  help  those  who  can  afford  to  pay  a 
part  of  their  health  insurance  pre- 
mium. The  less  they  can  afford  to 
pay,  the  more  the  government  would 
help  out, 

(3)  see  to  it  that  no  American  would 
have  to  bankrupt  himself  because  of 
a long-lasting,  catastrophic  illness. 

The  government  would  pay  all  of  the 
premium  for  low-income  beneficiaries — an 
individual  and  his  dependents  without  any 
income  tax  liability.  For  others,  the  gov- 
ernment would  provide  scaled  participation 
ranging  between  97.5%  and  10%,  favoring 
lower-income  persons,  in  the  payment  of 
premiums  for  basic  coverage.  It  would  pay 
in  full  the  premium  for  catastrophic  ex- 
pense coverage,  but  there  would  be  a 
“financial  corridor”  based  on  income  before 
such  coverage  would  begin. 

A beneficiary  eligible  for  full  payment  of 
premium  by  the  federal  government  would 
be  entitled  to  a certificate  acceptable  by 
carriers  for  health  care  insurance  for 
himself  and  his  dependents.  Eligible 
beneficiaries  with  whom  the  government 
would  be  sharing  the  cost  of  premium  could 
elect  between  a credit  against  income  tax 
or  a certificate. 

To  participate  in  the  Medicredit  program, 
a carrier  would  have  to  qualify  under  state 
law,  provide  certain  basic  coverage,  make 
coverage  available  without  pre-existing 
health  conditions,  and  guarantee  annual 
renewal. 

A qualified  policy  would  offer  compre- 
hensive insurance  against  the  ordinary  and 
catastrophic  expenses  of  illness.  Basic  ben- 
efits in  a 12-month  policy  period  would 
include  60  days  of  inpatient  care  in  a 
hospital  or  120  days  in  an  extended  care 
facility.  Other  basic  benefits  would  pro- 
vide emergency  and  outpatient  services  and 
all  medical  services  provided  by  doctors  of 
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medicine  or  osteopathy.  The  catastrophic 
expense  protection  would  pay  incurred 
expenses  for  benefits  in  excess  of  the  basic 
coverage,  including  hospital,  extended  care 
facility,  inpatient  drugs,  blood,  prosthetic 
appliances,  and  other  specified  services. 

Under  the  basic  coverage,  there  would  be 
a deductible  of  $50  per  hospital  stay,  and 
20%  coinsurance  of  the  first  $500  of  medical 
expense  and  on  the  first  $500  of  emergency 
or  outpatient  expenses.  Under  the  cata- 
strophic illness  provisions,  the  amount  of 
the  “financial  corridor”  would  be  based  on 
taxable  income:  10%  on  the  first  $4,000, 
15%  on  the  next  $3,000,  and  20%  thereafter. 

A health  insurance  advisory  board  of 
eleven  members,  a majority  of  whom 
shall  be  practicing  physicians,  and  includ- 
ing the  secretary  of  Health  Education  and 
Welfare  and  the  commissioner  of  Internal 
Revenue,  would  be  appointed  by  the  presi- 
dent with  Senate  consent.  The  board  would 
establish  minimum  qualifications  for  car- 
riers, and  in  consultation  with  carriers, 
providers  and  consumers,  would  develop 
programs  designed  to  maintain  the  quality 
of  health  care  and  the  effective  utilization 
of  available  financial  resources,  health  man- 
power, and  facilities. 

At  the  news  conference,  Dr.  Roth  said: 

“Medicredit  offers  four  important  ben- 
efits. 

“It  protects  families  and  individuals  from 
the  financial  catastrophe  that  can  result 
from  illnesses  requiring  protracted  care. 

“It  enables  people  to  receive  federal  as- 
sistance for  health  and  medical  care. 

“It  offers  an  individual  or  a head  of  a 
family,  no  matter  what  his  income,  the 
opportunity  to  select  from  among  private 
medical  plans  the  one  best  suited  to  his 
needs.  If  he  does  not  like  one  plan,  he  can 
try  another.  In  effect,  Medicredit  says  to 
everyone,  ‘Here’s  some  federal  assistance. 
Take  it  and  use  it  for  the  sort  of  health  care 
you  want.’ 

“And  Medicredit  provides  these  benefits 
at  a cost  estimated  at  $14.5  billion  for  the 
first  year — considerably  lower  than  nearly 
all  other  national  health  proposals.  In  other 
words,  Medicredit  will  have  a relatively 
modest  impact  on  the  tax  increases  neces- 
sary to  finance  any  national  health  plan;  it 
will  thereby  contribute  less  to  the  inflation- 


ary pressures  which  plague  us  all.” 

The  three  congressmen  each  keyed  in  on 
one  of  Medicredit’s  three  main  provisions. 

“The  current  federal-state  health  program 
for  the  poor  (medicaid)  has  been  sick  for 
a long  time,”  Fulton  said.  “Some  states 
offer  good  and  adequate  medical  benefits, 
others  offer  substandard  medical  care  and 
at  least  two  states  do  not  even  participate 
in  the  program  for  their  citizen  poor.  . . . 

“The  time  has  arrived  to  standardize  the 
benefits  in  every  state  of  the  union  guaran- 
teeing to  the  poor  of  every  state  an  ade- 
quate level  of  health  care.  The  voucher 
system  for  the  poor  clearly  states  that  the 
Federal  Government  will  totally  finance 
the  cost  of  a basic,  stated  set  of  minimum 
benefits  to  the  citizens  of  every  state  in  the 
union.” 

“The  tax  credit  feature  of  Medicredit  is 
designed  primarily  to  help  low  income 
families  above  the  poverty  level  buy  basic 
coverage  health  insurance,”  Broyhill  said. 

“By  giving  some  tax  credit  to  all  tax- 
payers, the  program  will  provide  a strong 
incentive  for  all  Americans  to  protect  them- 
selves with  adequate  health  insurance. 

“We  believe  that  the  tax  credit  provision 
is  a much  fairer  and  more  equitable  way  of 
helping  the  near  poor  and  middle  income 
families  pay  for  their  health  care  than 
under  medicaid.  . . . 

“This  feature  of  Medicredit  also  will  do 
away  with  the  red  tape  and  bureaucracy  of 
the  means  test  required  under  medicaid.” 

“Medicredit  gives  every  American  family 
the  opportunity  to  protect  itself  against  the 
cost  of  a catastrophic  illness,”  Hansen  said. 
“No  family  would  face  the  prospect  of 
losing  its  savings  or  even  its  home  because 
of  medical  bills.  . . . 

“The  Senate  Finance  Committee  last  year 
voted  13  to  2 — and  I voted  with  the  major- 
ity— in  favor  of  a similar  provision  to  pro- 
tect all  Americans  against  the  cost  of  a 
catastrophic  illness.  I am  confident  that  the 
Congress  will  enact  such  legislation  during 
this  session.” 

It  was  pointed  out  that  Medicredit  de- 
liberately was  limited  to  financing  of  health 
care  so  that  it  would  not  be  bogged  down 
in  details. 

“Medicredit  was  designed  to  solve  the 
most  immediate  and  most  obvious  problem 
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relating  to  medical  and  health  care:  making 
it  possible  for  everyone  to  seek  the  atten- 
tion he  needs  without  regard  to  his  ability 
to  pay,”  the  AMA  said. 

“However,  through  the  AMA  and  many 
others  with  whom  it  is  consulting,  a pack- 
age of  companion  programs  is  now  in 
preparation  to  help  the  medical  profession, 
its  allies,  the  government  and  the  people  of 
the  nation  solve  jointly  many  of  the  other 
health-oriented  problems  facing  our  nation. 

“Those  programs  will  deal  with  such 
longer-range  problems  as  the  quality  of 
medical  and  health  care,  the  most  efficient 
utilization  of  medical  and  health  personnel, 
the  need  for  additional  manpower,  the 
distribution  of  manpower,  the  cost  of  pro- 
viding care  and  the  need  for  custodial  and 
home  care  for  the  elderly  and  disabled.” 

A week  before  introduction  of  the  Medi- 
credit  legislation,  President  Nixon  outlined 
the  Administration’s  national  health  insur- 
ance program  in  a special  message  to 
Congress. 

“Nineteen  months  ago,  I said  that 
America’s  medical  system  faced  a ‘massive 
crisis,’  ” he  said.  “Since  that  statement  was 
made,  that  crisis  has  deepened.  All  of  us 
must  now  join  together  in  a common  effort 
to  meet  this  crisis — each  doing  his  own  part 
to  mobilize  more  effectively  the  enormous 
potential  of  our  health  care  system.” 

The  Administration  program  includes  a 
National  Health  Insurance  Standards  Act 
which  would  require  employers  to  provide 
basic  health  coverage  for  their  employees. 
The  minimum  benefits  would  include  hos- 
pital and  physician  care,  full  maternity 
care,  well-baby  care,  laboratory  expenses 
and  certain  other  expenses.  There  would 
be  certain  deductibles  and  coinsurance. 

The  minimum  program  would  also  pro- 
vide at  least  $50,000  in  coverage  for  each 
family  against  the  costs  of  catastrophic 
illness.  Under  this  program,  employees 
could  elect  to  be  enrolled  in  a Health  Main- 
tenance Organization  rather  than  receive 
the  basic  coverage  through  private  carriers. 
The  program  would  be  paid  for  by  the 
employer,  65%  for  the  first  two  and  one  half 
years,  75%  thereafter,  and  the  employee, 
35%  and  25%.  There  would  be  no  cost  to 
the  federal  government. 

A second  Administration  proposal  would 


provide  a Family  Health  Insurance  Plan  to 
replace  medicaid  for  poor  families.  The 
program  would  be  financed  and  adminis- 
tered by  the  federal  government.  It  would 
provide  health  insurance  to  all  poor  families 
with  children  headed  by  self-employed  or 
unemployed  persons  whose  income  is  be- 
low a certain  level,  $5,000  for  a family  of 
four.  The  program  would  pay  all  medical 
costs  for  families  with  income  below  a 
certain  level,  $3,000  for  a family  of  four.  As 
income  increases,  the  family  would  begin 
to  pay  part  of  the  costs  through  a grad- 
uated schedule  of  premiums,  deductibles, 
and  coinsurance. 

In  order  to  encourage  states  to  use  medi- 
caid funds  made  available  by  this  bill  to 
supplement  the  basic  program,  the  federal 
government  would  bear  the  costs  of  admin- 
istering a consolidated  federal-state  benefit 
package.  The  program  would  become  effec- 
tive July  1,  1973  and  would  cost  an  esti- 
mated $12.4  billion. 

Dr.  Walter  C.  Bornemeier,  president  of 
the  AMA,  commended  the  Nixon  Adminis- 
tration for  developing  “statesman-like” 
health  proposals.  He  said  that,  “in  overall 
philosophy  and  approach,”  there  was  “a 
great  deal  of  common  ground”  between 
Medicredit  and  the  Administration  pro- 
gram. 

“The  whole  idea  of  removing  the  econom- 
ic barriers  to  health  care  for  the  poor 
and  near-poor  has  been  AMA  policy  for 
some  time,”  Dr.  Bornemeier  said. 

“On  the  matter  of  insurance  against  the 
catastrophic  expenses  of  a long,  protracted 
illness — a medical-health  bill  that  can 
pauperize  a family — we  are  again  agreed  in 
principle. 

“The  proposal  for  health  insurance  to  be 
purchased  on  a mandatory  basis  mainly  by 
employers  for  their  employees  is  an  in- 
triguing one.  . . . 

“We  are  going  to  have  to  take  a more 
detailed  look  at  the  proposals  on  health 
maintenance  organization  (HMO’s) . Al- 
though the  Nixon  approach  is  an  optional 
approach,  both  to  doctors  and  to  patients, 
we  are  not  sure  that  HMO’s  represent  real 
solutions  to  current  medical  problems.  We 
feel  they  should  be  tried  on  a demonstration 
basis,  and  thoroughly  researched — as  should 
a number  of  other  delivery  methods.” 


Someone 

acutely  ill 


needs 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Ylice  Place  to  §et  Well 


Medicenter  of  America  / Jackson  • Nashville  • Memphis,  Tennessee 
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Vanderbilt  University  School  of 
Medicine 

At  a recent  executive  committee  meeting 
of  the  Vanderbilt  University  Board  of 
Trust,  the  Lucius  E.  Burch  Chair  of  Repro- 
ductive Physiology  and  Family  Planning 
was  named  in  memory  of  the  late  Dr. 
Lucius  Edward  Burch. 

Dr.  Burch  earned  his  M.D.  degree  at  Van- 
derbilt in  1896  and  was  dean  of  the  School 
of  Medicine  from  1913  until  1920  and,  as 
acting  dean  pending  the  arrival  of  his  suc- 
cessor, supervised  the  move  to  the  main 
campus  in  1926.  He  was  chairman  of  the 
Department  of  Obstetrics  and  Gynecology 
until  his  retirement  in  1945  and  a member 
of  the  Board  of  Trust  from  1947  until  his 
death  in  1959. 

The  Burch  Chair  is  now  being  held  by 
Dr.  Bert  W.  O’Malley,  Department  of  Ob- 
stetrics and  Gynecology,  whose  chief  re- 
search into  the  mechanism  of  action  of 
progesterone  constitutes  one  of  the  sig- 
nificant advances  in  reproduction  biology. 
❖ ❖ ❖ 

In  survey  released  in  January  by  the 
American  Council  on  Education,  Vander- 
bilt’s Pharmacology  Department  ranked 
sixth  in  the  nation. 

The  score  in  “quality  of  graduate  faculty” 
was  the  largest  increase  in  the  nation.  The 
department  jumped  to  sixth  place  from 
19th  in  1965. 

“I  interpret  this  as  evidence  that  the  de- 
partment has  been  able  to  attract  nationally 
and  internationally  known  pharmacologists 
whose  research  and  educational  efforts  are 
widely  recognized,”  explained  Dr.  Allan 
Bass,  department  chairman.  “Because  the 
department  has  developed  into  one  of  the 
larger  departments  in  the  United  States,  we 
can  offer  a wide  range  of  educational  ex- 
perience for  graduate  and  postdoctoral  stu- 
dents who  wish  to  advance  their  knowledge 
of  this  discipline.” 

There  are  38  faculty  members  in  the 
department  at  the  present  time  and  32 
graduate  students,  including  5 M.D./Ph.D. 
candidates. 


The  report’s  ratings  are  based  on  ques- 
tionnaires completed  by  6,000  scholars  in 
36  academic  disciplines.  Department  chair- 
men and  senior  and  junior  scholars  at  130 
universities  were  surveyed. 

❖ ❖ ^ 

Mid-South  Medical  Association 
Concludes  82nd  Annual  Meeting 

The  82nd  Annual  Meeting  of  the  Mid- 
South  Medical  Association  (formerly  the 
Mid-South  Postgraduate  Medical  Assem- 
bly) was  held  at  the  Sheraton-Peabody 
Hotel  in  Memphis  on  February  24-26.  The 
total  attendance  for  the  meeting  was 
1,040,  including  841  physicians,  19  exhibi- 
tors, 92  students,  and  88  nurses  and  auxil- 
iary members. 

Outstanding  guest  speakers  who  par- 
ticipated in  the  meeting  included:  Dr. 

Victor  C.  Hackney,  Indianapolis,  Indiana; 
Dr.  B.  R.  Gendel,  Atlanta,  Georgia;  Dr.  Paul 
H.  Crandall,  Los  Angeles,  California;  Dr. 
Myron  Gordon,  New  York,  New  York;  Dr. 
Joel  W.  Baker,  Seattle,  Washington;  Dr. 
Jerome  A.  Urban,  New  York,  New  York; 
Dr.  Charles  A.  Chidsey,  III,  Denver  Colo- 
rado; Dr.  Tiffany  J.  Williams,  Rochester, 
Minnesota;  Dr.  William  F.  Donaldson,  Pitts- 
burgh, Pennsylvania;  Dr.  Harris  D.  Riley, 
Jr.,  Oklahoma  City,  Oklahoma;  Dr.  Robert 
T.  Soper,  Iowa  City,  Iowa;  Dr.  Marc  H. 
Hollender,  Nashville,  Tennessee;  Dr. 
W.  Dudley  Johnson,  Milwaukee,  Wiscon- 
sin; and  Dr.  Robert  K.  Rhamy,  Nashville, 
Tennessee. 

^ ^ ^ 

Tennessee  Neuropsychiatric  Institute 
Dedicated 

Dedication  ceremonies  for  the  Tennessee 
Neuropsychiatric  Institute,  a research  cen- 
ter dealing  with  the  effect  of  drugs  on  be- 
havior, was  held  on  March  19  at  the  Central 
State  Psychiatric  Hospital  in  Nashville. 

Dr.  Frank  H.  Luton,  commissioner  for 
the  Tennessee  Department  of  Mental 
Health,  served  as  master  of  ceremonies  and 
Dr.  Morris  A.  Lipton,  professor  and  chair- 
man of  the  department  of  psychiatry  at 
the  University  of  North  Carolina  gave  the 
dedicatory  address. 

The  institute  is  a cooperative  effort  of  the 
Department  of  Mental  Health,  Vanderbilt 
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School  of  Medicine  and  the  National  Insti- 
tute of  Mental  Health.  It  was  established 
by  and  is  under  the  joint  sponsorship  of 
those  agencies  and  receives  its  financial 
support  from  them.  It  is  located  in  the 
Cooper  Building  at  Central  State  Hospital. 

The  Institute  is  unique  in  the  United 
States  in  that  it  has  basic  science  labora- 
tories and  clinical  facilities  working  to- 
gether in  the  setting  of  a large  mental  hos- 
pital in  research  into  the  causes  of  mental 
illness  and  toward  development  of  more 
effective  therapeutic  agents  and  treatment 
procedures. 

The  Institute  has  among  its  basic  pur- 
poses: 

(1)  Basic  science  inquiry  into  the  effects 
of  psychotropic  drugs 

(2)  Discovery  of  new  therapeutic  agents 
and  more  effective  treatment  proce- 
dures pertinent  to  mental  health 

(3)  Application  of  the  basic  science 
unit’s  findings  and  of  other  recently 
discovered  pharmacologic  principles 
to  treatment  of  patients 

(4)  Evaluation  of  such  treatment 

(5)  Inquiry  into  the  reasons  for  individ- 
ual difference  in  response  to  various 
drug  treatments,  and 

(6)  Development,  in  general,  of  better 
understanding  of  mental  illness  and 
more  effective  patient  care. 


PERSONAL  NEWS 


Dr.  William  F.  Meacham,  Nashville,  is  the 
newly  elected  President  of  the  Society  of  Neuro- 
logical Surgeons,  taking  office  on  February  17 
at  the  Society’s  Annual  Meeting  in  Phoenix, 
Arizona.  He  is  Clinical  Professor  of  Neuro- 
logical Surgery  and  Chief  of  the  Division  at 
Vanderbilt  University  School  of  Medicine. 

Dr.  Harvey  W.  Anderson  recently  left  his 
position  as  Director  of  the  Jackson  Mental  Health 
Center  to  open  a practice  of  general  medicine 
in  Hohenwald. 

Dr.  Robert  Adams,  Paris,  was  the  featured 
speaker  at  the  February  meeting  of  the  Paris 
Civitan  Club.  His  topic  was  “Drug  Abuse.” 

Dr.  Charles  E.  Richardson,  Chattanooga,  has 
been  appointed  General  Chairman  of  the  Hamil- 
ton County  Chapter  of  the  Tennessee  Arthritis 
Foundation.  Dr.  Richardson,  Clinical  Chief  of 
Medicine  at  Baroness  Erlanger  Hospital,  succeeds 
Dr.  D.  K.  Kitchens. 


Dr.  M.  K.  Callison,  Memphis,  was  honored 
recently  for  his  years  of  service  as  Dean  of  the 
University  of  Tennessee  College  of  Medicine. 
At  the  meeting,  a portrait  of  Dr.  Callison  was 
presented  to  the  medical  units  as  a tribute  from 
the  faculty  to  the  former  Dean. 

Dr.  John  McKinnon,  Johnson  City,  discussed 
the  various  aspects  of  cardiovascular  disease  at 
the  February  meeting  of  the  Johnson  City  Lions 
Club. 

Drs.  Merrill  F.  Nelson  and  Hossein  Massoud, 

both  of  Chattanooga  recently  demonstrated  to 
the  members  of  the  Chattanooga  Kiwanis  Club 
two  recently  developed  devices  used  to  detect 
heart  abnormalities.  Dr.  Nelson,  Chairman  of 
the  Lay  Education  Committee  of  the  Tennessee 
Heart  Association,  demonstrated  the  dynamic 
electrocardiography  tape  recorder  and  Dr.  Mas- 
soud explained  the  use  of  the  Phono-cardio  Scan, 
a computerized  instrument  which  listens  to  the 
heart  sounds  and  determines  whether  they  are 
within  normal  limits. 

Dr.  Greer  Ricketson,  Nashville,  has  been  ap- 
pointed Vice-Chief  of  Staff  at  Baptist  Hospital. 

Dr.  Ed  Perry,  Elizabethton,  has  been  elected 
as  President  of  the  Carter  County  Chapter  of 
the  American  Cancer  Society. 

Dr.  John  M.  Higgason,  Chattanooga,  has  been 
named  to  head  the  Physicians  Division  of  the 
1971  Cancer  Crusade.  Dr.  Higgason  is  Chief  of 
Staff  of  Memorial  Hospital  and  has  practiced 
medicine  in  Chattanooga  since  1948. 

Drs.  George  Mayfield,  Columbia,  James  S.  Bell, 
Memphis,  and  Frances  Jones,  Knoxville,  were 
recently  appointed  Deputy  Chiefs  of  Medical 
Examiners  for  their  respective  regions  by  Dr. 
Eugene  W.  Fowinkle,  Commissioner  of  Tennessee 
Department  of  Public  Health. 

Dr.  Jerrie  Cherry,  Nashville,  addressed  the 
Washington,  D.  C.  Medical  Society  on  Micro- 
scopic Laryngeal  Surgery. 

Dr.  Grant  Liddle,  Nashville,  served  as  the 
John  Walker  Moore  Visiting  Professor  at  the 
University  of  Louisville. 


BOOK  REVIEW 


THE  HEALTH  AND  EDUCATION  OF  THE 
ECONOMICALLY  DEPRIVED  CHILD.  By  Sol 
Adler,  M.D.,  University  of  Tennessee,  Knoxville. 
167  pages.  St.  Louis,  Mo.:  Warren  H.  Green,  Inc., 
1968.  Price  $7.50  (cloth). 

There  is  always  a wide  gap  between  ideal 
education  and  the  realities  which  one  faces  at- 
tempting reform.  One  of  the  realities  is  a great 
degree  of  preconceived  ideas  regarding  the  po- 
tentialities of  children  from  economically  de- 
prived areas.  This  book  is  an  important  contri- 
bution in  attempting  to  realistically  set  forth  a 
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program  which  will  help  educators  and  health 
planners  alike  achieve  a truly  unitary  oppor- 
tunity for  all  children. 
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Calendar  of  Meetings 
1971 

April  15-17 

State 

Tennessee  Medical  Association, 
136th  Annual  Meeting,  The 
Read  House,  Chattanooga 

May  18-21 

American  Public  Health  Associ- 
ation, Southern  Branch,  and 
Tennessee  Public  Health  Associ- 
ation, (meeting  theme:  “Uni- 

versal Health  Care — A Chal- 
lenge of  Public  Health”),  Shera- 
ton-Peabody  Hotel,  Memphis 

May  20-21 

Tennessee  Heart  Association, 
18th  Annual  Meeting,  Holiday 
Inn  and  Ramada  Inn,  Jackson 

May  27 

Middle  Tennessee  Medical  As- 
sociation, Sewanee  Country 
Club,  Sewanee 

June  15-16 

Upper  Cumberland  Medical  So- 
ciety, Annual  Meeting,  Red 
Boiling,  Springs 

April  19-22 

National 

Southeastern  Surgical  Congress, 
Americana  Hotel,  Miami  Beach, 
Florida 

May  3-7 

American  Psychiatric  Associa- 
tion, Washington,  D.C. 

May  16-19 

American  Thoracic  Society, 
Statler-Hilton  and  Biltmore 
Hotels,  Los  Angeles 

May  17-20 

American  Urological  Associa- 
tion, Palmer  House,  Chicago 

June  14-16 

American  Neurological  Associ- 
ation, Shoreham  Hotel,  Wash- 
ington, D.C. 

June  20-24 

American  Medical  Association, 
Chalfonte-Haddon,  Atlantic 

City 

Medical  Seminar  Available  During 
TMA's  Orient  Adventure 

A comprehensive  medical  seminar  is  one  of 
the  features  of  the  14-day  Orient  Adventure 
holiday  for  the  members  of  the  Tennessee  Medi- 
cal Association.  There  is  an  additional  cost  of 
$30  for  enrollment  in  the  medical  seminar  pro- 


gram and  this  cost  includes  a certificate  of  at- 
tendance which  is  provided  for  each  physician 
who  completes  the  program. 

The  seminar  will  feature  visits  to  the  Uni- 
versity of  Hong  Kong  Medical  Center,  the  Uni- 
versity of  Tokyo,  Jikei  University  School  of 
Medicine,  Tokyo  Woman’s  Medical  College,  and 
the  Queen  Elizabeth  Hospital  in  Hong  Kong 
and  will  include  lectures  by  eminent  physicians 
on  topics  of  interest  to  all  physicians.  A list  of 
the  topics  to  be  discussed  can  be  supplied  upon 
request. 

There  is  limited  space  remaining  on  the  Orient 
Adventure,  scheduled  to  depart  August  6,  so 
those  interested  should  immediately  send  a de- 
posit of  $100  per  person  to:  Orient  Adventure, 
Tennessee  Medical  Association,  112  Louise  Ave- 
nue, Nashville,  Tennessee,  37203.  The  total  cost 
for  the  trip  is  $898  per  person  plus  the  $35  tax 
and  service.  There  is  a registration  fee  of  $30 
for  the  medical  seminars.  (Optional.) 

Services  of  Speakers'  Bureau  Offered 

The  Education  Committee  of  the  American 
Society  for  Clinical  Pharmacology  and  Thera- 
peutics has  organized  a Speakers’  Bureau  com- 
posed of  nationally  known  authorities  on  a va- 
riety of  aspects  of  clinical  pharmacology  and 
therapeutics.  Through  this  mechanism,  speak- 
ers may  be  provided  for  medical  programs  and 
seminars  sponsored  by  state,  county,  or  local 
medical  societies  and  organizations,  and  Acade- 
mies of  General  Practice.  In  some  instances, 
the  Committee  may  approve  applications  for  a 
speaker  for  special  staff  meetings  and  postgrad- 
uate symposia  which  are  a part  of  a local  hos- 
pital education  program. 

Approval  of  applications  does  not  depend  en- 
tirely upon  the  size  of  the  anticipated  audience 
but  will  also  be  influenced  by  the  needs  and 
interests  of  the  state,  county,  or  local  groups. 
Preference  will  be  given  to  meetings  of  prac- 
ticing physicians,  whether  they  be  specialists 
generalists,  and  emphasis  will  be  placed  upon 
the  practical  aspects  of  clinical  pharmacology 
and  therapeutics.  Applications  for  speakers 
must  be  made  to  the  Education  Committee  at 
least  six  months  in  advance  of  the  date  of  the 
meeting. 

If  the  Committee  approves  the  applications 
of  a medical  organization  for  a speaker,  the 
American  Society  for  Clinical  Pharmacology 
and  Therapeutics  will  provide  the  honorarium 
for  the  speaker,  but  it  is  the  responsibility  of 
the  host  society  to  reimburse  the  guest  speaker 
for  all  expenses  including  travel.  The  Education 
Committee  has  also  indicated  that  it  will  ar- 
range to  co-sponsor  with  local  organizations 
symposia  on  selected  topics  on  therapeutics  and 
clinical  pharmocology.  Scientific  programs  will 
be  planned  in  accord  with  the  general  wishes 
of  the  local  sponsors.  For  further  information 
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about  these  services  and  applications  for  guest 
speakers,  write  to: 

John  H.  Moyer,  M.D. 

Chairman,  Committee  on  Medical  Education 
American  Society  for  Clinical  Pharmacology 
and  Therapeutics 
1718  Gallagher  Road 
Norristown,  R.D.  4,  Pennsylvania  19401 

U.T.  Offers  Program  in  Continuing 
Psychiatric  Education 

A continuing  education  course  entitled  “The 
Psychiatric  Interview  and  Short-Term  Active 
Therapies”  will  be  presented  by  the  University 
of  Tennessee  College  of  Medicine  at  the  Wassell 
Randolph  Student-Alumni  Center,  800  Madison 
Avenue  in  Memphis  on  April  26-27,  1971. 

This  two  day  course,  under  the  direction  of 
Garo  H.  Aivazian,  M.D.,  Chairman  of  UT’s  De- 


HIGH  RATING  FOR  STATE  MEDICAL 
JOURNALS;  READER  INTEREST  SURVEY 
PROVES  LOYALTY  OF  DOCTORS 
The  Columbus  Story' 

State  Medical  Journals  received  a very 
high  rating  in  a recent  reader  interest 
survey  which  was  made  by  Professional 
Research  Analysts  of  Chicago. 

The  survey  was  made  at  the  request  of 
Medical  Media  Associates  and  the  State 
Medical  Journal  Advertising  Bureau  for  the 
purpose  of  demonstrating  in  a tangible  man- 
ner, the  popularity  and  readership  interest 
which  characterizes  state  journals. 

The  Journal  of  the  Tennessee  Medical 
Association  is  a member  of  the  Bureau 
which  is  now  comprised  of  34  state  medi- 
cal publications.  The  survey  was  made 
in  May,  1970. 

A series  of  more  than  400  personal  inter- 
views carefully  designed  to  eliminate  bias 
and  partiality  showed  that: 

1.  The  state  journal  is  at  least  third  in 
reading  interest  when  compared  to  the 
13  major  nationally  circulated  medical 
magazines  and  journals. 

2.  Not  more  than  one  in  seven  fully-active 
physicians  expresses  reading  Disinter- 
est in  his  state  journal. 

3.  In  a “choose  three”  type  of  question, 
the  state  journal  was  chosen  more 
often  than  nine  out  of  14  major  pub- 
lications. 

To  secure  a true  random  sample,  the  in- 
terviews were  spread  over  nine  of  the 
SMJAB  states  and  were  conducted  exclu- 


partment  of  Psychiatry,  is  designed  for  phy- 
sicians in  Family  Practice  who  are  interested 
in  broadening  their  knowledge  and  improving 
their  skills  in  the  psychiatric  interview  and 
modern  therapeutic  techniques.  The  emphasis 
will  be  on  short-term,  active  therapies,  includ- 
ing individual  and  group  psychotherapy,  be- 
havior therapy  and  chemotherapy. 

The  program  will  be  presented  by  members 
of  the  faculty  of  the  Department  of  Psychiatry 
and  affiliated  hospitals  in  Memphis.  The  basic 
principles  will  be  presented  in  informal,  brief 
lectures.  The  course  will  lean  heavily  on  clinical 
material  presented  by  closed  circuit  television 
and  audio  visual  tapes  illustrating  diagnostic 
and  therapeutic  interviews. 

For  those  interested,  this  program  is  accep- 
table for  sixteen  prescribed  hours  by  the  Ameri- 
can Academy  of  General  Practice. 

❖ 

sively  in  cities  named  Columbus  or 
Columbia,  and  in  one  Columbia  County. 
(Columbia,  Tenn.  was  included.) 

The  nation’s  “Columbuses”  provided  a 
highly  satisfactory  sample  of  the  national 
physician  audience.  Communities  bearing 
the  great  explorer’s  name  vary  in  size  in 
this  survey  from  7,117  to  540,000.  The  ten 
cities  are  located  north,  south,  east  and  west 
in  SMJAB-land. 

The  variations  also  include  industrial 
regions,  agricultural  areas  and  communities 
so  general  in  nature  as  to  defy  classification. 
Two  of  the  larger  cities  contain  medical 
schools.  Many  others  have  small  colleges. 
A few  are  rural  in  nature.  The  survey  truly 
solicited  the  opinions  of  doctors  from  a com- 
plete variety  of  American  communities. 

The  final  score  was  a compilation  and 
average  of  the  total  interviews.  However, 
practically  the  same  findings  were  achieved 
in  each  of  the  ten  cities.  Doctors  every- 
where are  uniformly  loyal  to  and  enthu- 
siastic about  their  state  journal.  This  has 
always  been  the  creed  of  the  Bureau.  The 
survey  provides  a considerable  advantage 
by  recording  the  fact  in  a statistical  man- 
ner. The  survey  gives  tangible  evidence  of 
a state  journal  characteristic  which  for- 
merly was  largely  an  article  of  faith. 

All  state  journals  and  the  advertisers  who 
make  them  possible  may  take  pride  in  the 
fact  that,  when  compared  with  the  13  most 
important  national  journals  and  magazines, 
only  two  of  the  publications  scored  as  well 
as  state  journals. 


April,  1971 


SPECIAL  ITEM 


357 


A REPORT  FROM  THE  TENNESSEE  SOCIETY 
OF  THE  AMERICAN  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS  ...  BY  DOROTHY  JACK- 
SON,  KNOXVILLE,  TENNESSEE 

One  of  the  most  rewarding  things  I have 
done  in  my  lifetime  was  when  I joined  the 
Tennessee  Society  of  the  American  Associ- 
ation of  Medical  Assistants,  Inc. 

When  I first  joined  the  medical  field,  I 
must  admit,  it  was  just  the  glamour  in  a 
crisp  white  uniform  and  sharing  the  pres- 
tige which  the  doctor  had  earned  in  his 
profession;  but  soon  after  exposure  to  the 
hard  facts  of  the  job,  I felt  a real  com- 
passion for  my  fellow  man. 

“I  just  wouldn’t  be  satisfied  doing  any- 
thing else.” 

The  public  reads  daily  of  the  tremendous 
strides  being  made  in  modern  health  care, 
but  only  those  who  are  directly  concerned 
with  the  practice  of  medicine  realize  how 
the  social  and  economic  trends  of  the  past 
decades  have  revolutionized  the  manage- 
ment of  a doctor’s  office.  The  doctor  now 
requires  a trained  office  assistant  to  effi- 
ciently handle  the  many  details  brought 
about  by  the  expansion  health  insurance, 
public  assistance  programs  and  business 
records  required  by  the  government  agen- 
cies. 

I personally  had  had  no  formal  educa- 
tion as  a medical  assistant  and  realizing 
that  a professional  medical  assistant  must 
have,  or  acquire,  some  background  knowl- 
edge of  health  and  medicine,  I enrolled  in 
educational  seminars,  leadership  training 
programs,  inservice  training  sessions  at 
various  universities  and  attended  state  and 
national  conventions  where  education  is 
first  on  the  format.  All  the  above  courses 
were  a direct  result  of  the  Leadership  Train- 
ing Program  sponsored  by  the  American 
Association  of  Medical  Assistants,  Inc. 

I soon  became  actively  engaged  in  the 
Tennessee  Society  and  have  found  a satis-- 


faction  I never  knew  existed.  I realize  the 
medical  assistant  has  a privileged  occupa- 
tion of  great  trust  and  responsibility.  She 
can  lengthen  and  strengthen  the  healing 
arm  of  her  physician.  Therein  lies  her 
satisfaction. 

The  American  Association  of  Medical  As- 
sistants, Inc.  offers  all  benefits  to  each  medi- 
cal assistant  who  desires  to  further  her 
knowledge  and  her  professional  career,  and 
it  is  with  much  humility  when  asked  what 
profession  I am  in,  I can  say,  “I  am  a medi- 
cal assistant.” 

The  medical  assistants  of  the  Tennessee 
Society  will  exhibit  at  the  Tennessee  Medi- 
cal Association  meeting  April  15-17  in 
Chattanooga,  Tennessee  and  I urge  doctors 
to  stop  by  our  booth  and  let  us  acquaint 
you  with  the  American  Association  of 
Medical  Assistants,  Inc.,  the  only  medical 
organization  which  is  backed  entirely  by 
the  American  Medical  Association. 

The  Tennessee  Society  also  will  be  spon- 
soring their  15th  annual  convention  the 
last  weekend  in  April  in  Jackson,  Ten- 
nessee where  the  Greene  County  Chapter, 
Greeneville,  Tennessee  will  be  presented 
their  charter  membership  in  the  organiza- 
tion. 

GREENEVILLE,  TENNESSEE  MEDICAL  ASSIS- 
TANTS JOIN  THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  ASSISTANTS,  INC. 


Mrs.  Sue  McJunkin,  President  of  the  Tennessee 
Society  of  AAMA,  Inc.  recently  installed  the 
Greene  County  Chapter  officers  in  a candlelight 
ceremony.  From  left  are  Sue  McJunkin,  Knox- 
ville, Linda  Lingerfelt,  president.  Linda  Stewart, 
vice  president,  Ruth  Gosnell,  treasurer  and  Au- 
drey Grubbs,  secretary. 
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tTMC  Chest 

HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  45  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 


gjil  Ctesi 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


BE  SAFE— BE  SURE 
SEE 

YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note- 

Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 
Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 
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This  new  approach  to  the  management  of  the  hemophiliac  should  reflect  itself  in  better  control  of 
the  abnormality,  and  decrease  its  crippling  effects,  as  well  as  to  reduce  the  great  expense  of  nu- 
merous periods  of  hospitalization. 

Home  Management  of  Hemophilia  A 

JAN  van  EYS,  M.D.,  Ph.D.,*  Nashville,  Tenn. 


There  have  been  great  advances  in  the 
last  decade  in  the  management  of  patients 
with  hemophilia  A.  The  most  important 
among  these  is  the  development  of  concen- 
trates of  the  antihemophilic  factor  (AHF) . 
The  practical  available  concentrates  are 
cryoprecipitate,1  commercial  AHF  concen- 
trates,2 and  selected  fresh  frozen  plasma, 
obtained  by  plasmapheresis  of  high  po- 
tency donors.3  The  use  of  these  concentrates 
has  resulted  in  several  major  improvements 
in  hemophiliac  care.  First  of  all,  because 
of  the  concentrated  form,  it  is  now  prac- 
tical to  achieve  far  higher  blood  levels  of 
AHF,  without  the  danger  of  volume  over- 
load often  seen  with  the  administration  of 
whole  blood  or  fresh  frozen  plasma.  This 
makes  it  possible  to  safely  consider  surgical 
intervention  for  acute  problems,  and  even 
to  carry  out  corrective  orthopedic  surgery. 
Secondly,  cryoprecipitate  and  commercial 
AHF  concentrates  do  not  require  matching 
of  blood  types,  thus  simplifying  distribution 
and  administration.  Thirdly,  the  concen- 
trates minimize  sensitization  to,  and 
transfusion  reactions  from  non-essential 
components  of  whole  blood  or  plasma.  They 
do  not  diminish  the  problem  of  serum 
hepatitis,  but  with  the  newer  methods  of 
screening  donors  for  the  presence  of  hepa- 
titis associated  antigens  this  problem  will 
hopefully  be  ameliorated  soon.4  Further- 
more, the  concentrates  do  not  present  a 
greater  threat  than  whole  blood  or  plasma. 
In  addition,  the  use  of  high  potency  plasma 


*From  the  Department  of  Biochemistry  and 
the  Pediatric  Hematology  Clinic,  the  Department 
of  Pediatrics,  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tenn.  37203. 


uses  a few  donors,  thus  achieving  greater 
selectivity  of  sources  of  plasma. 

These  advantages  made  physicians  more 
liberal  in  their  use  of  AHF  in  treating 
bleeding  episodes.  It  soon  became  clear  that 
the  crippling  hemarthroses  could  often  be 
minimized  by  early  adequate  therapy.  It 
was  then  only  a small  step  to  the  concept 
of  prophylactic  care.  Several  small  series 
have  been  reported,  all  of  which  clearly 
indicate  the  effectiveness  of  prophylaxis 
without  major  side  effects.5'13 

However,  the  hemophiliac  carries  a triple 
burden.  First  of  all  there  is  the  ever 
present  danger  of  life  threatening  hemor- 
rhage. In  addition,  he  has  the  burden  of 
psychologic  dependence.  This  is  a neces- 
sary dependence  on  both  a medical  center 
and  a consequence  of  frequent  over- 
protection of  his  parents.  Finally,  even  with 
adequate  therapy  and  consequent  full  em- 
ployment, the  financial  burden  is  invariably 
an  almost  impossibly  heavy  one.  To  allevi- 
ate the  financial  burden  and  to  foster 
greater  independence,  self  care,  and  self 
administration  at  home  obviously  is  the 
desirable  goal.  Several  areas  in  the  United 
States  have  initiated  such  home  care  pro- 
grams and  early  reports  are  appearing 
which  indicate  clearly  good  patient  accep- 
tance.34^14 

The  purpose  of  this  report  is  to  make 
physicians  aware  of  a similar  program  of 
self  care  at  home  which  was  initiated  at 
Vanderbilt  University  Hospital.  Full  co- 
operation and  support  has  been  given  by 
the  Cumberland  Chapter  of  the  National 
Hemophilia  Foundation. 
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Selection  of  Patients 

The  patients  are  from  the  population  of 
the  Vanderbilt  University  Hospital  Out- 
patient Department.  To  be  eligible,  a pa- 
tient needs  to  fulfill  the  following  criteria: 
(1)  He  must  have  a proven  diagnosis  of 
classical  hemophilia  (AHF  deficiency) ; (2) 
He  must  be  over  4 years  old;  (3)  He  must 
be  willing  to  return  at  least  every  6 weeks 
for  a physical  examination,  a laboratory 
evaluation  for  the  presence  of  circulating 
anticoagulants,  an  evaluation  of  Australia 
antigen  and  antibody  liters,  a complete 
blood  count,  and  a check  on  liver  function 
through  an  SMA  screen;  (4)  The  patient 
and  his  family  must  be  willing  to  attend 
discussions  about  the  disease  and  its  mani- 
festations,— these  have  been  held  through 
the  meetings  of  the  local  hemophilia  chap- 
ter; (5)  Finally,  he  and/or  his  relatives 
must  demonstrate  their  ability  to  start 
intravenous  injections  to  the  satisfaction 
of  the  clinic  personnel.  Teaching  sessions 
have  been  held  regularly  to  help  the  family 
achieve  this.  Two  types  of  programs  have 
been  started.  First,  a group  of  patients  on 
prophylactic  therapy,  and  secondly,  a group 
that  are  treated  by  “early  demand”  therapy, 
i.e.,  self  administration  of  AHF  concentrates 
at  the  first  sign  of  bleeding.  The  decision 
between  the  2 programs  is  made  on  basis 
of  the  median  use  of  AHF  concentrates  in 
the  previous  years.  If  this  exceeds  the  pro- 
jected use  on  a prophylactic  regimen,  pro- 
phylaxis is  selected.  However,  if  the  re- 
verse is  true,  early  demand  therapy  is 
chosen.  Close  contact  by  telephone  is  main- 
tained to  guide  dosage  as  needed,  and  to 
have  physicians  available  for  consultation 
regarding  any  questions  that  may  arise. 

Selection  of  AHF  Concentrate 

The  cryoprecipitate  was  selected  from 
among  the  various  forms  of  AHF  concen- 
trates. This  was  done  for  the  following 
reasons:  The  cost  is  considerably  less  in 
our  area,  and  the  American  Red  Cross  has 
been  cooperative  in  meeting  the  demand. 
Furthermore,  while  it  often  is  not  practical, 
blood  donation  credits  can  be  accumulated, 
unit  for  unit,  if  used  within  6 months.  The 
one  major  handicap  of  cryoprecipitate  is 
the  requirement  of  ultra-cold  storage.  To 
overcome  this  difficulty,  members  of  the 


Cumberland  Chapter  of  the  National  Hemo- 
philia Foundation  designed  and  built  an 
economical  freezer  for  home  use  which  will 
maintain  a -40°  C temperature.15  With  this 
freezer  home  storage  for  the  full  period  up 
to  the  expiration  date  of  cryoprecipitate  is 
possible. 

For  administration  standard  “scalpvein” 
needles  are  used,  with  a Y-tube  blood  ad- 
ministration set  and  a 250  cc  bottle  of  nor- 
mal saline  for  rinsing  the  tubing.  Alterna- 
tively, the  syringe-filter  injection  sets  can 
be  used.  The  former  method  insures  easier 
rinsing  of  the  bag  in  case  lyophilized  cryo- 
precipitate is  used,  and  thus  it  is  easier 
to  maintain  sterility. 

Illustrative  Case  Reports 

At  present,  2 patients  are  on  prophylactic 
therapy  and  5 patients  are  on  early  demand 
treatment.  More  patients  have  requested 
to  participate  in  the  program.  The  follow- 
ing two  case  reports  serve  to  illustrate  the 
advantages  of  the  program. 

Case  1.  (VUH  #23-58-87).  Since  birth,  this  17 
year-old-boy  has  had  88  admissions  for  various 
bleeding  episodes  thus  averaging  5 V2  admissions 
per  year.  In  addition,  he  has  had  more  than  50 
out-patient  visits  during  the  last  year  before 
institution  of  prophylactic  therapy.  He  has  no 
demonstrable  AHF  activity  in  his  plasma  and 
most  clinic  visits  were  prompted  by  the  severe 
sequelae  of  spontaneous  hemarthroses  or  soft 
tissue  bleeds  from  minimal  trauma.  He  has  de- 
veloped severe  arthropathy  of  the  left  knee  and 
right  elbow  during  the  years  that  adequate 
therapy  was  unavailable.  This  required  the  use 
of  braces  in  the  past.  When  more  vigorous  treat- 
ment was  used,  function  returned  to  the  joints 
without  orthopedic  support  but,  of  course,  de- 
formity remained.  At  age  16,  he  was  started 
on  prophylaxis  using  2 units*  of  cryoprecipitate 
3 times  a week.  Since  this  has  been  instituted, 
only  2 hospitalizations  have  occurred  during  the 
past  year.  One  was  for  a medical  cause — a sus- 
picion of  aseptic  meningitis;  the  second  was  for 
a tonsillar  hemorrhage,  which  was  secondary  to 
a severe,  culture  proven  streptococcal  tonsillitis. 
This  episode  was  self-limited  but  admission  was 
thought  advisable  because  of  the  location  of  the 
hematoma.  During  the  last  6 months,  the  patient 
has  been  administering  the  material  at  home. 
This  obviated  the  frequent  clinic  visits  and  he 


*A  unit  of  cryoprecipitate  is  defined  as  the 
amount  of  cryoprecipitate  derived  from  one 
blood  donor  stored  in  one  bag.  A unit  of  AHF 
activity  is  that  amount  found  in  one  milliliter  of 
fresh  plasma  from  a normal  individual. 
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has  been  able  to  remain  in  high  school  with  nor- 
mal participation  in  student  activities  and  an 
excellent  grade  average. 

Case  2.  (VUH  #49-19-74).  This  is  a 7-year- 
old  White  boy  who  has  classical  Down’s  syn- 
drome and  severe  Hemophilia  A,  with  < 1% 
AHF  activity.  His  hemophilia  is  of  sufficient 
severity  that  replacement  therapy  has  been  re- 
quired many  times.  In  spite  of  a severe  con- 
genital heart  disease  (ventricular  septal  defect 
requiring  digitalization)  no  volume  overload  has 
been  seen  from  therapy  with  cryoprecipitate. 
However,  this  severely  retarded  child  has  re- 
acted violently  to  the  venipuncture  by  phy- 
sicians. He  tolerates  the  venipunctures  without 
struggle  when  done  by  his  parents  in  the  familiar 
surroundings  of  his  home. 

In  all  cases  where  an  analysis  is  possible 
to  date,  hospital  visits  either  for  out-patient 
or  in-patient  care  are  decreased  in  number 
for  participants  on  the  home  care  program. 

Complications  of  the  Home  Program 

Full  cooperation  of  the  patient  is  re- 
quired. To  date  one  patient  developed  a 
hematoma  of  the  hand  following  a self- 
administration teaching  session.  This  pro- 
gressed, before  he  returned  for  replacement 
therapy,  to  the  point  that  hospitalization 
was  thought  advisable.  No  sequelae  are 
obvious  at  this  time.  However,  this  patient 
initially  was  reluctant  to  participate  and 
requested  to  be  dropped  from  the  program. 

A theoretical  danger  in  hemophilia  ther- 
apy is  the  development  of  resistance.16  To 
date,  early  therapy  has  not  resulted  in  in- 
creased incidence  of  resistance  in  our  ex- 
perience. No  report  of  the  use  of  prophy- 
laxis has  indicated  the  development  of 
resistance. 

The  reported  incidence  of  resistance  has 
varied  widely  from  series  to  series.17  This 
coupled  with  described  incidence  in  sib- 
lings18 suggests  the  precaution  of  closer 
supervision  of  younger  children  than  home 
care  can  give.  This  is  our  reason  for  the 
age  limit  of  4 years  before  institution  of 
complete  home  care. 

Financial  Considerations 

The  home  care  program  does  not  allevi- 
ate all  financial  burdens.  It  does  remove 
much  of  the  cost  of  hospitalization  and  fre- 
quent out-patient  visits.  When  patients 
have  been  adequately  treated,  a consider- 
able net  savings  will  result.  However,  in 


other  programs  it  has  been  suggested  that 
it  may  result  in  an  increased  use  of  AHF 
concentrates.  This  can  occur  since  the  pa- 
tient may  be  less  reluctant  to  be  treated 
by  himself  at  home  than  to  come  to  the 
hospital.  Only  further  experience  will  give 
a clear  answer  to  this  question  whether  an 
increased  consumption  occurs  and  whether 
such  use  may  be  offset  by  a more  functional 
patient.  In  our  program,  the  evaluation 
visits  at  present  are  supported  by  voluntary 
donations  through  the  Cumberland  Chapter 
of  the  National  Hemophilia  Foundation. 

Summary  and  Conclusions 

The  home  care  program  for  Hemophilia 
A patients  at  Vanderbilt  University  Hos- 
pitals has  been  described.  The  initial  re- 
sults on  a limited  number  of  patients  are 
encouraging  both  through  the  decreased 
dependence  on  hospital  care  and  the  excel- 
lent patient  acceptance. 
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The  author  describes  the  pathogenesis  of  cardiac  arrest,  clinical  findings  and  management,  as  well 

as  something  about  prognosis. 


Treatment  of  Cardiac  Arrest 

CRAWFORD  W.  ADAMS,  M.D.,*  Nashville,  Tenn. 


Cardiac  arrest  refers  to  all  conditions  in 
which  effective  ventricular  contraction  has 
ceased  with  loss  of  cardiac  output.  Histori- 
cally, Andreas  Vesalius,1  in  1555,  reported 
prolongation  of  life  by  artificial  intratra- 
cheal inflation  of  the  collapsed  lung.  In 
1848,  the  first  anesthetic  death  occurred,2 
and  in  1874,  Schiff3  demonstrated  resuscita- 
tion by  massage  following  chloroform  anes- 
thesia and  cardiac  arrest.  Prevost  and  Bat- 
telli,4  in  1899,  first  reported  the  use  of 
electric  shock  and  massage  to  treat  ventric- 
ular fibrillation.  In  1901,  Igelsrud,5  and  in 
1901,  Starling  and  Lane6  recorded  the  first 
successful  instances  of  recovery. 

Cardiac  arrest,  once  considered  irrevers- 
ible and  associated  with  sudden  death, 
must  now  be  considered  reversible.  During 
the  first  half  of  this  century,  cardiac  arrest 
was  recognized  during  anesthesia  and  oper- 
ation, and  only  within  the  operating  arena 
was  immediate  treatment  available.  During 
the  past  20  years,  successful  treatment  in 
the  nonsurgical  patient  was  made  possible 
by  the  availability  of  monitoring  equip- 
ment, defibrillation,  and  the  coronary  care 
unit.  The  combination  of  an  unstable  myo- 
cardium, hypoxia  and  excessive  parasympa- 
thetic reflexes  are  the  most  common  causes 
of  ventricular  fibrillation  or  ventricular 
standstill.  The  patient  becomes  apneic, 
pulseless,  and  cyanotic.  After  2 minutes 
the  pupils  become  dilated.  Cerebral  hypoxia 
promptly  leads  to  demyelinization  of  the 
central  nervous  system  and  death.  To  pre- 
vent this  fatal  or  morbid  cerebral  compli- 
cation, the  physician,  nurse,  or  ancillary 
medical  personnel  must  be  psychologically 
prepared  to  initiate  effective  cardiac  mas- 
sage and  ventilation  of  the  patient  within 
3 to  5 minutes.  Although  satisfactory  re- 
covery by  an  infant  after  10  minutes  of 
cardiac  arrest  has  occurred,  the  loss  of  ce- 
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rebral  perfusion  longer  than  5 minutes 
usually  results  in  a wretched  decerebrate 
individual  or  an  intolerable  neurologic 
cripple. 

There  are  3 types  of  cardiac  arrest: 
ventricular  flutter  or  fibrillation,  (Fig.  1) ; 


Fig.  1.  Ventricular  fibrillation  terminated  by 
defibrillation,  followed  by  an  idioventricular 
rhythm,  and  complete  heart  block. 


ventricular  standstill  or  asystole;  agonal 
rhythm  which  carries  the  poorest  prognosis. 
(Fig.  2.)  The  causes  of  cardiac  arrest  are 
numerous  and  frequently  are  due  to  a 
combination  of  factors.  By  far  the  most 
common  cause  is  hypoxia  in  an  unstable 
myocardium  following  myocardial  ischemia 
or  infarction.  Ectopic  ventricular  beats  dur- 
ing the  vulnerable  period  of  myocardial  re- 
polarization may  initiate  ventricular  fibril- 
lation in  an  otherwise  stable  myocardium. 
(Fig.  3.)  A stimulus  by  the  artificial  pace- 
maker may  also  initiate  ventricular  tachy- 
cardia. (Fig.  4.)  Hypotension,  shock,  and/ 
or  hypoxia  are  common  precursors  to  ven- 
tricular tachyarrhythmias.  Metabolic  aci- 
dosis following  cardiogenic  shock,  cholera, 
diabetic  ketosis,  or  prolonged  tachycardia 
with  decreased  myocardial  performance 
may  initiate  a ventricular  arrhythmia. 
Bradycardia  with  varying  degrees  of  block 
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AGONAL  RHYTHM 


Fig.  2.  Four  separate  instances  of  an  agonal 
rhythm  after  ventricular  defibrillation.  Note  the 
wide,  bizarre  ventricular  complexes.  All  in- 
stances failed  to  respond  to  resuscitative 
measures. 

or  complete  heart  block  facilitate  activity  of 
the  ventricular  pacemaker.  Autonomic  in- 
fluences, such  as  extreme  sympathetic  ac- 
tivity with  liberation  of  catecholamines 
after  fright,  anger,  bangungut  or  pokurri  in 
Orientals,  are  other  causes  of  ventricular 
fibrillation.  Vagal  reflex  activity  is  not  an 
uncommon  cause  of  extreme  bradycardia  or 
asystole  following  an  inferior  myocardial 
infarction  (von-Bezold-Jarisch  reflex).  Po- 
tassium depletion  with  severe  diarrhea  or 
after  prolonged  diuretic  therapy  may  initi- 
ate ventricular  tachycardia  or  fibrillation. 
With  renal  insufficiency,  hyperkalemia  and 
hypocalcemia  are  more  likely  to  cause 
cardiac  arrest  when  both  electrolyte  dis- 
turbances are  present.  Hypomagnesemia 


VENTRICULAR  FIBRILLATION 


Fig.  3.  Onset  of  ventricular  fibrillation  in  V2 
initiated  by  a premature  ventricular  beat  during 
the  vulnerable  period  of  repolarization  in  an 
otherwise  stable  myocardium. 

VENTRICULAR  TACHYCARDIA  ( 24  Sec) 
INITIATED  BY  PACEMAKER 


Vuinerobie  Period 


fp  r / , 
1 u -7  J 


Fig.  4.  Onset  of  ventricular  tachycardia  follow- 
ing fixed-rate  internal  pace-maker  stimulus  dur- 
ing the  vulnerable  period  of  repolarization. 


Spontaneous  Reversion 


facilitates  the  digitalis-hypokalemic  in- 
duced arrhythmias.  Cardiac  arrest  also  fol- 
lows excessive  doses  of  quinidine,  procaine 
amide,  or  lidocaine  as  used  in  treatment. 
Ventricular  fibrillation  follows  electroshock, 


May,  1971 


TREATMENT  OF  CARDIAC  ARREST— Adams 


413 


lightning,  and  drowning.  Acute  anaphy- 
laxis may  result  in  complete  heart  block 
and/or  asystole. 


Treatment 

The  incidence  of  cardiac  arrest  can  be  re- 
duced by  prevention.  Routine  use  of  moni- 
toring equipment  outside  the  coronary  care 
area,  and  the  prophylactic  administration 
of  quinidine,  lidocaine,  and  procaine  amide 
reduces  the  incidence  of  the  serious  ven- 
tricular arrhythmias.  The  early  use  of 
atropine  and  cardiac  pacing  on  demand  pre- 
vents the  extension  of  block,  severe  brady- 
cardia, and  asystole. 

Emergency  treatment  consists  first  of  the 
prompt  recognition  of  arrest.  This  is  facili- 
tated by  great  use  of  monitoring  equipment. 
Immediate  effective  mouth-to-mouth  arti- 
ficial respiration  followed  by  the  prompt 
insertion  of  an  endotracheal  tube  by  trained 
personnel,  a vigorous  sharp  blow  to  the 
precordium  (Fig.  5)  and  effective  external 


CARDIAC  STIMULATION  BY  "BLOW*1  TO  PRECORDIUM 

■III 

FIBRILLATION  AND  ARREST 


Fig.  5.  Cardiac  stimulation  initiated  by  a vigor- 
ous “blow”  to  the  precordium  in  rhythm  strips 
1,  2,  3 after  ventricular  fibrillation  and  cardiac 
arrest. 


cardiac  compression  will  maintain  an  ade- 
quate cardiac  output  and  perfusion  of  the 
vital  organs  with  oxygenated  blood.  These 
resuscitative  attempts  must  be  continued 


while  preparations  for  monitoring,  defibril- 
lation, intravenous  infusion,  and  drug  ther- 
apy are  being  made. 

Definitive  pharmocologic  therapy  consists 
of  the  immediate  intravenous  injection  of 
44  mEq  of  sodium  bicarbonate,  followed  by 
a continuous  infusion  of  5%  sodium  bicar- 
bonate to  combat  metabolic  acidosis.  If  pos- 
sible, serial  arterial  pH  determinations 
should  be  made.  When  ventricular  fibril- 
lation is  present,  electrical  defibrillation 
results  in  complete  depolarization  of  cardiac 
muscle  to  allow  re-establishment  of  normal 
pacemaker  activity.  Anterior-posterior 
placement  of  the  electrode  paddles  requires 
50%  less  voltage  to  defibrillate  the  myo- 
cardium. If  “fine”  fibrillation  waves  are 
present,  defibrillation  may  be  unsuccessful. 
Administration  of  0.5  to  1.0  mg  of  epineph- 
rine may  convert  “fine”  to  “coarse”  fibril- 
lations, and  thereby  facilitate  defibrilla- 
tion. THAM  (tris-hydroxymethyl-amino- 
methane)  may  be  used  in  place  of  sodium 
bicarbonate.  Avoiding  sodium  and  using  an 
antiarrhythmic  agent  are  theoretical  ad- 
vantages of  THAM.  If  ventricular  fibrilla- 
tion recurs  and  if  the  repetitive  adminis- 
tration of  50  to  100  mg  of  lidocaine  is 
unsuccessful,  continuous  intravenous  in- 
fusion of  lidocaine  1 to  2 mg  per  minute 
or  procaine  amide  50  to  75  mg  per  minute 
for  10  minutes  may  prove  effective.  The 
oral  administration  of  quinidine  is  prophy- 
lactic; however,  the  intravenous  adminis- 
tration of  quinidine  is  hazardous  because 
of  sudden  irreversible  respiratory  and 
cardiac  arrest.  Recently,  bretylium  tosylate 
300  mg  intramuscularly  or  intravenously 
every  6 to  8 hours  has  been  recommended 
for  the  treatment  of  ventricular  tachyar- 
rhythmia. This  agent  enhances  conducation, 
prolongs  the  action  potential  and  lengthens 
the  refractory  period  without  slowing  con- 
duction.7 Bretylium  tosylate  has  a positive 
inotropic  effect.  If  cardiotonic  drugs  are 
needed,  intracardiac  or  intravenous  ad- 
ministration of  0.5  to  1.0  gm  of  calcium 
chloride  every  5 to  10  minutes  or  isopro- 
terenol 1.0  to  2.0  mg  per  minute  are  effec- 
tive. 

In  the  presence  of  ventricular  standstill, 
an  intracardiac  injection  of  0.5  to  1.0  mg 
of  epinephrine  should  be  administered  to 
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increase  the  force  of  myocardial  depolariz- 
ation. Effective  mouth-to-mouth  artificial 
respiration  and  external  cardiac  compres- 
sion must  be  maintained.  A sudden  blow 
to  the  precordium  or  a 400  Watt-second  dis- 
charge utilizing  the  D-C  defibrillator  may 
occasionally  initiate  a ventricular  response. 
Atropine  0.4  to  1.0  mg  injected  into  the 
ventricular  cavity  or  intravenously  is  rec- 
ommended to  neutralize  excessive  vagal 
activity.  Sodium  bicarbonate  intravenously 
should  compensate  for  metabolic  acidosis. 
Intracardiac  or  intravenous  administration 
of  calcium  chloride  or  isoproterenol  as  out- 
lined above  will  further  increase  the  force 
and  rate  of  contraction.  Transvenous  cardi- 
ac pacing  is  most  effective  in  maintaining 
an  adequate  cardiac  output  until  an  in- 
dependent rhythm  is  established. 

Agonal  rhythm  follows  an  exhausted  or 
severely  damaged  myocardium  which  is 
most  difficult  to  resuscitate  because  of  un- 
responsive atrial  and  ventricular  pace- 
makers. Erratic,  bizarre,  wide  ventricular 
complexes  progress  to  complete  unrespon- 
sive asystole;  however,  an  attempt  at  re- 
suscitation utilizing  the  above  procedures 
for  cardiac  arrest  should  be  made. 

Once  reversion  to  a regular  sinus  rhythm 
is  established,  subsequent  care  of  the  pa- 
tient is  most  important.  The  patient  should 
be  closely  monitored  and  the  prophylactic 
intravenous  administration  of  lidocaine, 
procaine  amide  or  the  oral  administration 
of  quinidine  and/or  propranolol  may  pre- 
vent the  recurrence  of  ventricular  tachy- 
cardia, flutter,  or  fibrillation.  With  exces- 
sive parasympathetic  activity  or  varying 
degrees  of  block,  atropine  and  transvenous 
intracardiac  pacing  on  demand  are  indi- 
cated. An  intravenous  drip  of  isoproterenol 
is  of  value  in  the  presence  of  complete 
heart  block. 

Post-conversion  psychosis  or  coma  follow- 
ing prolonged  cerebral  hypoxia  leading  to 
diffuse  demylinization  of  the  central  ner- 
vous system,  requires  constant  attendance. 
Mechanical  assistance  for  respiration  and/ 
or  external  cardiac  compression  are  usually 
necessary  in  addition  to  hypothermia  for 


central  hyperpyrexia  and  osmotic  diuretics 
and  adrenocorticoids  for  cerebral  edema.  A 
recent  experience  of  recovery  after  28  days 
of  coma  following  asystole  may  justify  the 
above  procedures  that  only  too  frequently 
merely  prolong  life.  Philosophically,  each 
instance  must  be  cautiously  evaluated  by 
the  physician.  The  physician,  nurse,  and 
paramedical  personnel  must  realize  that 
there  are  medical-legal  liabilities  for  delay 
in  resuscitation  or  improper  action  leading 
to  central  nervous  system  damage. 

The  term  “sudden  death”  is  rather  am- 
biguous, for  “sudden  death”  today  is  not 
necessarily  a terminal  event.  Utilizing  in- 
ternal cardiac  compression,  surgical  in- 
stances of  “sudden  death”  have  a survival 
rate  of  75%.  Within  the  cardiac  diagnostic 
laboratory,  the  survival  rate  is  95%,  and 
outside  the  surgical  arena  but  within  the 
hospital  the  rate  of  survival  varies  from 
8 to  15  percent.8  Outside  the  hospital,  the 
rate  of  survival  is  unknown,  but  with  the 
development  of  mobile  cardiac  units 
throughout  the  country,  instances  of  sur- 
vival should  increase. 
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Hyp°glycemia:  Functional  or  Pathological? 

ALAN  L.  GRABER,  M.D.,*  Nashville,  Tenn. 


Hypoglycemia  should  be  suspected  in  pa- 
tients who  have  episodes  of  nervousness, 
weakness,  and  sweating,  and  in  patients 
with  behavioral  abnormalities,  mental  dys- 
function, loss  of  consciousness,  or  convul- 
sions. The  clinician  should  search  for  the 
presence  of  Whipple’s  triad:  symptoms  of 
hypoglycemia,  confirmed  by  a low  blood 
glucose  concentration,  and  relieved  by  the 
administration  of  glucose.  Hypoglycemia 
can  be  diagnosed  when  plasma  glucose  de- 
terminations are  less  than  50  mg/ 100  ml.  If 
the  laboratory  reports  glucose  determina- 
tions performed  on  whole  blood  rather  than 
plasma,  the  blood  glucose  concentration 
should  be  less  than  40  mg/ 100  ml.1 

Once  the  diagnosis  of  hypoglycemia  is  es- 
tablished, it  is  important  to  distinguish  be- 
tween functional  (reactive)  hypoglycemia 
and  fasting  hypoglycemia.  The  former  is 
a relatively  benign  disorder  in  which  symp- 
toms of  hypoglycemia  occur  only  in  re- 
sponse to  eating.  In  this  situation,  periods 
of  prolonged  fasting  are  well  tolerated  with- 
out the  development  of  hypoglycemia.  On 
the  other  hand,  in  fasting  hypoglycemia, 
serious  hypoglycemia  reactions  may  occur 
whenever  food  is  withheld.  These  symp- 
toms can  include  severe  alterations  in  be- 
havior, coma,  convulsions,  or  death.  Since 
the  spectrum  of  hypoglycemia  ranges  from 
a relatively  mild  disorder  to  illness  of 
serious  consequence,  it  is  important  to 
distinguish  between  the  two  types  of  hypo- 
glycemia. This  report  illustrates  the  diag- 
nostic maneuvers  used  to  differentiate  be- 
tween these  two  types  of  hypoglycemia  in 
2 patients  treated  recently  at  Vanderbilt 
Medical  Center.  In  each  case,  appropriate 
treatment  depended  upon  accurate  diag- 
nosis. 

Case  1.  A 53-year-old  housewife,  entered  Van- 
derbilt University  Hospital  for  evaluation  of 
hypoglycemia.  For  about  a year  before  admis- 
sion, she  had  noticed  episodes  of  hunger,  jitteri- 
ness, blurred  vision,  and  headaches,  occurring  at 
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Vanderbilt  University  School  of  Medicine,  Nash- 
ville, Tenn.  37203. 


various  times  during  the  day  and  night.  The 
symptoms  were  always  relieved  by  eating.  She 
had  fainted  briefly  during  2 of  these  episodes. 
Treatment  with  tolbutamide  had  not  changed  her 
symptoms  appreciably.  She  was  slightly  under- 
weight. An  oral  glucose  tolerance  test  showed  a 
fasting  plasma  glucose  of  80  mg/100  ml;  at  one- 
half  hour,  188;  one  hour,  189;  2 hours,  102;  3 
hours,  76;  4 hours,  41;  5 hours,  66  (Fig.  1). 

ORAL  GLUCOSE  TOLERANCE  TEST 


Fig.  1.  Oral  glucose  tolerance  test  in  Case  1, 
showing  typical  reactive  hypoglycemia  4 hours 
after  ingestion  of  glucose.  Note  spontaneous  im- 
provement in  blood  glucose  after  symptoms  of 
hyperepinephrinemia. 

Four  hours  after  the  ingestion  of  glucose  she 
complained  of  weakness  and  nervousness,  and 
had  a slight  tremor  of  the  hands.  The  symptoms 
subsided  spontaneously  and  at  the  conclusion 
of  the  test  she  felt  normal.  A 72  hour  fast  was 
tolerated  without  any  symptoms  of  hypogly- 
cemia, and  the  lowest  plasma  glucose  was  51 
mg/100  ml  at  the  conclusion  of  the  fast. 

The  patient  was  instructed  in  a 2600  calorie 
diet  with  intermediate  feedings  at  midmorning, 
midafternoon,  and  bedtime.  Since  following  this 
diet,  she  has  gained  weight  and  has  not  had 
significant  symptoms  of  hypoglycemia. 

Comment.  Reactive  hypoglycemia  is  more 
of  a nuisance  than  a serious  disease.  In 
most  cases,  it  is  associated  with  excessive 
secretion  of  insulin  in  response  to  glucose 
feeding,  and  it  sometimes  occurs  in  early 
diabetes  mellitus.2  When  it  occurs  post- 
prandially  in  patients  who  have  had  gas- 
tric resection  or  gastroenterostomy,  it  is 
the  result  of  excessively  rapid  absorption 
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of  glucose  by  the  small  intestine,  with  re- 
sultant hypersecretion  of  insulin.3  The  treat- 
ment consists  merely  of  frequent  small  feed- 
ings, so  some  carbohydrate  is  eaten  approxi- 
mately every  3 hours.  Actually,  most  of 
the  symptoms  of  reactive  hypoglycemia  are 
due  to  the  effects  of  endogenous  secretion 
of  epinephrine,  and  are  not  dissimilar  from 
the  effects  of  injected  epinephrine.  In  con- 
trast, in  fasting  hypoglycemia,  the  typical 
symptoms  of  epinephrine  release,  such  as 
sweating,  nervousness,  and  tachycardia, 
may  be  absent,  and  the  patient  may  develop 
insidiously  behavioral  changes  or  lapse  into 
a fugue  state  or  coma.  This  condition  is 
illustrated  by  the  next  case. 

CASE  2.  A 65-year-old  carpenter,  was  ad- 
mitted to  Vanderbilt  University  Hospital  with  a 
one  year  history  of  episodes  of  weakness,  con- 
fusion, and  bizarre  behavior,  usually  occurring 
several  hours  after  the  last  meal.  Two  days 
before  admission,  he  had  mowed  the  lawn  after 
breakfast,  but  apparently  had  missed  lunch. 
That  afternoon,  neighbors  found  him  uncon- 
scious. On  admission  to  another  hospital,  the 
blood  sugar  was  40  mg/100  ml.  His  state  of 
consciousness  improved  after  glucose  intra- 
venously. 

An  oral  glucose  tolerance  test  was  normal 
(Fig.  2).  However,  after  a prolonged  fast, 
plasma  glucose  values  were  normal  at  the  be- 
ginning of  the  fast,  but  fell  to  subnormal  levels 
within  24  hours  (Fig.  3).  On  the  2nd  day  of 
the  fast,  he  showed  inappropriate  behavior,  loud 
talking,  grimacing,  and  mild  confusion,  typical 
of  his  previous  episodes.  The  abnormal  behavior 
was  relieved  by  raising  the  blood  glucose  with 
an  intramuscular  injection  of  glucagon. 

ORAL  GLUCOSE  TOLERANCE  TEST 


Fig.  2.  Oral  glucose  tolerance  test  in  Case  2, 
showing  a normal  curve.  In  contrast  to  reactive 
hypoglycemia,  the  oral  glucose  tolerance  test  is 
valueless  in  suspected  insulinoma. 


SERUM 

IMMUNOREACTIVE 
INSULIN 
jjU  / ml 


Fig.  3.  Prolonged  fast  in  Case  2,  showing  spon- 
taneous occurrence  of  fasting  hypoglycemia 
when  food  was  withheld.  Note  failure  of  de- 
cline of  serum  immunoreactive  insulin  levels, 
indicating  autonomous  hyperinsulinism. 


Serum  levels  of  immunoreactive  insulin  ob- 
tained during  the  fast  showed  a failure  of  the 
normal  expected  decline  in  insulin  values  with 
fasting.4  The  inappropriate  insulin  secretion, 
occurring  when  the  patient  was  hypoglycemic, 
indicated  the  autonomous  hypersecretion  of  in- 
sulin, consistent  with  an  insulin-producing 
tumor  of  the  pancreas. 

At  laparotomy,  a 5 mm  sized  islet  cell  ade- 
noma was  found  at  the  junction  of  the  body  and 
tail  of  the  pancreas.  The  tumor  and  the  tail 
of  the  pancreas  were  resected  without  incident. 
Before  resection  of  the  tumor,  concentration  of 
immunoreactive  insulin  in  the  blood  from  the 
portal  vein  was  111  microunits/ml,  and  a simul- 
taneous plasma  insulin  level  arterial  in  blood 
was  12  microunits/ml.  After  resection  of  the 
tumor,  the  level  of  immunoreactive  insulin  in 
the  blood  of  the  portal  vein  had  fallen  to  68 
microunits/ml,  and  a simultaneous  insulin  level 
in  arterial  blood  was  4 (Table  1). 


Table  I 

Before  Resection  After  Resection 
Portal  Vein  111  68 

Arterial  12  4 

The  postoperative  course  was  uncomplicated, 
and  the  patient  has  had  no  further  episodes  of 
hypoglycemia.  Several  weeks  after  operation 
he  tolerated  a 72  hour  fast  without  the  develop- 
ment of  hypoglycemia  or  any  abnormal  behavior. 

Comment.  In  addition  to  benign  islet  cell 
adenoma,  as  exemplified  by  this  case,  mul- 
tiple islet  cell  adenomas,  adenomatous  hy- 
perplasia of  the  pancreatic  islets,  or  islet 
cell  carcinoma  may  cause  this  syndrome. 
Fasting  hypoglycemia  also  occurs  in  hypo- 
pituitarism, Addison’s  disease,  some  in- 
stances of  nonendocrine  tumors,  such  as 
hepatoma  or  retroperitoneal  fibrosarcoma, 
in  glycogen  storage  disease  and  other  in- 
stances of  hepatic  dysfunction,  after  the 
combination  of  alcohol  ingestion  and  fast- 


May,  1971 


HYPOGLYCEMIA:  FUNCTIONAL  OR  PATHOLOGICAL?— Graber 


417 


ing,  and  in  other  rare  metabolic  abnormali- 
ties. In  some  instances  of  severe  degrees  of 
fasting  hypoglycemia  which  are  intractable 
to  conventional  medical  or  surgical  therapy, 
such  as  metastatic  islet  cell  carcinoma,  di- 
azoxide  has  been  used  successfully  to  ame- 
liorate hypoglycemia.5 
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THE  IMPACT  OF  AMPAC* 

JOE  T.  NELSON,  M.D.,f  Weatherford,  Texas 


Lawmaking  seems  to  be  one  of  this  coun- 
try’s major  industries. 

It  keeps  535  U.  S.  Senators  and  Represen- 
tatives busy  for  almost  twelve  months  out 
of  twelve  these  days.  Better  than  28,000 
bills  were  introduced  in  the  91st  Congress, 
2,200  of  them  directly  or  indirectly  in- 
volving the  nation’s  health.  Of  these,  695 
became  new  law. 

Lawmaking  keeps  7,686  state  legislators 
occupied  with  the  passage  of  countless  thou- 
sands of  other  bills  each  year.  And  to  that 
total  must  be  added  the  flood  of  ordinances 
passed  by  the  municipalities  and  the  regu- 
lations— which  have  the  effect  of  law — 
issued  by  goodness  knows  how  many  ad- 
ministrative and  regulatory  agencies  of 
government. 

If  you  could  sell  this  legal  product  by 
the  pound  at  the  going  price  of  hamburger, 
you  could  retire  the  national  debt  in  a 
year  or  two. 

The  effect  of  this  entire  process  on  busi- 
ness, industry,  a profession  like  medicine, 
or  on  the  individual  tax-paying  citizen — all 
of  them  subject  to  the  rulings  of  the  legis- 
lative majority — is  so  vast,  so  far-reaching, 
that  it  would  seem  logical  to  expect  breath- 
less attention  to  these  goings-on  from  every 
literate  citizen  in  the  United  States.  Un- 
fortunately, it  does  not  work  out  that  way. 

Millions  of  people  do  not  even  vote.  And 
not  one  person  in  5 is  a political  activist  in 
the  sense  that  he  works  for  the  political 
party  of  his  choice,  supports  it  or  its  candi- 
dates financially,  or  turns  a hand  to  the  im- 
portant work  of  helping  the  best  office- 
seeker  win.  Until  recent  years,  business, 
industry  and  the  professions  did  little  more 
than  lobby.  Apart  from  that  they  tended  to 
remain  aloof  from  government  and  politics, 
especially  politics.  For  though  they  recog- 
nized that  politics  is  the  process  from  which 

* Presented  at  the  Legislative  Conference  held 
by  the  TMA  Legislative  Committee,  February 
14,  1971,  Nashville,  Tenn. 

tMember  of  the  Board  of  Directors,  Ameri- 
can Medical  Political  Action  Committee. 


government  evolves,  they  viewed  it  as  an 
activity  more  properly  restricted  to  the 
individual  and  to  the  political  parties  them- 
selves. 

Yet  the  loner  in  politics  accomplishes 
little  more  than  the  casting  of  his  single 
vote.  However  important  that  is,  it  hardly 
makes  the  individual  stand  out  in  a crowd 
as  a vital  political  force.  For  neither  poli- 
tics nor  government  respond  perceptably  to 
solo  effort  in  a democratic  society.  They 
respond  to  majorities.  So,  if  we  are  to  do 
much  about  the  course  this  country  takes 
or  about  the  people  running  it,  we  must 
join  forces  with  others  of  like  mind. 

That  is  why  we  have  political  parties  in 
the  first  place.  And  that  is  why  we  have 
a PAC  movement.  The  sad  part  of  it  all  is 
that  the  medical  profession  waited  as  long 
as  it  did  to  form  its  own  political  action 
mechanism. 

The  text  of  my  sermon  to  you  today  is 
that  medicine’s  PAC  movement  is  the  one 
and  only  ABM  defense  that  exists  for  pri- 
vate practice — and  by  ABM  I mean  Anti- 
Bureaucratic  Medicine. 

Why  should  you,  as  individual  physicians, 
belong  to  AMPAC  and  your  State  PAC? 
Why  not  work  within  your  political  party 
instead?  No  reason  at  all,  and  many  indi- 
viduals do.  Certainly  both  parties  display 
the  welcome  mat  to  those  willing  and  able 
to  commit  spare  time  to  political  work  a 
full  twelve  months  a year. 

The  PAC  movement  is  designed  to  be  an 
effective  political  vehicle  for  physicians 
who  cannot  afford  to  commit  twelve  months 
a year  to  work  within  their  party.  And 
few  of  us  can.  We  therefore  work  to  sup- 
port the  candidates  we  select  as  an  aux- 
iliary to  their  own  party  organizations  dur- 
ing a three  or  four  month  campaign. 

Does  this  diffuse  party  effort?  Not  at  all. 
Once  the  candidate  support  committee 
agrees  on  a particular  candidate,  it  com- 
mits itself  to  the  maintaining  of  campaign 
discipline.  There  is  nothing  new  to  this 
technique.  Voluntary  committees  have 
been  formed  to  support  a particular  candi- 
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date  in  a particular  election  from  time  im- 
memorial. Just  as  there  were  “Citizens  for 
Nixon,”  there  were  probably  “Veterans  for 
U.  S.  Grant,”  or  a reasonable  equivalent 
thereof.  But  such  efforts  have  traditionally 
been  “one-shot”  affairs.  They  were  formed 
when  the  campaign  started  and  dissolved 
when  the  election  was  over.  In  the  process 
they  sacrificed  continuity. 

The  new  look  in  candidate  support  com- 
mittees— the  PAC  look — is  different.  These 
committees  function  as  parts  of  a perma- 
nent organization — the  PAC  movement — 
with  no  formal  ties  to  either  political  party. 
They  are  candidate  oriented,  work  for  a 
candidate  only  during  his  campaign,  and 
then  revert  to  a skeletal  organization  ready 
to  expand  into  a full  committee  the  next 
time  the  office  is  contested.  As  a result, 
political  sophistication  and  experience  are 
built  in  to  the  entire  effort;  rudimentary 
organization  is  maintained,  and  expansion 
to  full  strength  for  the  campaign  is  made 
infinitely  easier  by  reason  of  a continuing, 
seasoned  cadre.  This  is  political  action. 
This  is  candidate  support.  This  is  what 
gets  results,  because  it  follows  the  often 
quoted  dictum  of  Raymond  Moley,  who 
said:  “Power  is  where  the  lawmakers  are 
made — not  where  the  laws  are  made.” 

Now,  let  me  tell  you  something  about 
the  organizational  structure  of  the  PAC 
movement,  which  makes  political  action 
possible,  and  explain  to  you  why  it  has 
impact  on  the  political  process.  Let  me  also 
tell  you  why  political  action  must  remain 
separate  from  the  rest  of  organized  medi- 
cine’s day-to-day  activity.  Political  action, 
or  candidate  support,  is  circumscribed  by 
Federal  law.  A business,  for  example,  can- 
not contribute  corporate  funds  to  a candi- 
date for  Federal  office.  Neither  can  a labor 
union  donate  the  funds  it  amasses  from 
the  collection  of  dues  to  such  a purpose. 

However,  a voluntary,  nonprofit,  unin- 
corporated group  of  similarly-minded  peo- 
ple can,  if  they  wish,  pass  the  hat  among 
themselves  and  contribute  the  proceeds  to 
any  candidates  they  choose.  For  purposes 
of  law,  the  AMA  and  the  State  medical 
societies  are  considered  to  be  corporations. 
Their  membership  dues  therefore  are  sub- 
ject to  the  prohibition  of  the  Federal  law 


and  cannot  be  used  to  support  Federal 
candidates  running  for  office. 

But  there  is  a solution  to  the  problem, 
and  labor  found  it  way  back  in  the  1930’s. 
The  solution  is  to  form  permanent  political 
action  committees — separate  groups  perma- 
nently organized  to  raise  and  develop  a 
corps  of  trained  political  activists  to  work 
in  campaigns.  The  best  known  of  these 
labor  groups  today  is,  of  course,  the  AFL- 
CIO’s  Committee  on  Political  Education, 
better  known  as  COPE.  There  are  also 
many  smaller  political  action  groups  with- 
in the  labor  movement.  But  labor  was  first 
in  the  field,  and  the  jump  it  got  on  business, 
industry  and  the  professions  enabled  it  to 
amass  tremendous  political  power  and  trans- 
late it  into  legislative  results. 

The  advantages  of  such  organization,  to 
name  just  a few,  include:  increasingly 

skilled,  experienced  direction,  and  make 
possible  by  continuity  of  operation,  better 
trained  volunteer  workers,  easier  adminis- 
tration, and  above  all,  the  ready  identifica- 
tion of  the  committee,  its  goals,  and  the  ex- 
tent of  its  political  contribution  by  the 
party  leaders  and  the  candidates  supported. 

As  obvious  as  these  advantages  seem  to 
us  now,  labor  was  the  first  to  recognize 
them  in  the  1930’s,  and  other  groups  were 
bewilderingly  slow  to  follow  suit.  Labor’s 
reasoning  behind  its  landmark  decision  is 
hardly  difficult  to  guess.  It  was  this: — if 
the  Federal  and  State  governments  were 
not  being  responsive  to  labor’s  legislative 
wishes,  why  not  work  to  elect  a majority 
of  legislators  who  would  be?  You  cannot 
quarrel  with  that,  either  logically  or  as  a 
matter  of  civic  right.  But  labor’s  political 
innovation,  as  simple  in  its  way  as  the 
discovery  of  the  wheel,  quickly  led  to  a 
mechanism  that  revolutionized  American 
politics.  In  no  time  at  all,  Franklin  D. 
Roosevelt  was  saying  “clear  it  with  Syd- 
ney,” and  his  party  leaders  were  routinely 
clearing  legislative  matters  with  Sydney 
Hillman  and  the  other  members  of  labor’s 
hierarchy. 

Those  of  us  who  have  not  been  cloistered 
in  monasteries  for  the  past  few  decades 
know  full  well  that  labor  often  has  been 
able  to  pipe  the  legislative  tune  in  Con- 
gress and  the  state  legislatures — if  not  all 
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the  time,  at  least  some  of  the  time.  In  the 
89th  Congress,  for  example,  1,600  bills  af- 
fecting health  care  were  introduced,  and 
from  their  number  emerged  Medicare, 
Medicaid,  Regional  Medical  Programs,  and 
Comprehensive  Planning  and  Partnership 
for  Health.  It  is  far  from  coincidental  that 
65  members  of  the  89th  Senate  and  298 
members  of  the  House  were  elected  with 
union  support.  Not  surprisingly,  these  men 
and  women  tended  to  vote  “right”  as  labor 
viewed  it.  And  not  surprisingly,  arguments 
running  counter  to  labor’s — however  well- 
founded  they  might  have  been — often  fell 
on  deaf  ears. 

AMPAC,  founded  in  1961  with  the  AMA’s 
backing  and  blessing,  was  the  first  counter- 
vailing force  of  any  importance.  It  is 
voluntary,  nonprofit,  unincorporated  and 
bipartisan.  The  bipartisanship  is  extremely 
important  and  is  based  upon  our  recogni- 
tion of  the  fact  that  able,  intelligent  candi- 
dates are  to  be  found  within  the  ranks  of 
both  political  parties.  Bipartisanship  is  re- 
flected in  AMPAC’s  membership,  which  con- 
tinues to  grow  dramatically  each  year,  and 
in  the  composition  of  our  10  member  Board 
of  Directors,  appointed  by  the  AMA  Board 
of  Trustees.  Thus,  we  have  AMPAC  as  the 
national  organization.  Each  of  the  50  states, 
as  well  as  the  District  of  Columbia,  has  its 
own  autonomous  PAC.  The  state  political 
action  committees  recruit  their  own  mem- 
bers and  solicit  dual  membership  in  AM- 
PAC at  the  same  time. 

Now,  what  happens  when  the  time  comes 
to  support  candidates? 

The  PAC  members  in  a given  Congres- 
sional district  get  together  and  decide  who 
they  want  to  support  on  the  basis  of  cer- 
tain very  pragmatic  factors: — the  candi- 
date’s chance  to  win;  his  political  principles; 
his  need  for  help;  his  importance  in  the 
party  hierarchy,  etc. 

They  then  set  out  to  expand  their  candi- 
date support  committee,  raise  money,  and 
line  up  volunteer  services  for  the  man  they 
intend  to  back. 

If  additional  financial  help  is  needed,  the 
committee  applies  to  the  State  PAC,  which 
may  or  may  not  decide  to  put  more  money 
into  the  race.  Here  again,  the  decision  of 
the  State  PAC  is  based  on  political  realism. 


But  assuming  the  State  PAC  agrees  that 
the  candidate  is  in  a close  race,  needs  more 
money,  and  should  be  helped,  it  honors  the 
request  of  the  candidate  support  commit- 
tee to  the  degree  that  State  PAC  funds 
permit. 

Suppose  at  this  point  that  the  State  PAC 
feels  its  own  contribution  to  the  race  re- 
quires further  augmentation.  It  then  for- 
mally requests  AMPAC  to  get  involved. 
Once  more  the  process  of  political  evalu- 
ation takes  place,  this  time  by  the  review 
committee  of  the  AMPAC  Board.  Again,  the 
decision  to  support  the  candidate  or  not, 
and  if  so,  to  what  degree,  is  dictated  by 
realism,  common  sense,  and  the  number  of 
dollars  available. 

At  both  the  state  and  national  levels  the 
idea  is  to  stretch  the  voluntarily  given 
dollar  as  far  as  possible,  neither  wasting 
it  on  hopeless  causes  nor  allocating  it  to  a 
candidate  who  does  not  really  need  the 
help. 

Thus,  the  physician  who  lives  in  a hotly- 
contested,  marginal  House  district,  is  asked 
to  give  at  three  levels:  as  a member  of 
the  candidate  support  committee,  as  a mem- 
ber of  his  State  PAC,  and  as  a member  of 
AMPAC.  As  a PAC  member,  every  phy- 
sician is  asked  to  be  a realist.  He  is  asked 
to  accept  the  fact  that  the  PAC  movement 
cannot  afford  wishful  thinking,  and  that  all 
over  the  country  his  colleagues  are  putting 
aside  parochial  thinking  for  the  common 
success.  Not  that  this  message  always 
comes  through  loud  and  clear. 

I remember  getting  into  an  argument  not 
long  ago  with  a couple  of  Mississippi  phy- 
sicians who  still  could  not  see  the  merits 
of  the  PAC  movement.  One  of  them  put 
it  this  way:  “If  some  of  the  other  states 

had  Congressional  delegations  as  solid  as 
Mississippi’s,”  he  said,  “we’d  have  no  prob- 
lem. So  we’ll  handle  our  Congressmen  and 
hope  that  some  of  the  other  states  pull  up 
their  socks  and  deal  more  effectively  with 
their  own.”  Well,  that’s  five  House  mem- 
bers and  two  Senators  accounted  for.  But 
you  take  a few  Congressmen  from  Michi- 
gan, a few  more  from  New  York,  New 
Jersey,  Massachusetts,  California  and  Illi- 
nois, throw  in  a sprinkling  of  Texans, 
Pennsylvanians  and  Wisconsinites,  season 
with  COPE  dollars  and  you  just  may  come 
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up  with  a labor-dominated  majority.  And 
what  that  majority  does  will  be  just  as 
binding  on  the  state  of  Mississippi  as  it  will 
be  on  the  49  other  states.  So  a Mississippi 
physician  has  as  much  of  a stake  in  the  suc- 
cess of  the  other  state  PAC’s — and  AMPAC 
— as  he  has  in  the  reelection  of  his  own 
Congressional  delegation. 

Be  that  as  it  may — just  how  successful 
has  the  PAC  mechanism  been?  You  need 
not  take  my  word  for  it.  Just  drop  into 
the  AMPAC  office  the  next  time  you  are  in 
Chicago  and  look  at  files  bulging  with  testi- 
monials from  the  people  who  know,  at  first 
hand,  the  value  of  physician  help.  I am 
speaking,  of  course,  of  the  candidates  them- 
selves. AMPAC  is  now  second  only  to  labor 
in  the  total  of  its  dollar  support  to  Con- 
gressional candidates.  Last  year  we  hit 
around  .750,  which  is  pretty  fair  by  coun- 
try ballplayers,  while  COPE  was  averaging 
.600. 

But  figures  like  this  tell  only  half  the 
story.  Our  State  PAC’s  were  involved  in 
more  than  half  the  House  contests,  more 
than  half  of  the  Senate  races,  and  in  many 
hundreds  of  campaigns  for  the  State  legis- 
lature. I wish  I could  give  you  particulars, 
as  who  we  supported  and  to  what  extent. 
The  reason  I cannot  spell  out  the  details  is, 
again,  because  AMPAC  always  tries  to  base 
its  policies  on  realism.  All  of  us  have  seen 
candidates  attacked  by  their  opponents  be- 
cause they  were  openly  endorsed  by  labor, 
for  instance.  The  same  thing  can  happen 
if  the  PAC  movement  openly  endorses  a 
candidate  and  advertises  the  degree  to 
which  he  was  supported: — it  just  may  make 
it  harder  for  him  to  win  this  time,  or  next 
time. 

That  is  why  we  leave  it  to  the  candidate 
himself  to  acknowledge  or  not — as  he  sees 
fit — the  extent  of  the  PAC  support  he  re- 
ceives. Many  candidates  acknowledge  that 
support  openly  and  proudly,  and  we  are 
delighted  that  they  do.  Many  others  accept 
PAC  support  and  ask  that  physicians  and 
their  wives  work  as  members  of  their  over- 
all committee  of  volunteers.  They  simply 
prefer  not  to  advertise. 

I can,  however,  give  you  a rule  of  thumb 
about  the  size  of  the  PAC  movement’s  fi- 
nancial commitment: — for  every  dollar 
AMPAC  commits  to  candidates,  3 dollars 
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more  are  committed  by  the  State  PAC’s 
and  the  candidate  support  committees.  On 
the  basis,  then,  of  the  amount  AMPAC  re- 
ported to  the  Clerk  of  the  House  last  year, 
in  accordance  with  the  law,  the  PAC  move- 
ment contributed  close  to  $3  million  to  the 
candidates  of  both  parties  who  sought  legis- 
lative offices. 

What  does  this  mean  to  the  private  prac- 
tice of  medicine?  That  we  have  more 
friends  than  ever  before  in  Congress  and 
the  state  legislatures — friends  in  both  the 
Democratic  and  the  Republican  parties. 
These  men  and  women  will  not  be  bull- 
dozed. They  will  listen  to  medicine’s  side 
of  the  argument  and  think  about  it  before 
they  vote  their  consciences.  That,  my 
friends,  is  what  political  action  can  do.  Cor- 
rection: that  is  what  political  action  has 
done. 

In  last  year’s  election  we  spent  more 
money  than  ever  before,  having  entered 
the  campaign  with  record  membership.  But 
we  will  never  know  how  many  of  our  candi- 
dates won — during  a conspicuously  expen- 
sive election  year — because  the  doctors  and 
doctors’  wives  of  this  country  did  their  fair 
share  of  contributing.  Neither  can  we 
measure  the  value  to  these  candidates  of 
skilled  PAC  volunteers  serving  on  their 
campaign  committees.  But  we  do  know 
that  we  have  friends — Democrats  and  Re- 
publicans alike — in  both  Houses  of  the  92nd 
Congress.  And  we  do  know  that  we  have 
more  of  them  than  ever  before. 

We  will  need  them.  You  have  already 
heard  about  some  of  the  legislative  prob- 
lems awaiting  our  profession.  How  they  are 
resolved  will  be  determined,  to  a great 
extent,  by  who  the  legislators  are  that  will 
do  the  legislating.  Our  chances  of  emerging 
with  good  laws  are  far  better  when  good 
and  thoughtful  legislators  sit  in  the  halls 
of  Congress.  Yet  the  last  shot  will  not  have 
been  fired  when  the  92nd  Congress  passes 
into  history  2 years  from  now.  We  must 
think  about  the  93rd,  and  the  94th,  and  the 
95th  and  the  other  Congresses  that  will 
follow.  And  we  must  recognize  that  there 
is  no  end  to  the  job  that  we  have  taken 
on  in  the  PAC  movement.  So  let  us  think 
always  of  the  future,  and  the  course  it 
should  take.  You,  and  others  like  you,  can 
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— if  you  will — help  determine  that  course. 
You  can  determine  it  if: 

If  you  will  recognize  that  the  quality  of 
health  care  which  is  our  overriding  con- 
cern is  guaranteed  only  by  a system  based 
upon  private  practice: 

If  you  will  continue  to  give  some  of  your 
time  and  a few  of  your  dollars  to  the  sup- 
port of  a movement  which  grows  steadily 


in  strength,  steadily  in  numbers,  steadily 
in  importance  ...  to  medicine,  yes  . . . but 
also  to  the  200  million  Americans  whom 
medicine  serves. 

I ask  that  you  too  reaffirm  that  commit- 
ment, that  you  remain  actively  and  directly 
involved,  that  you  continue  to  sustain  the 
PAC  movement,  because  it  is  the  sword 
and  shield  of  freely  practiced  medicine. 


REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


BE  SAFE-BE  SURE 
SEE 

YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note- 

Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 
Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 
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CASE  REPORT 

Laboratory  Acquired  Leptospirosis 

W.  David  Jack,  II,  M.D.,  Lt.  (MC)  USNR, 

Norfolk,  Va.  and 
W.  Anderson  Spickard,  Jr.,  M.D.* 

Nashville,  Tenn. 

Leptospirosis  has  been  recognized  as  an 
occupational  hazard  of  veterinarians,  farm- 
ers and  others  in  contact  with  a variety 
of  mammals.  Laboratory-acquired  infec- 
tions have  been  previously  reported.1'5 
The  majority  of  these  accidental  infections 
were  caused  by  Leptospira  ballum  and 
were  from  laboratory  mice.2’3’6  The  first 
reported  case  of  human  L.  icterohaemor- 
rhagiae  was  acquired  in  a laboratory.5 

L.  canicola  infections  are  acquired  pre- 
dominantly from  dogs.  Public  health  re- 
ports have  listed  cases  of  laboratory-ac- 
quired L.  canicola  infections,  but  no  de- 
tailed accounts  of  these  patients’  illnesses 
are  available.7’8  This  report  describes  a 
patient  with  leptospirosis  caused  by  L. 
canicola  in  an  investigator  who  processed 
dog  kidneys  and  handled  live  rats  in  his 
endocrinologic  experiments. 

A 40  year  old  white  male  physician  was  ad- 
mitted to  Vanderbilt  University  Hospital  com- 
plaining of  fever  and  headache.  He  had  been 
in  good  health  until  Oct.  15,  1967  (one  week 
before  admission)  when  he  noticed  the  onset 
of  myalgias,  fatigue,  and  chilly  sensations.  There 
were  no  frank  chills.  On  the  1st  day  of  illness 
the  T was  103.6°  F.  He  treated  himself  over 
the  next  few  days  with  aspirin  and  fluids  orally, 
without  improvement.  On  Oct.  16,  the  T was 
104°. 

He  was  seen  by  his  physician,  and  physical 
examination  was  normal  except  for  a T of  101°. 
WBC  count  was  5,000.  A chest  x-ray  was  nor- 
mal. On  several  occasions  the  patient  noticed 
that  his  urine  was  dark.  On  Oct.  20  he  de- 
veloped an  almost  continuous  bitemporal  head- 
ache, made  worse  by  movement  and  partially 
relieved  by  aspirin.  He  saw  his  physician  again 
on  Oct.  21  and  blood  was  drawn  for  liver  func- 
tion tests.  The  results  were:  Serum  glutamic 
oxaloacetic  transaminase  (SGOT),  50  Karmen 


*From  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine  and  Vanderbilt 
University  Hospital,  Nashville,  Tenn.  37203. 

(Reprint  requests  to  Dr.  Jack  at  Dispensary, 
U.S.  Naval  Amphibious  Base,  Little  Creek,  Nor- 
folk, Va.  23521). 


units  (normal  8-40),  serum  glutamic  pyruvic 
transaminase  (SGPT),  202  Karmen  units  (nor- 
mal 5-35),  and  alkaline  phosphatase,  7.2  Bo- 
dansky  units  (normal  1-6) . Serum  bilirubin  was 
normal  (1.0  mg/100  ml).  The  fever  persisted, 
and  on  the  morning  before  admission  the  T was 
102°.  There  were  no  cutaneous,  respiratory,  or 
ocular  symptoms. 

Examination  on  admission  on  Oct.  22  revealed 
an  alert  man  complaining  of  severe  headache. 
P was  84  and  BP  130/80  mmHg.  There  was 
mild  right  upper  quadrant  tenderness.  The  neck 
was  supple.  The  liver  and  spleen  were  not 
palpable,  and  there  was  no  conjunctivitis  or 
icterus. 

Laboratory  values  included  a urinalysis  with 
1+  protein  (Clinistix)  and  1 to  4 WBC/hpf.  The 
WBC  count  was  7,500  with  a normal  differential 
count.  PCV  was  40.5%.  The  BUN  was  13  mg/ 
100  ml.  The  SGOT  was  57  units/ml  and  the 
SGPT  85  units/ml.  Alkaline  phosphatase  was 
17  King-Armstrong  units  (normal  4-17).  Serum 
lactic  dehydrogenase,  bilirubin,  cholesterol  was 
normal.  Prothrombin  time  was  62%  of  normal. 
Total  serum  protein  was  6.7  g/100  ml,  of  which 
3.0  g/100  ml  was  albumin. 

Lumbar  puncture  soon  after  admission  showed 
an  opening  pressure  of  260  mm  of  water,  closing 
pressure  of  170  mm,  protein  90  mg/100  ml  and 
glucose  50  mg/100  ml.  The  spinal  fluid  revealed 
6 RBC  and  156  WBC  per  cu  mm,  all  of  which 
were  lymphocytes.  India  ink  preparation  and 
Gram  stain  revealed  no  organisms,  and  none 
wTere  cultured  from  blood,  urine  and  cerebro- 
spinal fluid.  Special  media  used  for  the  isolation 
of  Leptospira  were  not  available  at  the  time. 

Slide  agglutination  titers  were  negative  for 
Typhoid  O (A,B,D).  The  Salmonella  group  E 
titer  was  1:80.  The  heterophile  titer  was  1:14. 
Darkfield  examination  of  serum  and  urine  was 
negative.  An  acute  phase  serum  was  sent  to  the 
Tennessee  State  Serology  Laboratory  for  lepto- 
spiral  agglutination  studies.  Specific  serotype 
agglutinations  were  performed  at  the  Center  for 
Disease  Control  (CDC)  in  Atlanta,  Georgia, 
Table  1. 

Shortly  after  admission  the  patient’s  T was 
104°.  Subsequently,  he  became  afebrile  except 
for  an  elevation  to  100.8°  on  the  3rd  hospital 
day.  He  was  treated  symptomatically  with 
analgesics  and  bedrest.  No  antibiotics  were  em- 
ployed. He  showed  rapid  improvement.  On  dis- 
charge from  the  hospital  he  complained  only  of 
mild  low  back  pain  which  persisted  for  one  week 
thereafter. 

Discussion 

Further  questioning  of  the  patient  re- 
vealed that  in  his  investigative  laboratory 
procedures  he  frequently  handled  live  rats 
without  protecting  gloves.  He  also  handled 
fresh  dog  kidneys.  In  the  latter  experi- 
ments, however,  he  used  protective  gloves 
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TABLE  I:  Acute  and  convalescent  phase  leptospira  serotype  agglutinations 

Days  after  Onset  of  Signs  and  Symptoms  when  sera  Drawn 


Antigen  8 

L.  ballum  1:200 

L.  canicola  1:400 

L.  icterhemorrhagiae  1:200 

L.  grippotyphosa  1:50 

L.  pyogenes  


during  mincing  and  emulsifying  the  tissue, 
which  he  would  then  draw  up  into  pipettes 
by  oral  suction  for  transferral  to  glass  vials. 
The  possible  modes  of  Leptospira  trans- 
mission from  infected  animals  or  animal 
tissues  in  this  case  are  therefore  multiple. 
Statistically  it  is  more  likely  that  the  in- 
fection was  acquired  from  the  dog  kidneys 
rather  than  from  the  rats,  because  the  L. 
canicola  serotype  is  encountered  much 
more  commonly  in  dogs.7 

Although  leptospira  recovery  was  not 
adequately  attempted,  L.  canicola  is  as- 
sumed to  be  the  infecting  serotype.  It  is 
well  known  that  cross  reactions  with  het- 
erologous serotypes  may  occur  and  equal 
or  higher  titers  with  the  heterologous 
serotype  may  be  seen  during  the  acute 
phase  of  the  disease.9  The  persistence  of 
the  L.  canicola  titer  of  1:100  for  14  months 
after  the  illness,  in  the  absence  of  het- 
erologous titer  elevations,  suggests  that  the 
infection  was  by  the  L.  canicola  species. 

With  the  exception  of  the  rare  Weil  syn- 
drome, most  human  leptospiral  infections 
do  not  have  life-threatening  clinical  mani- 
festations, postinfective  complications  or 
permanent  organ  damage.  Of  116  L.  canicola 
infections  in  the  CDC  report,  28%  had  evi- 
dence of  acute  liver  disease  and  46%  had 
renal  involvement.7  A serologic  survey  of 
58  laboratory  workers  who  handled  mice 
revealed  that  8 had  significant  L.  ballum 
agglutination  titers.2  Of  these,  6 gave  a 
history  of  febrile  illness,  4 of  whom  later 
had  developed  testicular  pain.  We  are  not 
aware  of  testicular  symptoms  associated 
with  other  types  of  leptospirosis. 

Strict  measures  to  prevent  other  cases  of 
acquired  leptospirosis  must  be  enforced  in 
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1:1600 

1:6400 

1:400 

1:1600 

1:6400 

1:100 

1:100 

1:1600 

1:100 

1:400 

1:200 

laboratories  and  animal  facilities.  Protec- 
tive rubber  gloves  should  be  used  during 
the  handling  of  laboratory  animals,  their 
excreta  or  fresh  tissue  from  them.  Mouth 
pipetting  should  not  be  allowed  when  tis- 
sues potentially  infected  with  leptospiral 
organisms  are  emulsified  and  handled.  Care- 
ful disinfection  of  pens  and  animal  wastes 
in  animal  facilities  will  also  prevent  acci- 
dental infection  of  laboratory  personnel 
with  leptospirosis. 
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MEDICAL  CARE  PROGRAM 


A TIMELY  REVIEW  OF  PROPOSED  HEALTH  CARE  BILLS  . . . National  health  insur- 
ance will  receive  concentrated  attention  during  the  First  Session  of 
the  92nd  Congress.  TMA  is  following  these  bills  as  they  affect  patient 
care  and  the  practicing  physician  . • . Here  are  the  major  provisions 
of  the  health  care  bills  to  be  considered. 

* * * * * 


PROPOSED  BY:  THE  AMERICAN  MEDICAL  ASSOCIATION-MEDICREDIT  . . . Provisions: 
. • • Permits  individuals  to  choose  their  own  health  coverage  by  giving 
tax  credits  to  buy  insurance  . . • Credits  would  be  scaled  to  income 
with  the  Federal  government  buying  insurance  for  families  paying  less 
than  $300  Federal  Income  Tax  a year  . . • System  of  delivery  of  care 
would  not  change.  Extent  and  quality  of  care  delivered,  including 
doctors*  fees,  governed  by  peer-review  procedures  set  up  by  local 
county  medical  societies  . • . Estimated  cost:  $16  billion  annually. 

* * * * * 


PROPOSED  BY  THE  NIXON  ADMINISTRATION  (NO  NAME)  . . . Provisions:  Family 

health  insurance  for  the  poor  and  near-poor,  replace  Medicaid  and 
provides  preventive,  hospital,  and  surgical  care  • • . Full  Federal 
financing  and  nationwide  eligibility  standards  ...  Catastrophic 
insurance  covering  all  persons.  Pays  hospital  bills  after  30-60  days* 
care  and  80%  of  medical  bills  over  $2,000  . . • Estimated  cost:  $2.3 

billion  a year  from  Social  Security  funds. 

* * # * * 

PROPOSED  BY:  SENATOR  EDWARD  KENNEDY  AND  REPRESENTATIVE  MARTHA 
GRIFFITHS— HUMAN  SECURITY  . . . Provisions:  Emphasizes  group  practice  and 

comprehensive  care  ...  Eliminates  Medicare,  Medicaid  and  private 
coverage  . . . President  to  name  a five-member  Health  Security  Board 
to  administer  through  HEW*s  ten  regions  and  100  sub-regions  . . . 
Comprehensive,  total  care  with  few  limits  on  services  to  everyone  ... 
Consumers  would  comprise  majority  on  local  health-care-policy  boards 
. • . Financed  by  a 3.5%  tax  on  employers*  payrolls  and  1%  levy  on 
individuals  income  up  to  $15,000;  Federal  funds  would  pay  the  rest  . • • 
Estimated  cost:  $53  billion-author's  estimate  $77  billion-HEW' s 

estimate. 

% # sjc  # sic 

PROPOSED  BY:  HEALTH  INSURANCE  ASSOCIATION  OF  AMERICA-HEALTHCARE  . . . 

Provisions:  Extends  private  health- insurance  framework  to  all 

Americans  • . • Provides  complete  medical  care,  including  dental  care 
for  children  under  19  and  prescription  drugs  . . • State  and  Federal 
governments  would  pay  premiums  for  the  poor  and  near-poor  ... 
Individuals  and  employers  would  buy  private  coverage  . . • Federal 
standards  for  insurance  plans  would  assure  nationwide  uniformity  . . • 
Employers  with  sub-standard  plans  would  lose  one-half  tax  deductions  for 


premiums  until  plans  met  standards  . • • Estimated  cost:  §3.2  billion 

the  first  year. 

# # $ # # 

PROPOSED  BY:  AMERICAN  HOSPITAL  ASSOCIATION— AMERIPLAN  . . . Provisions: 
Creates  400  HMO-like  health  care  corporations  nationally  each  to  deliver 
comprehensive  health  care  in  a given  area.  Eliminates  Medicaid  and 
Medicare  . . • Federal  funds  would  pay  premiums  for  the  poor  and  the 
aged  . . • Non-poor  would  buy  own  coverage.  Consumers  would  help 
decide  scope  and  evaluate  quality  of  care  . • . Estimated  cost:  Not 

available. 

ife 

PROPOSED  BY:  SENATOR  RUSSELL  LONG-CATASTROPHIC  ILLNESS  . . . (Note:  This 

bill  was  approved  by  the  Senate  Finance  Committee  in  1970.)  Provisions: 
Protects  95%  of  all  Americans — those  under  65  who  are  covered  by  Social 
Security  against  catastrophic  illness  • . . Pays  for  hospital  bills 
after  the  first  60  days  of  care  and  for  80%  of  an  individual’s  medical 
bills  exceeding  §2,000  ...  Estimated  cost:  §2.2  billion,  financed  by 

extra  Social  Security  taxes. 

J{t  # 4=  # 

PROPOSED  BY:  CARNEGIE  COMMISSION  ON  MEDICAL  EDUCATION  RECOMMENDATION 
AND  SPONSORED  BY  SENATOR  CLAIBORNE  PELL-MINIMUM  HEALTH  BENEFITS  . . . 

Provisions:  Creates  federally  chartered  regional  health  corporations 

whose  stock  would  be  owned  by  doctors,  hospitals,  insurers,  and  other 
providers  of  care  • . • Blends  HMO's,  Ameriplan  and  area  health  educa- 
tion centers  . . • Comprehensive,  pre-paid  care  emphasizing  preventive 
and  ambulatory  services  . . • Would  educate  own  medical  manpower  . . • 
Permits  issuance  of  tax-exempt  bonds  to  build  facilities  ...  Salaried 
physicians  . . . Eliminates  fee-f or- service  . • . Educational  and 
medical-care-functions  financed  by  a combination  of  individual.  Federal 
and  employer  group-insurance  payments  • . • Estimated  cost:  None 

available. 

# # jje  :Js  % 

PROPOSED  BY  SENATOR  JACOB  K.  JAV1TS— OPTIONAL  EXTENDED  MEDICARE  . . . 

Provisions:  Extends  Medicare  benefits  to  all  Americans  under  65  who 

choose  it  . • . Permits  purchase  of  other  private  insurance.  In  stages, 
would  offer  complete  medical  service  to  everyone,  including  some  free 
medicine  and  dental  care  for  children  under  8 • . • Emphasizes  compre- 
hensive care  through  prepaid  groups,  HM0  type  plans  and  private 
insurance  plans  . . . Federal  government  pays  premiums  for  poor.  All 
others  would  pay  through  payroll  taxes  on  individuals  and  employers 
• . • Estimated  cost:  §66.4  billion  a year  when  fully  implemented. 

(Source:  THE  NATIONAL  OBSERVER.  January  25,  1971) 

2$. 

UNETHICAL  . . . "Charging  a separate  and  distinct  fee  for  the  incidental, 
administrative,  non-medical  service  the  physician  performs  in  securing 
the  admission  of  a patient  to  a hospital  is  not  in  keeping  with  the 
traditions  of  the  American  Medical  Association  and  it  is  to  be 
disapproved  as  unethical."  (Taken  from  the  AMA  publication  "Opinions 
and  Reports  of  the  Judicial  Council."  The  Judicial  Council  has  as  its 
duty  the  interpretation  of  the  principles  of  medical  ethics.) 

4:  % jf:  # 

SOCIAL  SECURITY  NUMBERS  REQUIRED  BY  INSURANCE  COMPANIES  . . . Before  they 
can  make  a payment  to  a physician,  the  insurance  companies  require 
social  security  numbers  before  they  will  make  a payment.  The  companies 
are  now  being  required  by  the  Internal  Revenue  Service  to  file  an 
information  return  on  any  physician  that  is  paid  an  aggregate  of  §600 
or  more  during  any  calendar  year. 


Hadley  Williams,  Assistant  Executive  Director 


MEDICARE  REMINDER  . . . Physicians  are  reminded  to  send  all  Medicare 
claims  for  retired  railroad  employees  to  the  Travelers  Insurance  Company 
rather  than  forwarding  them  to  the  usual  intermediary.  Equitable, 

Delays  in  receiving  payment  for  Part  "B"  Medicare  services  frequently 
may  be  traced  to  submission  of  a request  for  payment  to  the  wrong 
fiscal  intermediary,  according  to  the  Medicare  Claim  Department  of  the 
Travelers  Insurance  Company,  Retired  railroad  employees  are  covered 
on  a nationwide  basis  by  The  Travelers.  Other  persons  in  Tennessee 
eligible  for  Part  nBn  Medicare  benefits  are  served  by  Equitable  and  if 
a request  for  payment  for  a railroad  worker  is  misdirected  to 
Equitable,  an  appreciable  delay  may  result.  Physicians  should  instruct 
their  office  personnel  to  question  patients  as  to  the  type  of  Medicare 
involved  and  submit  railroad  requests  for  reimbursement  to  the  Travelers 
Insurance  Company,  307  Church  Avenue,  Knoxville  37920  for  claims  in 
East  Tennessee  and  to  The  Travelers,  110  21st  Avenue,  South,  Nashville 
37203  for  claims  in  Middle  and  West  Tennessee. 

jJC  jJ: 

JCAH  ACCREDITATION  MANUAL  FOR  HOSPITALS  ...  The  American  Medical 
Association  advises  that  the  Accreditation  Manual  for  Hospitals  of  the 
Joint  Commission  on  Accreditation  of  Hospitals  is  now  available.  The 
effective  date  of  the  revised  Standards  for  Hospital  Accreditation  is 
July  1,  1971.  Copies  may  be  purchased  directly  from  JCAH.  Interested 
physicians  will  want  to  attend  the  half-day  explanatory  conference  on 
the  revised  Standards  which  will  be  held  just  prior  to  the  AMA's  Annual 
Convention  on  Saturday,  June  19,  from  1:30  p,m.  to  5:00  p,m,  at  the 
Chalf onte-Haddon  Hall  in  Atlantic  City.  There  is  no  registration  fee 
for  the  meeting. 

i}c  ^ £ j): 

NORTH  CAROLINA  EXPERIENCE  UNDER  MEDICAID  ...  The  Medical  Society  of 
North  Carolina  has  been  advised  by  Blue  Cross-Blue  Shield  that  the 
most  frequent  charge  for  routine  examinations  by  ophthalmologists 
under  Medicaid  is  $15  and  when  performed  by  optometrists,  $26,  Figures 
show  that  if  the  10,424  claims  submitted  by  optometrists  had  been 
submitted  by  ophthalmologists  for  the  same  services,  the  Medicaid 
program  would  have  been  saved  approximately  $100,000  in  1970. 
Chiropractors  are  also  paid  under  the  state* s Medicaid  program  and 
received  $76,458  for  2,295  claims. 

# jj!  % # # 

SENATOR  EDWARD  KENNEDY  CONDUCTS  HEALTH  HEARINGS  . . . Senator  Edward 
Kennedy  and  his  Senate  Subcommittee  on  Health  has  been  conducting 
hearings  on  the  "health  care  crisis  in  America"  since  mid-March,  In 
addition  to  conducting  hearings  in  Washington,  Senator  Kennedy  scheduled 
visits  to  ten  cities  across  the  nation  including  Nashville.  In 
stumping  for  compulsory  national  health  insurance.  Senator  Kennedy 


opened  the  initial  hearings  with  a statement  regarding  the  health 
situation  in  America.  His  opening  statement  included  the  following: 
"Frequently  in  America,  the  best  medical  care  is  found  side  by  side 
with  some  of  the  worst  medical  care  anywhere  in  the  world.  Not  even 
the  most  affluent  patients  in  our  society  have  confidence  that  their 
diagnoses  are  accurate  or  that  their  treatments  are  appropriate.  For 
millions  of  our  citizens,  the  quality  of  care  is  so  poor  that  they 
may  easily  find  themselves  worse  off  because  of  their  contact  with  the 
system. " 

sjc  sjc  $ # 

DR.  NESBITT  APPEARS  BEFORE  KENNEDY'S  HEALTH  HEARINGS  . . . Immediate  past 
president  of  TMA,  Dr.  Tom  E.  Nesbitt  of  Nashville,  was  Medicine’s  sole 
witness  before  Senator  Edward  Kennedy's  "committee  hearings"  held  in 
Nashville,  April  20,  1971.  Dr.  Nesbitt,  in  his  opening  statement  before 
a packed  classroom  on  the  Vanderbilt  Campus,  questioned  the  authority 
of  the  Senate  Sub-Committee  on  Health  to  conduct  hearings  on  National 
health  insurance  in  view  of  the  fact  that  the  House  Ways  and  Means 
Committee  and  Senate  Finance  Committee  are  the  two  congressional  groups 
responsible  for  legislation  of  this  type.  Dr.  Nesbitt  also  indicated 
concern  over  the  fact  that  no  other  members  of  the  13-man  committee  were 
present.  Dr.  Nesbitt  was  one  of  the  few  witnesses  who  denied  that  a 
health  care  crisis  existed  but  noted  that  much  of  the  increase  in  demand 
for  medical  services  was  a result  of  Government  programs  such  as  Medi- 
care and  Medicaid.  He  also  questioned  whether  or  not  this  country 
can  afford  a compulsory  health  care  program  such  as  Kennedy’s  pending 
legislation  to  establish  National  health  insurance  when  costs  estimates 
range  from  $45  to  $77  billions  of  dollars.  The  AMA's  Medicredit  pro- 
gram of  voluntary  health  insurance  via  tax  credits  was  promoted  by 
Dr.  Nesbitt  as  a more  equitable  means  for  providing  health  care  for  the 
American  people  and  emphasized  that  it  provided  help  only  for  those  who 
needed  it  and  did  not  provide  benefits  for  wealthy  and  well-to-do  as 
does  Senator  Kennedy's  bill.  Although  the  majority  of  the  audience  was 
composed  of  supporters  of  either  Senator  Kennedy  or  his  legislation. 

Dr.  Nesbitt  drew  applause  for  his  comments  on  more  than  one  occasion, 
much  to  the  surprise  of  the  Senator  from  Massachusetts. 

* * * * * 

LEGISLATIVE  COMMITTEE  SCHEDULES  ANNUAL  TRIP  TO  WASHINGTON  ...  The  TMA 

Legislative  Committee  will  meet  in  Washington,  D.C.  with  members  of 
the  Tennessee  Congressional  delegation  June  9th.  Dr.  0.  Morse 
Kochtitzky  of  Nashville,  chairman  of  the  TMA  committee,  said  a group 
of  more  than  20  physicians  representing  each  of  Tennessee's  nine 
congressional  districts,  will  participate  on  this  10th  annual  affair. 

ORIENT  ADVENTURE  SPACE  LIMITED  . . . Reservations  for  TMA' s Orient 
Adventure  trip  to  Toyko  and  Hong  Kong  in  August  is  nearing  capacity. 

The  once-in-a-lif etime  opportunity  to  visit  the  far  off  Orient  will 
depart  via  chartered  707  jet  from  Nashville  August  6,  1971  returning  14 
days  later.  Full  price  of  the  tour  is  $895  plus  $35  tax  which  includes 
direct  jet  transportation  from  Nashville  and  return,  hotel  accommoda- 
tions in  two  of  the  world's  finest  hotels,  two  meals  per  day  from  a 
choice  of  restaurants,  and  many  other  exclusive  private  tour  features. 

A medical  seminar  will  also  be  available  at  a small  additional  cost 
for  those  who  desire.  Complete  details  are  available  from  TMA  head- 
quarters. 


For  the  past  twenty  years,  and  especially  for  the  past  ten,  the 
medical  profession  has  been  in  a constant  and  unrelenting  political 
fight  to  try  and  save  for  the  people  of  this  country  the  most  widely 
available  and  highest  quality  medical  care  available  to  a people. 
The  political  leaders  who  brought  to  our  cities  the  blight  of  the 
ghetto  and  to  our  rural  areas  the  death  of  the  rural  economy  upon 
which  our  country  had  grown,  have  sought  with  the  help  of  the 
uninformed  and  uninterested  press  to  lay  the  blame  for  the  plight 
of  the  poor  at  the  door  of  the  medical  profession.  This  is  the 
same  profession  which  continues  to  fight  for  the  right  to  provide 
the  best  medical  care  for  all  the  people.  It  is  not  the  intent  of 
this  page  to  defend  or  qualify  the  statement  above  relative  to  the 
availability  or  quality  of  medical  care  in  t his  nation.  It  is  rather  the  intention  to  point 
out  that  as  one  segment  of  the  American  Scene  after  another  passes  under  the  domina- 
tion of  all-powerful  central  government,  medicine  has  continued  to  adapt  and  improve 
the  political  efforts  that  have  kept  free  such  segments  of  the  society  of  our  land  as  have 
remained  free.  That  the  profession  continues  to  mount  increasing  efforts  to  stay  free 
bespeaks  the  ability  of  the  medical  mind  to  adapt  to  the  political  arena.  It  also  demon- 
strates the  profound  faithfulness  of  doctors  to  the  medical  ideal  of  free  men  practicing 
free  medicine  in  the  care  of  the  sick,  answerable  to  the  medical  conscience  and  not  to 
the  medical  audit  of  the  great  computer  in  Washington. 

I believe  that  the  people  who  love  freedom  must  understand  and  applaud  our  efforts. 
In  medicine  there  is  no  dues  check-off  as  a basis  for  political  power.  Ours  is  truly  a 
democratic  profession  where  the  policies  upon  which  we  act  are  determined,  not  by  a 
small  group  of  powerful  individuals  sittin  g for  the  whole,  but  rather  one  in  which  the 
total  power  resides  in  the  duly  elected  and  functioning  membership.  The  political  ef- 
fort is  valid  and  it  is  necessary.  We  must  continue  our  political  efforts  and  even  expand 
them  to  the  ultimate  success  that  we  must  achieve  in  the  political  arena. 

However,  political  success  alone  would  be  pyrrhic  victory.  As  we  are  involved  and 
active  in  the  political  sphere  we  must  not  forget  the  base  from  which  our  true  strength 
derives.  We  must  maintain  our  educational  standards  at  the  very  highest  level  in  un- 
dergraduate, graduate,  and  continuing  post-graduate  education.  We  must  ourselves  insure 
our  own  ability  as  individuals  to  provide  the  better  care  that  we  must  constantly  strive 
to  give.  Only  by  involvement  in  the  area  of  education  can  we  do  what  we  must  for  the 
sake  of  the  medical  conscience  that  burns  in  all  of  us.  We  must  assure  that  our  con- 
tinuing progress  in  knowledge  of  drugs  and  scientific  techniques  will  provide  also  the 
proper  availability  of  such  progress  to  all  of  us  and,  hence,  to  the  sick.  We  must  do 
this  for  a free  conscience  that  says  we  are  our  brother’s  keeper  as  no  one  else  can  be. 

We  must  not  abrogate  our  responsibility  to  research.  As  a means  of  retiring  to  the 
shade  of  the  ivory  tower  and  withdrawing  from  the  demands  and  stresses  of  patient  care, 
research  will  bring  forth  little  fruit.  But  the  integrity  and  continued  effort  of  the  true 
scientist  will  produce  the  better  fruit  that  will  make  people  bless  his  name. 

Finally,  we  must  seek  to  keep  before  our  eyes  the  constant  signals  of  compassion  and 
ethical  concern  that  are  the  foundation  stones  of  our  profession.  If  we  are  able  to  do 
this,  we  shall  be  a blessing  for  our  country  and  the  sick  for  whom  we  care. 


Sincerely, 


John  H.  Saffold,  M.D. 


President 
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EDITORIAL 

AMA  DRUG  EVALUATION 

The  AMA  makes  the  headlines  of  the 
news  media  not  infrequently,  and  when  it 
does  it  commonly  is  in  derogatory  terms 
as  a whipping  boy  and  as  reactionary.  This 
public  image  is  so  overplayed  that  even  a 
not  inconsiderable  segment  of  the  medical 
profession  illustrates  the  effectiveness  of  the 
press  in  its  uncritical  remouthing  of  jour- 
nalists’ words. 

Three-quarters  and  more  of  the  large 
AMA  budget  is  spent  in  “nonpolitical” 
areas  for  the  good  of  the  profession  and  of 
the  public  but  never  “makes  the  news,” 
being  too  pedestrian.  The  several  Councils 
and  Commissions  by  their  very  names  il- 
lustrate the  broad  spectrum  of  impact  their 
activities  make  upon  the  education  of  the 
medical  profession,  the  allied  health 
sciences  and  the  welfare  of  the  citizenry  in 
hospitals,  toward  attainment  of  comprehen- 
sive medical  care  and  in  the  control  of  its 
environment. 

For  almost  a century  “organized” 
medicine,  and  especially  the  AMA  was  for 


practical  purposes  the  only  purveyor  of 
continuing  education.  This  editorial  is  to 
comment  upon  its  latest  and  really  monu- 
mental contribution  to  the  practitioner’s 
continuing  education — the  new  and  First 
Edition  of  the  AMA  Drug  Evaluations  1971 
(AMA-DE).  By  now  it  should  be  on  the 
desk  of  every  AMA  member.  Obviously 
much  time  and  effort  by  many  knowledge- 
able persons  has  gone  into  its  production 
as  well  as  large  sums  of  money  from  the 
AMA’s  income.  The  AMA  Council  on  Drugs 
and  Department  of  Drugs  has  been  engaged 
in  this  task  for  4 years.  A revision  is 
planned  every  2 years. 

The  Chairman  of  the  AMA  Council  on 
Drugs  stated  that  “It  is  aimed  primarily  at 
the  practicing  physician  . . . those  on  the 
firing  line.”  The  immediate  past  chairman 
of  the  Council  added,  “There  has  never  been 
a real  general  source  of  drug  information 
for  the  practicing  physician.”  ( AMA  News, 
March  15,  1971). 

Your  Editor  after  reviewing  the  format 
and  content  of  the  book  adds  his  own 
accolade  “well  done.”  A most  valuable  14 
page  introduction  as  General  Information 
serves  either  as  a quick,  readable  review  of 
basic  pharmacologic  principles  or  as  a ref- 
erence section  when  the  practitioner  faces 
certain  thorny  problems.  I wish  each 
recipient  of  the  book  would  take  the  time 
to  read  these  14  pages  to  renew  knowledge 
of  how  drugs  act  and  why.  The  one-page 
on  “Scope  and  Organization  of  Evaluations” 
is  necessary  for  the  practical  use  of  the 
book.  Other  items  of  General  Information 
are:  Dosage  Recommendations  (with  valu- 
able comments  on  dosage  in  children) ; Use 
of  Drugs  During  Pregnancy  (considerations 
of  the  “placental  sieve”) ; Timed-Release 
Preparations  (variability  of  absorption, 
etc.) ; Use  of  Laboratory  Studies  to  Monitor 
Adverse  Reactions  (common-sense  ap- 
proaches to  this  matter) ; Caution  in  Use 
of  “Potent”  Drugs  (drug  dependence  and 
accidents) ; Drug  Interactions  (direct  in- 
teractions of  two  given  drugs;  interactions 
in  the  G.I.  tract  as  related  to  absorption; 
displacement  by  protein  binding;  metabo- 
lism of  drugs;  interactions  at  the  adrenergic 
neuron;  interactions  at  the  receptor  site; 
excretion) ; Pharmacogenetics  (hereditary 
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diseases  or  abnormalities  as  affected  by 
drugs  and  variations  among  normal  persons 
in  response  to  drugs) . These  14  pages  give 
a succinct  review  of  guideposts  and  danger 
signs  for  the  use  of  drugs.  One  cannot 
help  but  emphasize  that  any  form  of  treat- 
ment, whether  surgical  or  pharmacologic, 
represents  the  choice  of  the  lesser  of  two 
evils — treatment  or  disease!  This  implies 
that  the  practitioner  should  give  thought 
to  what  he  hopes  to  accomplish  at  the 
expense  of  a patient’s  general  health  as  he 
picks  up  the  scalpel  or  the  prescription  pad. 

Ninety  chapters  categorize  the  drugs  in 
use  under  captions,  to  cite  examples  as: 
Digitalis  Glycosides;  Diuretics;  Antidiabetic 
Agents;  Strong  Analgesics;  Sedatives  and 
Hypnotics;  Anti-depressants;  Bronchodila- 
tors;  Dermatologic  Agents;  Penicillins; 
Antineoplastic  Agents;  as  examples  of  the 
90  chapters  to  end  with  Miscellaneous 
Drugs.  In  these  chapters  the  available  drugs 
are  named,  with  comments  on  actions,  uses, 
dosage,  route  of  administration,  adverse  ef- 
fects and  other  pertinent  items.  Properly 
the  drugs  appear  under  generic  headings  so 
their  derivation  are  identifiable,  but  trade 
names  and  manufacturer  are  included. 

These  90  chapters  are  followed  by  a New 
Drugs  Section  where  brief  monographs  de- 
scribe the  latest  additions  to  the  doctor’s 
therapeutic  armamentatium.  I would 
strongly  urge  reference  to  this  section  after 
a sales  brochure  or  sample  has  been  left  on 
the  office  desk,  as  a check  with  an  unbiased 
authority. 

At  the  end  of  the  book  are  three  valuable 
indices  for  quick  reference:  (1)  Indications, 
(2)  Adverse  Reactions,  and  (3)  Drugs. 

The  notice  of  the  AMA-DE  in  the  AMA 
News  of  March  15,  states: 

“The  book  reflects  the  long-standing 
policy  of  the  Council  on  Drugs  that  the 
effects  of  drugs  are  intrinsically  so 
complex  that  it  is  generally  advisable  to 
administer  multiple  agents  separately  in 
order  that  the  dosage  and  frequency  of 
administration  of  the  individual  drugs 
may  be  varied  in  accordance  with  a 
patient’s  requirements.  Therefore,  most 
fixed-ratio  combinations  listed  are  not 
recommended.” 

This  attitude  has  raised  the  hackles  of 


some  in  the  drug  industry.  The  AMA-DE 
lists  many  of  the  drug  mixtures  but  may 
designate  their  use  as  irrational.  Dr.  John 
Adrianni,  past  chairman  of  the  AMA  Coun- 
cil on  Drugs  and  chairman  of  the  ad  hoc 
committee  which  coordinated  work  on  the 
book  explained  the  choice  of  this  term: 

“In  using  this  designation,  the  Council 
on  Drugs  does  not  mean  to  imply  that 
all  or  even  most  are  necessarily  ineffec- 
tive. In  many  instances  it  merely  means 
that,  in  the  judgment  of  the  Council,  one 
or  more  ingredients  is  not  fully  appro- 
priate under  usual  circumstances  for  the 
intended  purpose  of  the  preparation. 
Many  close  judgments  were  made  in  this 
regard,  and  some  are  undoubtedly  subject 
to  differences  of  opinion.” 

I applaud  this  attitude  of  the  Council  es- 
tablished in  the  past  as  appropriate.  Drug 
mixtures  or  “shotgun  prescriptions”  have 
been  the  subject  of  comment  on  this  page 
in  past  years.  We  always  have  been  dis- 
turbed by  (1)  the  inflexibility  in  therapy 
by  the  use  of  drug  combinations,  and  by 
(2)  overlooking  a drug  already  being  taken 
in  a mixture  as  another  is  added.  It  is 
surprising  that  a physician  is  willing  to  tie 
himself  to  an  inflexible  dosage  when  he 
knows  as  well  the  variability  in  effect  as 
between  two  people  for  a given  drug,  the 
variability  not  necessarily  related  to  all  the 
drugs  contained  in  a mixture.  It  is  not  too 
uncommon  to  see  instances  of  drug  intoxi- 
cation resulting  from  the  prescribing  phy- 
sician having  overlooked  the  sedative  hyp- 
notic or  psychotropic  drug  content  of  an 
antianginal  or  antihypertensive  agent,  for 
example,  in  use  for  sometime  before  the 
subsequent  addition  of  a sedative,  hypnotic 
or  psychotropic  drug.  Such  instances  of 
drug  intoxication  we  have  seen  as  the  cause 
of  admission  to  a mental  hospital! 

The  AMA-DE  is  a monument  to  the 
AMA’s  interest  in  the  practice  of  “good 
medicine.”  One  may  predict  that  in  the 
courts  it  may  provide  a fitting  antidote  to 
the  rigidity  of  FDA  regulations.  It  should 
establish  what  is  considered  “good  med- 
icine” in  the  experience  of  the  practicing 
profession  over  the  theoretical  guidelines 
of  the  FDA. 

It  is  the  Editor’s  hope  that  the  AMA-DE 
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will  become  the  most  thumbed  book  on 
the  doctor’s  desk  and  in  the  nurse’s  station 
in  the  hospital.* 

R.H.K. 


* Single  copies  sell  for  $15.00,  with  reduced 
rates  to  students  and  for  bulk  orders.  It  would 
seem  that  hospitals  would  wish  to  have  a copy 
on  every  floor. 


IN  MEMORIAM 


Allen,  Robert  J.,  Elizabethton.  Died  February 
26,  1971,  Age  58.  Graduate  of  the  Medical 
College  of  Virginia,  1942.  Member  of  the 
Washington-Carter-Unicoi  County  Medical  So- 
ciety. 

Edington,  Ernest  M.,  Sr.,  Knoxville.  Died 
March  3,  1971,  Age  72.  Graduate  of  the  Univer- 
sity of  Tennessee  Medical  School,  1928.  Member 
of  the  Knoxville  Academy  of  Medicine. 

Epperson,  Roy  W.,  Athens.  Died  March  15, 
1971,  Age  66.  Graduate  of  the  University  of 
Tennessee  Medical  School,  1929.  Member  of  the 
McMinn  County  Medical  Society. 

Heron,  Charles  S.,  Cleveland.  Died  March  27, 
1971,  Age  63.  Graduate  of  the  University  of 
Tennessee  Medical  School,  1936.  Member  of  the 
Bradley  County  Medical  Society. 

Kittrell,  Beulah  M.,  Maryville.  Died  March  6, 
1971,  Age  69.  Graduate  of  the  University  of 
Tennessee  Medical  School,  1928.  Member  of  the 
Blount  County  Medical  Society. 

Torian,  Oscar  N.,  Sewanee.  Died  March  29, 
1971,  Age  95.  Graduate  of  the  University  of 
Pennsylvania  Medical  School,  1900.  Member  of 
the  Franklin  County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  this  opportunity  to  welcome 
these  new  members  of  the  Tennessee  Medical 
Association. 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Mohammed  Q.  Hoda,  M.D.,  Chattanooga 
Harold  E.  Messinger,  M.D.,  Chattanooga 
Juan  Carlos  Nosti,  M.D.,  Chattanooga 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Dudley  C.  Fort,  M.D.,  Sewanee 
Fletcher  S.  Stuart,  M.D.,  Sewanee 
Roger  Way,  M.D.,  Sewanee 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

K.  M.  Allum,  M.D.,  Morristown 
M.  E.  Bukovitz,  M.D.,  Morristown 

NASHVILLE  ACADEMY  OF  MEDICINE 

Lee  William  McLain,  M.D.,  Nashville 
Constantine  Potanin,  M.D.,  Nashville 
K.  Shannon  Tilley,  M.D.,  Nashville 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

MacKinnon  Ellis,  M.D.,  Johnson  City 

Memphis  and  Shelby  County 
Medical  Society 

Dr.  Joseph  P.  Johnson,  Chancellor  of  the 
University  of  Tennessee  Medical  Units,  was 
the  guest  speaker  at  the  Memphis  and 
Shelby  County  Medical  Society  meeting  on 
April  6.  Dr.  Johnson  addressed  the  Society 
on  recent  developments  and  future  plans  of 
the  U.T.  Medical  Units. 

Roane-Anderson  County 
Medical  Society 

Dr.  Gerald  Fenichel,  Professor  of  Neu- 
rology at  the  Vanderbilt  University  School 
of  Medicine,  was  the  featured  speaker  at 
the  Roane-Anderson  County  Medical  So- 
ciety meeting  of  March  30.  “Migraine”  was 
his  speech  topic. 


NATIONAL  NEWS 


This  Month  in  Washington 
(From  Washington  Office,  AMA) 

American  Medical  Association  spokesmen 
urged  that  the  AMA  Medicredit  national 
health  insurance  program  be  adopted  as  the 
best  way  to  assure  the  nation’s  poor  access 
to  quality  medical  care  and  to  free  families 
with  moderate  incomes  from  the  fear  of 
bankruptcy  resulting  from  a long,  costly 
illness. 

Dr.  Max  H.  Parrott,  chairman  of  the 
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Board  of  Trustees,  and  Dr.  Russell  B.  Roth, 
speaker  of  the  House  of  Delegates,  repre- 
sented the  AMA  before  the  Senate  Health 
Subcommittee  at  one  of  its  hearings  on 
national  health  insurance  and  major  health 
care  problems  facing  the  nation. 

They  estimated  the  first  year  cost  of 
Medicredit  at  $14.5  billion,  much  less  than 
some  proposals  before  Congress  that  would 
have  the  Federal  Government  virtually  take 
over  the  nation’s  health  care  delivery. 

The  Medicredit  legislation  (H.R.  4960  and 
S.  987)  has  been  introduced  in  Congress 
with  131  Democrats  and  Republican  mem- 
bers as  sponsors. 

Dr.  Roth  said  that  Medicredit,  “without 
disturbing  the  present  medicare  program 
for  the  elderly  . . . makes  available  to 
everyone  under  65  a private  program  of 
comprehensive  medical  and  health  care 
protection,  covering  both  the  ordinary  and 
the  catastrophic  expenses  of  illnesses  or 
accident.” 

Dr.  Parrott  warned  against  legislating 
revolutionary  changes  in  health  care  de- 
livery. He  urged  that  innovations  be  tried 
on  an  experimental  scale  instead. 

“The  American  medical-health  care  sys- 
tem needs  something  more  than  a poultice, 
but  something  less  than  a burial,”  he  said. 

“The  AMA  believes  we  can  bring  about 
needed  improvements  without  gambling  on 
a whole  new  medical-health  care  system 
whose  effects  and  effectiveness  are  un- 
predictable . . . The  American  doctor  is 
sincerely  concerned  over  the  prospect  of 
any  sudden,  single,  massive  unevaluated 
experiment  which  would  cast  all  200  million 
Americans  in  the  role  of  the  guinea  pig.” 

Dr.  Parrott  also  testified  that  many  health 
problems  would  respond  best  to  programs 
that  are  not  purely  medical. 

“Our  fat  standard  of  living  creates  health 
problems,”  he  said.  “We  ride  in  cars  when 
we  should  be  on  a bicycle  or  on  foot.  We 
overeat.  We  overdrink.  We  smoke  cig- 
arettes. This  affluent  life  style  relates  di- 
rectly to  the  accident  rate,  the  principal 
killer  up  to  middle  age,  and  to  heart 
diseases,  the  principal  killer  after  middle 
age.” 

Speaking  as  a practicing  obstetrician,  Dr. 
Parrott  pointed  out  that  infant  mortality 
rates  in  this  country  are  not  entirely  a 


medical  problem.  They  are  linked  closely 
to  malnutrition  and  other  conditions  of 
poverty,  particularly  in  urban  ghettos,  he 
said. 

“If  we  could  create  a broad  program  that 
would  bring  dignity  into  the  lives  of  people 
in  our  slums,  if  we  could  create  a world 
every  mother  wanted  to  bring  her  child 
into,  that  would  do  more  to  improve  infant 
mortality  than  a hundred  Mayo  clinics,”  he 
said. 

❖ ❖ ❖ 

The  chairman  of  the  AMA’s  Council  on 
Rural  Health  told  the  Senate  Health  Sub- 
committee that  a variety  of  new  health 
programs  are  needed  to  solve  the  problems 
of  health  care  in  rural  communities. 

The  AMA  spokesman,  Leopold  J.  Snyder, 
M.D.,  Fresno,  Calif.,  said  some  of  the  new 
programs  already  are  being  tried. 

“Experience  indicates  that  no  one  ap- 
proach will  solve  the  health  needs  of  every 
community.  Any  attempt  to  find  single 
causes  for  these  health  problems,  or  simple 
solutions  to  them,  is  bound  to  result  in 
total  frustration. 

“While  medical  solutions  are  being 
sought,  we  believe  that  the  root  causes  to 
these  problems — largely  socio-economic  in 
character — should  be  identified  and  re- 
solved.” 

Dr.  Snyder  explained  to  the  subcommit- 
tee that  while  large  segments  of  people  in 
rural  communities  have  access  to  quality 
health  care,  there  are  still  large  segments 
which  do  not. 

“In  some  instances,”  he  said,  “these  peo- 
ple live  in  remote  localities,  far  from  the 
nearest  health  center.  In  other  cases,  their 
lack  of  adequate  health  service  can  be 
attributed  to  reasons  of  economics,  immo- 
bility, cultural  attitudes,  and  a host  of  other 
causes. 

“Whatever  the  reason,  the  American 
Medical  Association  believes  every  person 
should  have  access  to  adequate  health  care, 
whether  he  lives  in  a city,  or  some  remote 
rural  region,  regardless  of  his  economic 
circumstances. 

“Doctors  are  aware  of  the  need  for  better 
health  care  in  rural  communities.  Together 
with  other  groups  and  organizations,  we 
are  actively  developing  new  approaches  to 
the  problems.” 


Someone 
acutely  ill 
needs  this 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there'; 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community's 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDiCENTER 

AMERI 

* 

Vlice  Place  to  §et  Well 

Medicenter  of  America  / Jackson  • Nashville  • Memphis,  Tennessee 
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Among  the  new  programs  under  study 
by  the  AMA,  he  said,  are: 

— In  Seattle,  the  University  of  Washing- 
ton is  providing  former  medical  corpsmen 
with  a three-month  refresher  course  on 
civilian  medical  procedures.  Upon  comple- 
tion of  the  course,  these  former  medics  are 
sent  to  physicians  across  the  state,  who 
have  agreed  to  act  as  their  preceptors,  and 
to  employ  them  after  12  months  of  on-the- 
job  experience.  Some  of  these  men  are 
already  on  the  job,  mostly  in  rural  com- 
munities. This  Medex  Program,  as  it  is 
called,  is  supported  by  the  Washington 
State  Medical  Association  and  its  Education 
and  Research  Foundation,  as  well  as  the 
AMA’s  Council  on  Rural  Health. 

— In  Lawrence  County,  Ala.,  another 
project  also  involves  the  services  of  former 
medical  corpsmen.  In  this  Appalachian 
area,  there  are  only  six  physicians  to  serve 
a population  of  30,000.  Basically,  the  project 
has  two  modes  of  patient  contact — a family 
care  unit  and  “out-reach”  teams.  The  out- 
reach teams  introduces  families  to  the  com- 
munity health  service  personnel,  who  can 
then  begin  the  history-taking  process  and 
refer  the  family  to  the  family  care  unit. 

— In  southern  Monterey  County,  Cal.,  a 
small  population  is  increased  to  23,000  by  a 
seasonal  influx  of  migrant  farm  workers. 
A group  of  10  physicians  and  80  supporting 
ancillary  staff  members  have  undertaken  to 
provide  medical  care  to  all  eligible  resi- 
dents, including  migrant  farm  workers. 
Patients  are  cared  for  in  the  same  facilities, 
by  the  same  medical  staff  that  serves  the 
self-sustaining  members  of  the  community. 
Transportation — including  a van,  equipped 
for  wheelchair  patients — serves  the  entire 
project  area.  Grantee  for  the  project  is  the 
Monterey  County  Medical  Society  with 
funds  from  the  Office  of  Economic  Oppor- 
tunity. 

— Another  significant  approach  may  soon 
be  attempted  in  the  wilderness  of  south- 
western New  Mexico.  This  is  a 50,000 
square  mile  region  of  high  mountain  ranges 
and  portions  of  the  Chihuahua  and  Sonora 
Deserts.  Some  95,000  inhabitants  of  the 
region  are  served  by  only  three  physicians. 

The  program  here  calls  for  a central 
health  center  and  a series  of  remote  health 


stations.  The  stations  will  be  staffed  by 
persons  trained  in  health  care,  but  not  as 
highly  trained  as  a physician.  They  will  be 
equipped  with  sensors,  similar  to  those  used 
by  the  National  Aeronautics  and  Space  Ad- 
ministration to  monitor  the  health  of  the 
astronauts.  Thus,  a patient  visiting  one  of 
the  remote  health  stations  will  have  at- 
tached to  himself  the  electronic  sensors, 
which  will  transmit  heartbeat,  respiration, 
blood  pressure  and  other  vital  data  to  the 
computer-controlled  center,  where  a phy- 
sician would  monitor  the  symptoms  and 
advise  the  allied  health  staffer  by  radio. 

^ ^ ^ 

President  Nixon  saying  that  he  personally 
opposes  abortions  as  “an  unacceptable  form 
of  population  control,”  rescinded  a Pentagon 
order  liberalizing  the  policy  on  abortions 
in  military  hospitals. 

His  statement  on  abortion,  issued  at  the 
Western  White  House  at  San  Clemente, 
California,  said: 

Historically,  laws  regulating  abortion  in 
the  United  States  have  been  the  province 
of  states,  not  the  Federal  Government.  That 
remains  the  situation  today,  as  one  state 
after  another  takes  up  this  question,  debates 
it  and  decides  it.  That  is  where  the  de- 
cisions should  be  made. 

Partly,  for  that  reason,  I have  directed 
that  the  policy  on  abortions  at  American 
military  bases  in  the  United  States  be 
made  to  correspond  with  the  laws  of  the 
states  where  those  bases  are  located.  If  the 
laws  in  a particular  state  restrict  abortions, 
the  rule  at  the  military  base  hospitals  are 
to  correspond  to  that  law. 

The  effect  of  this  directive  is  to  reverse 
service  regulations  issued  last  summer 
which  had  liberalized  the  rules  on  abortions 
at  military  hospitals.  The  new  ruling  super- 
sedes this — and  has  been  put  into  effect  by 
the  Secretary  of  Defense. 

But  while  this  matter  is  being  debated 
in  state  capitals,  and  weighed  by  various 
courts,  the  country  has  a right  to  know  my 
personal  views. 

From  personal  and  religious  beliefs  I con- 
sider abortions  an  unacceptable  form  of 
population  control.  Further,  unrestricted 
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abortion  policies,  or  abortion  on  demand,  I 
cannot  square  with  my  personal  belief  in 
the  sanctity  of  human  life — including  the 
life  of  the  yet  unborn.  For,  surely,  the 
unborn  have  rights  also,  recognized  in  law, 
recognized  even  in  principles  expounded  by 
the  United  Nations. 

Ours  is  a nation  with  a Judeo-Christian 
heritage.  It  is  also  a nation  with  serious 
social  problems — problems  of  malnutrition, 
of  broken  homes,  of  poverty  and  of  delin- 
quency. But  none  of  these  problems  justi- 
fies such  a solution. 

A good  and  generous  people  will  not 
opt,  in  my  view,  for  this  kind  of  alternative 
to  its  social  dilemmas.  Rather,  it  will  open 
its  hearts  and  homes  to  the  unwanted  chil- 
dren of  its  own,  as  it  has  done  for  the 
unwanted  millions  of  other  lands. 

❖ * * 

New  government  regulations  for  medicaid 
include  a requirement  that  the  physician 
certify  a patient’s  continuing  need  for  in- 
patient care  on  or  before  the  12th  day  of 
hospitalization  and  again  no  later  than  the 
18th  day. 

Other  final  regulations  issued  by  the 
Department  of  Health,  Education  and  Wel- 
fare give  the  Internal  Revenue  Service  more 
power  to  police  income  earned  under  the 
medicaid  program.  States  must  file  annual 
information  returns  showing  aggregate 
amounts  paid  to  providers  of  services  identi- 
fied by  name,  address  and  social  security 
number  or  employer  number. 

HEW  officials  said  the  new  regulations 
on  hospitalization  certification  are  expected 
to  reduce  medicaid  expenditures  by  cutting 
down  on  the  time  spent  by  patients  in 
hospitals. 

“Experience  with  medicare  has  shown 
that  requiring  certification  or  recertification 
by  physicians  reduces  hospital  stays  sig- 
nificantly,” John  Twiname,  administrator  of 
HEW’s  Social  and  Rehabilitation  Service, 
said.  “Applying  this  requirement  to  medi- 
caid can  cut  its  costs  without  lowering  the 
quality  of  care.” 

Inpatient  hospital  costs  have  been  ac- 
counting for  about  40  percent  of  total  medi- 
caid expenditures,  or  about  1.9  billion 
dollars  in  the  fiscal  year  1970. 


MEDICAL  NEWS 
IN  TENNESSEE 


Medical  Schools  Receive 
AMA-ERF  Grants 

Tennessee’s  three  medical  schools  have 
been  awarded  cash  grants  totaling  $42,819 
by  the  American  Medical  Association’s 
Education  and  Research  Foundation  (AMA- 
ERF). 

The  check  awards  were  presented  to  rep- 
resentatives of  the  medical  schools  during 
the  opening  session  of  the  Tennessee  Med- 
ical Association’s  annual  meeting  on 
Wednesday,  April  14. 

The  University  of  Tennessee  College  of 
Medicine  received  $23,486,  Vanderbilt  Uni- 
versity School  of  Medicine  was  granted 
$13,897,  and  Meharry  Medical  School  was 
given  $5,434. 

In  1970,  more  than  $1  million  was  con- 
tributed to  AMA-ERF  including  $515,569 
from  physicians,  $492,692  from  the  Woman’s 
Auxiliary,  and  $88,917  from  medical  so- 
cieties. 

Tennessee  contributed  the  ninth  largest 
amount,  $34,580,  of  the  participating  fifty 
states  and  four  territories.  The  Woman’s 
Auxiliary  to  the  Tennessee  Medical  Associa- 
tion made  the  fourth  largest  contribution, 
$26,763,  of  the  nation’s  auxiliaries. 

During  the  past  11  years  physicians  have 
contributed  $448,434,  through  the  Founda- 
tion to  Tennessee’s  medical  schools  and 
more  than  $12  million  to  all  U.S.  medical 
schools. 

Since  1962,  the  AMA-ERF  has  guaranteed 
3,177  loans  to  Tennessee  medical  students, 
interns  and  residents,  totaling  $3,146,440. 
And,  on  a national  basis,  the  Foundation 
has  guaranteed  43,631  loans,  totaling 
$48,571,275. 

Vanderbilt  University 

Vanderbilt  University  is  currently  plan- 
ning toward  the  establishment  of  a health 
care  service  training  program  for  medical 
students  that  will  emphasize  “prevention 
and  not  treatment.” 

Presently  named  the  Vanderbilt  Center 
for  Health  Services,  the  program  will  pre- 
pare medical  students  “to  keep  people 
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healthy  and  to  think  in  terms  of  preven- 
tion.” 

The  students  will  develop  through  train- 
ing an  understanding  of  the  patient’s  prob- 
lems, whether  they  be  of  a socio-economic, 
environmental,  or  cultural  nature. 

The  program  will  include  a community 
and  family  health  curriculum  with  courses 
in  sociology,  anthropology,  law,  philosophy, 
and  in  some  cases,  engineering.  Conse- 
quently, the  Vanderbilt  law,  arts  and 
sciences,  and  engineering  faculties  will  be 
directly  involved  in  the  program. 

According  to  Dr.  F.  Tremaine  Billings, 
interim  director  of  the  program,  the  cur- 
riculum will  probably  remain  an  elective 
at  present  but  in  the  future  may  become 
part  of  the  requirements  for  the  M.D. 
degree. 

Another  feature  of  the  program  may  be 
to  train  medical  students  in  other  fields  as 
law,  divinity,  or  education  leading  to  a 
second  doctorate. 

Dr.  Billings  has  also  indicated  that  the 
Center  will  have  a research  division  to 
study  the  effectiveness  of  different  ap- 
proaches to  the  delivery  of  health  care. 

Tennessee  Neuropsychia+ric 
Institute 

The  dedication  ceremonies  were  held  at 
Central  State  Psychiatric  Hospital  on 
March  19.  Those  taking  part  in  the  dedica- 
tory program  were:  Dr.  Frank  H.  Luton, 
Commissioner,  Department  of  M e n t al 
Health;  Dr.  Allan  D.  Bass,  Chairman,  De- 
partment of  Pharmacology,  Vanderbilt  Uni- 
versity School  of  Medicine;  Dr.  Alexander 
Heard,  Chancellor,  Vanderbilt  University; 
Dr.  Bertram  S.  Brown,  Director,  National 
Institute  of  Mental  Health;  Dr.  Fridolin 
Sulser,  Professor  of  Pharmacology,  Vander- 
bilt University  School  of  Medicine;  Dr. 
Morris  A.  Lipton,  Professor  and  Chairman, 
Department  of  Psychiatry,  University  of 
North  Carolina,  and  the  Honorable  Winfield 
Dunn,  Governor,  State  of  Tennessee. 

The  Dedication  Symposium  was  held  at 
the  George  Peabody  College,  with  Dr. 
Brown  serving  as  moderator.  Panelists  in- 
cluded Dr.  Nathan  Kline,  Director  of 
Research,  Rockland  State  Hospital,  Orange- 
burg, N.Y.;  Dr.  Jonathan  Cole,  Superinten- 


dent, Boston  State  Hospital,  and  Dr.  Daniel 
X.  Freedman,  Professor  and  Chairman,  De- 
partment of  Psychiatry,  University  of 
Chicago. 

The  descriptive  brochure  of  the  Tennes- 
see Department  of  Mental  Health  states: 

“The  Tennessee  Neuropsychiatric  Institute  lo- 
cated at  Central  State  Psychiatric  Hospital, 
Nashville,  Tennessee,  is  engaged  in  significant 
research  in  psychopharmacology — the  effect  of 
drugs  on  behavior. 

“The  Institute  is  unique  in  the  United  States 
in  that  it  has  basic  science  laboratories  and 
clinical  facilities  working  together  in  research 
into  the  causes  of  mental  illness  and  into  more 
effective  therapeutic  procedures.  It  thus  com- 
bines the  efforts  of  a highly  skilled  basic  science 
team  working  closely  with  research  psychiatrists 
at  a large  mental  institution. 

“It  is  the  center  of  a bond  of  cooperation  be- 
tween the  Tennessee  Department  of  Mental 
Health,  the  Vanderbilt  School  of  Medicine  and 
the  National  Institute  of  Mental  Health,  having 
been  established  by  and  being  under  the  joint 
sponsorship  of  those  bodies.  It  thereby  draws 
its  support  from  federal,  state  and  private 
agencies. 

“The  efforts  of  the  basic  science  unit  of  the 
Institute  are  geared  primarily  toward  developing 
an  understanding  of  the  basic  mechanisms  of 
brain  function  and  toward  the  development  of 
new  psychotropic  drugs. 

“By  applying  the  findings  of  the  basic  science 
laboratory  to  patients,  the  clinical  unit  hopes,  as 
part  of  its  function,  to  develop  more  effective 
procedures  for  the  treatment  of  mental  illness. 
This  process  focuses  on  close  examination  of  the 
reasons  for  individual  differences  in  response  to 
various  drug  treatments.  It  involves  investigation 
of  such  aspects  as  why  drugs  fail  to  help  certain 
patients,  how  to  treat  or  prevent  side  effects,  how 
drugs  may  augment  or  interfere  with  the  action 
of  each  other  in  humans,  how  to  treat  drug  over- 
dose toxicity  and  how  to  measure  individual 
response  to  certain  drugs. 

“The  Institute,  with  its  combined  clinical  and 
pre-clinical  facilities,  provides  an  ideal  environ- 
ment for  generation  of  practical  data  which  can 
be  given  immediate  application  to  patient  treat- 
ment, with  on-the-spot  evaluation  of  that  treat- 
ment. 

“A  major  breakthrough  in  the  treatment  of 
mental  disorders  occurred  with  the  development 
of  psychotropic  drugs.  There  arose  the  necessity 
for  critical  evaluation  of  potential  hazards  as 
well  as  benefits  of  the  new  therapeutic  agents, 
and  for  assessment  of  the  relative  value  of  drugs 
already  introduced  into  medical  practice.  The 
National  Institute  of  Mental  Health  responded  to 
the  challenge  by  providing  a grant  to  support 
and  extend  research  already  being  done  at  Van- 
derbilt in  the  field  of  psychopharmacology.  The 
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grant  contributed  significantly  toward  the  col- 
laborative effort  of  establishing  the  Institute. 

“In  summary,  the  Tennessee  Neuropsychiatric 
Institute  has  as  its  purpose: 

a)  Basic  science  inquiry  into  the  effects  of 
psychotropic  drugs, 

b)  Discovery  of  new  therapeutic  agents  and 
more  effective  treatment  procedures  perti- 
nent to  mental  health, 

c)  Application  of  the  basic  science  unit’s  find- 
ings and  of  other  recently  discovered 
pharmacologic  principles  to  treatment  of 
patients, 

d)  Evaluation  of  such  treatment, 

e)  Inquiry  into  the  reasons  for  individual  dif- 
ferences in  response  to  various  drug  treat- 
ments, and 

f)  Development,  in  general,  of  better  under- 
standing of  mental  illness  and  more  effec- 
tive patient  care.” 


PERSONAL  NEWS 


Dr.  Robert  D.  Adams,  Paris,  was  the  guest 
speaker  at  a recent  meeting  of  the  Woman’s 
Auxiliary  of  the  Henry  County  Hospital.  Dr. 
Adams  spoke  on  the  current  topic,  “Drug  Abuse.” 

Dr.  G.  H.  Berryhill,  Jackson,  served  as  general 
chairman  of  the  United  Cerebral  Palsy  of  Ten- 
nessee Telethon  at  the  Jackson  Junior  High 
School  on  March  27-28. 

Dr.  William  H.  Blackburn,  Camden,  has  been 
elected  Chairman  of  the  Tennessee  Game  and 
Fish  Commission.  He  assumed  the  position  dur- 
ing the  Annual  Conservation  Award  Banquet  in 
Memphis  on  March  11.  Dr.  Blackburn  has  been 
a member  of  the  Commission  for  four  years. 

Dr.  James  M.  Burkhart,  Knoxville,  was  in- 
ducted as  a Fellow  of  the  American  Academy 
of  Orthopedic  Surgeons  at  the  Academy’s  an- 
nual meeting  in  San  Francisco  on  March  8. 

Dr.  David  W.  Dunavant,  Memphis,  was  the 
guest  speaker  for  the  morning  worship  service 
at  the  First  Baptist  Church  of  Batesville,  Mis- 
sissippi, on  Sunday,  March  28. 

Dr.  William  L.  Duncan,  Martin,  recently 
moved  to  that  city  to  establish  a practice  of 
general  surgery  in  Weakley  County.  Previously, 
he  served  as  Assistant  Clinical  Professor  of  Sur- 
gery at  the  University  of  Tennessee  Medical 
School  and  as  a member  of  the  surgical  staffs 
at  Baptist  Memorial  and  Methodist  Hospitals  in 
Memphis. 

Dr.  John  M.  Frere,  Jr.,  Knoxville,  has  been 
named  a Fellow  of  the  American  College  of 
Radiology.  He  was  honored  at  a convocation 
during  the  College’s  48th  Annual  meeting  in  St. 
Louis  on  March  29. 


Dr.  Ben  D.  Hall,  Johnson  City,  was  recently 
elected  a trustee  of  the  American  Society  of 
Internal  Medicine  during  the  Society’s  15th  an- 
nual convention  in  Denver.  Dr.  Hall  is  a past 
president  of  the  Tennessee  Society  of  Internal 
Medicine. 

Dr.  Phillip  M.  Lewis,  Memphis,  was  elected  to 
the  Executive  Committee  of  the  Section  of 
Opthalmology,  Southern  Medical  Association  at 
its  recent  meeting  in  Dallas,  Texas. 

Dr.  Hassein  Massoud,  Chattanooga,  was  the 
featured  speaker  at  the  Chattanooga  Lion’s  Club 
on  March  24.  Dr.  Massoud  is  a staff  member  of 
Children’s  Hospital. 

Dr.  O.  L.  Merritt,  Dandridge,  addressed  the 
Tennessee  Licensed  Practical  Nurses  Association 
(Area  16)  at  their  regular  meeting  on  March  18. 
“Drugs  and  Drug  Abuse”  was  his  speech  topic. 

Dr.  W.  O.  Murray,  Dyersburg,  was  presented  a 
lifetime  membership  in  the  Jennie  Walker  School 
Parent-Teacher  Association  of  Dyersburg  for 
outstanding  civic  work  in  his  community.  A 
member  of  the  city  school  board,  Dr.  Murray 
was  also  named  “Outstanding  Young  Man  of  the 
Year  1971”  by  the  Dyersburg  Jaycees. 

Dr.  Fred  D.  Ownby,  Nashville,  directed  a 
course  for  students  at  Tennessee  Technical  Uni- 
versity, April  13,  on  the  treatment  of  heart  attack 
victims.  The  course  was  offered  by  the  Middle 
Tennessee  Heart  Association. 

Dr.  Robert  D.  Proffitt,  Maryville,  was  among 
18  members  from  the  Southeastern  Area  recently 
appointed  to  the  American  Red  Cross  Advisory 
Council.  The  Council  functions  as  a liaison  for 
Red  Cross  Chapters  and  the  National  Board  of 
Governors. 

Dr.  W.  Gardner  Rhea,  Paris,  presented  a pro- 
gram on  “Drug  Abuse”  at  the  Paris  Rotary  Club 
on  March  11. 

Drs.  Robert  S.  Sanders,  Radford  Smith,  and 
Robert  H.  Hackman,  all  of  Murfreesboro,  served 
as  panel  members  in  a program  sponsored  by  the 
Health  and  Physical  Education  Club  on  the  cam- 
pus of  Middle  Tennessee  State  University.  The 
three  physicians  discussed  the  problems  of  ve- 
nereal disease  before  an  audience  of  approxi- 
mately 400. 

Dr.  J.  R.  Watkins,  Lenoir  City,  received  a 
special  tribute  during  a National  Doctor’s  Day 
celebration  in  Loudon  County  on  March  23  as 
being  the  oldest  member  of  the  medical  staff  at 
Charles  H.  Bacon  Hospital.  Dr.  Watkins,  70, 
served  as  chairman  of  the  hospital  board  from 
January,  1950,  when  it  was  first  established  until 
September,  1969. 

Dr.  Charles  M.  Wender,  Knoxville,  served  as 
chairman  of  the  22nd  annual  Symposium  on 
Cardiology  for  Physicians  held  in  Knoxville, 
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March  25.  The  program  is  a continuing  profes-  May  20-21 
sional  education  project  sponsored  by  the  East 
Tennessee  Heart  Association  in  cooperation  with 
the  Division  of  Continuing  Education  and  Con-  May  27 
ferences,  University  of  Tennessee  Medical  Units. 


Dr.  Nat  T.  Winston,  Nashville,  was  the  keynote 
speaker  at  the  25th  annual  Career  Day  program, 
March  23,  at  Tennessee  Technical  University. 
More  than  4,000  high  school  juniors  and  seniors 
from  across  the  state  participated  in  the  Career 
Day  activities.  Further,  Dr.  Winston  served  as 
guest  speaker  at  the  Lion’s  Club,  District  12L, 
Mid- Winter  Rally  at  Jackson  State  Community 
College.  Lion’s  members  from  62  clubs  through- 
out West  Tennessee  attended  the  annual  social 
event. 


ANNOUNCEMENTS 


June  15-16 


May  3-7 
May  16-19 


May  17-20 
June  14-16 


Calendar  of  Meetings 

1971 

State 

May  18-21  American  Public  Health  Asso- 

ciation, Southern  Branch,  and 
Tennessee  Public  Health  Asso- 
ciation, (meeting  theme: 
“Universal  Health  Care — A 
Challenge  of  Public  Health”), 
Sheraton-Peabody  Hotel,  Mem- 
phis 


June  20-24 
June  20-24 


August  23-26 
August  29-30 


Tennessee  Heart  Association, 
18th  Annual  Meeting,  Holiday 
Inn  and  Ramada  Inn,  Jackson 

Middle  Tennessee  Medical  Asso- 
ciation, Sewanee  Country  Club, 
Sewanee 

Upper  Cumberland  Medical  So- 
ciety, Red  Boiling  Springs 

National 

American  Psychiatric  Associa- 
tion, Washington,  D.C. 

American  Thoracic  Society, 
Statler-Hilton  and  Biltmore  Ho- 
tels, Los  Angeles 

American  Urological  Associa- 
tion, Palmer  House,  Chicago 

American  Neurological  Associa- 
tion, Shoreham  Hotel,  Washing- 
ton, D.C. 

American  Medical  Association, 
Chalfonte-Haddon,  Atlantic  City 

Woman’s  Auxiliary  to  American 
Medical  Association,  Traymore 
Hotel,  Atlantic  City 

American  Hospital  Association, 
Chicago 

Congress  on  Occupational 
Health,  Jackson  Lake  Lodge, 
Grand  Teton  National  Park, 
Wyoming 


'rJJtCC  Cftest 

HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  45  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 


<3Wt  C*es  i 


HOSPITAL 


BIRMINGHAM,  ALABAMA 


SAINT 

ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

James  P.  King,  M.D. 

STAFF: 

Edward  E.  Cale,  M.D. 

William  D.  Keck,  M.D. 

Don  L.  Weston,  M.D. 

Morgan  E.  Scott,  M.D. 

J.  William  Giesen,  M.D. 

David  S.  Sprague,  M.D. 

Delano  W.  Bolter,  M.D. 

Clinical  Psychology: 

Davis  G.  Garrett,  M.D. 

Thomas  C.  Camp,  Ph.D. 
Carl  McGraw,  Ph.D. 

Don  Phillips,  Administrator 

James  E.  Dublin,  Ph.D. 

R.  Lindsay  Shuff,  M.H.A. 

Thomas  M.  Weddig,  Ph.D. 

Asst.  Administrator 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center 

Beckley  Mental  Health  Center 

Federal  St.,  Bluefield,  W.  Va. 

109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D. 

Leslie  J.  Borbely,  M.D. 

Mental 

Health  Clinic 

1 Professional 

Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 

For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Considerations  in  Devising  an  Overall  Health  Plan* 

Russell  B.  Roth,  m.d.,  Erie,  Pa. 

Speaker,  American  Medical  Association  House  of  Delegates 


Thesis: 

The  principal  resource  for  meeting  the 
medical  service  needs  of  the  Nation  is  the 
existing  supply  of  practicing  physicians. 

1st  priority  is  for  using  effectively  those 
practicing  physicians  we  now  have. 

2nd  priority  is  to  do  those  things  which 
may  be  done  to  increase  the  productivity 
of  physicians. 

3rd  priority  is  to  augment  the  number 
of  physicians. 

4th  priority  is  to  use  the  physician  ef- 
fectively in  his  role  as  a conservator  of 
expenditures  by  and  in  behalf  of  his 
patients. 

Considerations  in  respect  to  the  1st  priority 
(effective  use) : 

There  has  been  a substantial  “flight  from 
practice,”  and  especially  from  general  prac- 
tice, which  has  intensified  our  problems  in 
the  delivery  of  medical  service.  The  factors 
which  have  caused  this  exodus  from  direct 
patient  care  should  be  recognized  and,  to 
the  extent  possible,  eliminated.  There  has 
also  been  the  disturbing  fact  that  although 
new  physicians  are  being  trained  at  a rate 
well  exceeding  the  rate  of  general  popula- 
tion growth,  these  young  doctors  are  not 
being  motivated  to  enter  into  direct  patient 
care  in  the  areas  of  greatest  need.  If  we 
wish  to  hold  on  to  our  current  supplies  of 
active  practitioners  and  to  increase  them  in 
a rational  fashion  there  are  certain  things 
that  we  should  do,  and  a number  of  things 
which  we  assuredly  should  not  do. 

1 — In  the  existing  climate  of  the  United 
States,  efforts  to  regiment,  conscript,  or 
apply  economic  sanctions  to  the  medical 


*This  report  was  prepared  by  Dr.  Roth  and 
submitted  to  the  Department  of  Health,  Educa- 
tion, and  Welfare.  It  was  transmitted  to  the 
House  of  Delegates  in  November  1970  for  their 
information. 


profession  are  destined  to  make  matters 
worse  rather  than  better.  They  have  the 
effect  of  driving  even  more  physicians 
from  active  practice  into  research,  teach- 
ing administrative  medicine,  more  nar- 
row specialization  or  premature  retire- 
ment. 

2 —  Promises  on  the  part  of  government 
that  practicing  physicians  will  deliver 
even  more  health  service  to  beneficiaries 
than  they  are  now  able  to  produce  under 
stress  conditions  force  still  more  physi- 
cians to  seek  refuge  from  the  pressures. 

3 —  The  practicing  physician  is  con- 
fronted with  increasing  costs  of  living  and 
of  doing  business.  In  a generally  uncon- 
trolled economy,  measures  which  would 
freeze  the  income  levels  of  physicians, 
eliminating  their  ability  to  adjust  to  the 
economic  environment  are  discriminatory 
and  lead  to  still  further  departures  from 
active  practice. 

4 —  The  individual  physician  has  limited 
opportunity  or  capacity  to  respond  to 
over-all  societal  demands.  These  responses 
are  best  made  by  physicians  collectively, 
acting  in  concert  through  their  profes- 
sional associations.  It  is  in  the  best  inter- 
ests of  the  Nation  that  professional  or- 
ganizations be  aided  and  abeted  in  their 
cooperative  efforts.  To  denigrate  them 
and  to  give  them  adverse  tax  treatment 
reduces  their  capacities  and  their  re- 
sources for  constructive  input. 

5 —  It  has  been  proposed  in  several 
legislative  bills  that  bonus  dollars  will 
motivate  physicians  to  establish  practices 
in  rural  and  urban  shortage  areas.  The 
fact  is  that  large  numbers  of  physicians 
who  have  been  providing  service  in  those 
areas  leave  lucrative  practices  for  less 
rewarding  circumstances  in  which  the  off- 
sets are  such  things  as  personal  and 
family  security,  improved  educational 
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facilities,  or  a lessened  pressure  of  patient 
demand. 

6 —  Prepaid  comprehensive  group  prac- 
tice has  been  “discovered”  as  a potential 
answer  to  most  of  the  delivery  problems. 
Rechristened  “Health  Maintenance  Or- 
ganizations,” these  arrangements  for  prac- 
tice are  offered  as  a panacea  without 
recognition  of  the  fact  that  such  groups 
have  been  encountering  serious  problems 
of  their  own,  that  many  patients  do  not 
wish  to  enroll  in  such  plans,  and  that 
many  physicians  have  no  interest  in  prac- 
ticing in  them.  The  many  variations  of 
this  approach  deserve  support  as  com- 
petitive mechanisms  with  a chance  to 
prove  such  superiorities  as  they  may  de- 
velop in  respect  to  quality,  efficiency  and 
economy;  but  to  attempt  to  force  all  phy- 
sicians into  a rigid  pattern  of  salaried 
group  practice  could  be  the  most  destruc- 
tive move  made  by  government. 

7 —  Plans  which  would  base  the  entire 
delivery  system  of  medical  service  upon 
“primary  physicians”  with  responsibility 
for  channelling  patients  and  regulating 
payments  to  consultants,  specialists  and 
the  like  betray  a lack  of  understanding  as 
to  how  medicine  is  practiced. 

8 —  The  willingness  of  physicians  to 
participate  in  and  to  be  subject  to  peer 
review  in  respect  to  the  quality  and 
quantity  of  their  services  and  the  charges 
made  therefor  are  encouraging.  This 
should  be  supported,  not  discounted.  The 
prospect  of  evaluation  by  non-medical  re- 
viewers, or  medical  reviewers  hired  by 
non-medical  agencies  is  a strong  deter- 
rent to  cooperation. 

In  summary,  to  keep  physicians  in  active 
practice,  rather  than  to  disperse  them, 
government  should  abandon  emphasis  on 
prepaid  comprehensive  group  practice  al- 
though it  may  still  support  it.  It  should 
uphold  the  principle  that  a physician  should 
be  expected  to  charge  his  usual  fees  to  all 
patients  and  should  depend  on  a strength- 
ened system  of  peer  review  to  guarantee 
that  such  usual  fees  will  conform  with  cus- 
tomary fees  and  be  kept  within  the  ranges 
of  what  can  be  defined  as  “reasonable.” 
Mathematical  formulae  for  freezes  and  ar- 


bitrary percentiles  should  be  abandoned.  It 
should  probably  be  accepted  that  highly 
trained  physicians  cannot  be  attracted  into 
practice  in  rural  areas  or  in  many  slum 
areas,  and  alternative  mechanisms  for  the 
provision  of  adequate  medical  service 
should  be  developed. 

Considerations  in  respect  to  the  2nd  prior- 
ity (increased  productivity) : 

1 —  There  is,  in  general,  little  opportu- 
nity to  increase  the  productivity  of  the 
average  practicing  physician  by  simple 
extensions  of  his  working  hours.  Actually 
current  enthusiasm  for  group  practice 
formulae  seem  to  be  retrogressive  inas- 
much as  it  is  represented  to  the  physician 
who  is  currently  working  60-70  hours  per 
week  that  under  group  practice  arrange- 
ments he  may  reduce  this  to  50  or  less 
hours  per  week.  Scattered  figures  may 
be  cited  to  support  the  idea  that  100 
physicians  in  solo  practice  actually  pro- 
vide service  to  more  patients  per  week 
than  do  100  physicians  in  group  practice 
of  any  type. 

2 —  The  multiple  experimental  pro- 
grams of  Medex,  Duke  University,  the 
American  Urological  Association,  and 
scores  of  others  to  develop  support  to  the 
practicing  physician  deserve  subsidy  and 
assistance.  At  the  same  time  serious  at- 
tention must  be  paid  to  the  medical  prac- 
tice acts  of  the  several  states,  to  factors 
of  professional  liability,  insurance  cover- 
age, and  the  like. 

3 —  Restrictive  provisions  in  such  pro- 
grams as  Medicare  and  Medicaid  which 
make  it  economically  unfeasible  for 
physicians  to  delegate  to  others — 
especially  to  interns,  residents  and  office 
assistants — the  provision  of  appropriate 
services  should  be  eliminated  or  read- 
justed. 

4 —  Government  has  taken  an  unproduc- 
tive and  adverse  position  in  respect  to 
those  physicians  who  have  appeared  to 
earn  “too  much”  money  from  Federal  and 
State  programs.  Instead  of  the  antago- 
nistic approach  of  questioning  the  finan- 
cial “take”  by  such  persons  focus  should 
be  on  requesting  “peer  review”  of  the 
quality  of  care  offered  by  these  mass  pro- 
ducers. It  may  be  good. 
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5 — Many  physicians  are  dissuaded  from, 
or  become  disenchanted  with,  efforts  to 
provide  medical  service  for  Federal  and 
State  program  beneficiaries  because  of 
relatively  low  compensation,  excessive 
paper  work,  and  an  exposure  to  adverse 
publicity  because  of  payments  received. 
This  should  be  corrected.  Physicians  will- 
ing to  devote  themselves  to  this  type  of 
work  in  volume  should  be  praised  rather 
than  denigrated  for  their  efforts. 

Considerations  in  respect  to  the  3rd  priority 
(augmentation  of  physician  numbers) : 

1 —  Support  to  the  educational  roles  of 
medical  schools  should  be  clearly  sep- 
arated from  support  to  medical  research 
so  that  the  latter  is  not  used  as  a subter- 
fuge for  the  building  of  a medical  school 
faculty,  or  the  underwriting  of  medical 
school  operations. 

2 —  As  much  attention  should  be  de- 
voted to  keeping  in  clinical  practice  the 
physicians  we  have,  as  [is  devoted]  to  the 
training  of  more  physicians. 

3 —  A positive  program  of  public  rela- 
tions dedicated  to  making  the  clinical 
practice  of  medicine  attractive  to  oncom- 
ing generations  of  young  Americans 
would  be  more  productive  than  a cam- 
paign to  picture  physicians  as  entre- 
preneurs requiring  regimentation  and 
control. 

4 —  Serious  attention  should  be  given 
to  the  problem  of  professional  liability 
insurance  and  the  jeopardy  in  which  the 
practicing  physician  finds  himself  today. 
It  is  no  small  matter  that  the  new 
physician  finds  that  he  must  pay  from 
two  to  ten  thousand  dollars  per  year  in 
malpractice  insurance  premiums  before 


he  feels  safe  to  treat  his  first  patient.  It 
is  equally  important  to  recognize  that 
many  active  practitioners  are  being  forced 
from  practice  by  the  inability  to  purchase 
at  any  reasonable  figure  adequate  liabil- 
ity insurance.  The  answer  does  not  lie 
in  finding  new  “carriers”  for  the  insur- 
ance. It  lies  in  legal  reforms  governing 
liability. 

Considerations  in  respect  to  the  4th  priority 
(conservator  of  public  expenditures) : 

1 —  “Peer  Review”  is  the  governing  con- 
cept which  requires  support.  To  dilute  it 
with  lip  service  to  consumer  representa- 
tion is  not  helpful.  The  medical  profes- 
sion needs  to  be  supported  in  the  out- 
standing progress  which  it  has  made  in 
the  past  decade  in  the  perfection  of  peer 
review  techniques. 

2 —  Indoctrination  in  peer  review  should 
be  looked  upon  as  a proper  role  of  Na- 
tional, State  and  County  Medical  Soci- 
eties for  incorporation  into  medical  school 
curricula  and  hospital  intern  and  resi- 
dency training  programs. 

3 —  Techniques  of  education  for  the 
practicing  physician  in  the  relationship 
between  hospitalization,  physician  orders 
and  prescribing  practices  and  the  expen- 
ditures mandated  for  patients  or  those 
who  pay  their  bills  should  be  advanced. 

4 —  Considerable  attention  should  be 
given  to  the  thought  that  when  a 
physician  is  salaried,  or  otherwise  di- 
vorced from  the  fee-for-service  method 
of  compensation,  he  is  insulated  from  a 
specific  interest  in  how  his  services  or 
his  authorizations  for  service  have  impact 
upon  the  economics  of  medical  care. 

(From,  California  Medicine,  February,  1971.) 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 
Of  the  Tennessee  Medical  Association 
Chattanooga,  Tennessee  — April  14-17,  1971 


The  House  of  Delegates  of  the  Tennessee 
Medical  Association  met  in  Chattanooga, 
Tennessee  with  headquarters  in  the  Read 
House  Hotel,  April  14-17,  1971,  in  conjunc- 
tion with  the  136th  Annual  Meeting  of  the 
Association,  with  Dr.  R.  L.  DeSaussure, 
Speaker  of  the  House  and  Dr.  R.  H. 
Haralson,  Vice-Speaker,  presiding. 

The  invocation  was  rendered  by  Dr.  John 
H.  Burkhart,  Knoxville: 

DR.  JOHN  H.  BURKHART:  “Let  us  pray. 
Almighty  God,  Our  Father,  before  we  be- 
gin the  business  of  this  House  of  Delegates, 
we  look  to  Thee  for  guidance  and  inspira- 
tion. We  believe  that  to  be  a physician  is 
to  be  an  intermediary  between  man  and 
God.  We  believe  and  are  grateful  for  it 
that  we  belong  to  a profession  that  still 
speaks  of  its  duties  in  a world  in  which 
so  many  others  speak  only  of  their  rights. 
We  believe  and  are  grateful  for  it  that  we 
belong  to  a profession  established  on  the 
high  ideals  of  service  in  which  concern  for 
self  is  transcended  by  duty  to  patient, 
teacher,  student,  and  colleague,  and  the 
obligation  of  civilized  men  to  share  a great 
and  noble  task  by  fighting  for  a common 
cause  in  a great  crusade.  Bestow,  we  pray, 
Thy  blessing  on  us  all,  our  families,  our 
colleagues,  the  societies  which  we  repre- 
sent and  the  work  we  seek  to  achieve.  Give 
us  each  the  openness  of  mind  to  be  recep- 
tive, the  stoutness  of  principle  to  be  fair, 
the  courage  of  conviction  to  be  counted,  and 
the  greatness  of  heart  to  be  tolerant  of  the 
opposite  view,  so  that  whatever  we  do  as 
this  House  of  Delegates  listens,  deliberates, 
and  acts  may  be  done  to  the  greater  glory 
of  God  and  the  larger  benefit  of  all  mankind. 
Amen.” 

1970  Minutes  Approved 

The  Speaker  announced  that  the  Minutes 
of  the  last  regular  session  of  the  House  were 


reproduced  in  the  June,  1970  issue  of  the 
JOURNAL  OF  TMA,  and  requested  that  a 
motion  be  presented  to  approve  the  pro- 
ceedings as  published.  It  was  moved, 
seconded,  that  the  Minutes  of  the  1970 
regular  session  of  the  House  of  Delegates 
be  approved  as  published  in  the  June,  1970 
issue  of  the  JOURNAL.  The  motion  was 
adopted. 

Reference  Committees 

The  Speaker  announced  the  personnel  of 
the  Reference  Committees  to  consider  re- 
ports, resolutions,  amendments,  and  all 
matters  requiring  action  by  the  House  of 
Delegates. 

Committee  on  Credentials 

Joe  E.  Tittle,  M.D.,  Chairman,  Oak  Ridge 
Parker  D.  Elrod,  M.D.,  Centerville 
Max  A.  Crocker,  M.D.,  Lexington 

Reference  Committee  on  Amendments  to  the 
Constitution  and  By-Laws 

C.  Gordon  Peerman,  Jr.,  M.D.,  Chairman, 
Nashville 

Rufus  E.  Craven,  M.D.,  Memphis 
Joseph  K.  Maloy,  M.D.,  Kingsport 

Reference  Committee  A 

John  K.  Duckworth,  M.D.,  Chairman, 
Memphis 

John  O.  Kennedy,  M.D.,  Knoxville 
Robert  L.  Bomar,  Jr.,  M.D.,  Nashville 

Reference  Committee  B 

Paul  E.  Hawkins,  M.D.,  Chairman, 
Chattanooga 

Raymond  F.  Mayer,  M.D.,  Memphis 
James  W.  Hays,  M.D.,  Nashville 

Reference  Committee  C 

Robert  L.  McCracken,  M.D.,  Chairman, 
Nashville 

David  P.  McCallie,  M.D.,  Chattanooga 
J.  Sterling  Ruffin,  M.D.,  Covington 
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Reference  Committee  D 

James  N.  Proffitt,  M.D.,  Chairman,  Mary- 
ville 

Robert  L.  Chalfant,  M.D.,  Nashville 
Fenwick  W.  Chappell,  M.D.,  Memphis 

Reference  Committee  on  Outstanding 
Physician  of  the  Year 

G.  Baker  Hubbard,  M.D.,  Chairman,  Jackson 
Edward  T.  Newell,  Jr.,  M.D.,  Chattanooga 
Francis  H.  Cole,  M.D.,  Memphis 

Nominating  Committee 

As  required  in  the  By-Laws,  the  Board  of 
Trustees  in  its  January  meeting,  appointed 
a Nominating  Committee  with  representa- 
tives from  each  of  the  three  grand  divisions 
of  the  state.  The  Speaker  announced  the 
personnel  of  the  committee. 

EAST  TENNESSEE: 

E.  Kent  Carter,  M.D.,  Kingsport 
John  H.  Burkhart,  M.D.,  Knoxville 
David  P.  McCallie,  M.D.,  Chattanooga 
MIDDLE  TENNESSEE: 

Robert  L.  Chalfant,  M.D.,  Nashville 
William  A.  Hensley,  Jr.,  M.D.,  Cookeville 
Joseph  L.  Willoughby,  M.D.,  Franklin 
WEST  TENNESSEE 
Bryon  O.  Garner,  M.D.,  Union  City 
C.  D.  Hawkes,  M.D.,  Memphis 
Thomas  K.  Ballard,  M.D.,  Jackson 


ELECTION  OF  OFFICERS  AND 
COUNCILORS 
April  17,  1971 

The  report  of  the  Nominating  Committee 
was  presented  in  the  second  session  of  the 
House  of  Delegates  on  Saturday,  April  17. 
Nominees  submitted  by  the  Committee  were 
voted  upon  individually  and  in  each  in- 
stance, the  Speaker  called  for  additional 
nominations  from  the  floor. 

President-Elect — William  T.  Satterfield,  Sr., 
M.D.,  Memphis 

Speaker — House  of  Delegates — R.  L.  De- 
Saussure,  M.D.,  Memphis 
Vice-Speaker — House  of  Delegates — R.  H. 

Haralson,  Jr.,  M.D.,  Maryville 
Vice-President  (East  Tennessee) — Robert 
L.  Allen,  M.D.,  Cleveland 
Vice-President  (Middle  Tennessee) — Wil- 
liam E.  Hensley,  Jr.,  M.D.,  Cookeville 
Vice-President  (West  Tennessee) — Montie 
E.  Smith,  Jr.,  M.D.,  Selmer 


AMA  Delegate  (West  Tennessee) — Bland 
W.  Cannon,  M.D.,  Memphis  (January, 
1972-December,  1973) 

AMA  Delegate  (Middle  Tennessee) — Wil- 
liam O.  Vaughan,  M.D.,  Nashville  (Janu- 
ary, 1972-December,  1973) 

AMA  Alternate  Delegate  (West  Tennessee) 
— Julian  K.  Welch,  Jr.,  M.D.,  Brownsville 
(January,  1972-December,  1973) 

AMA  Alternate  Delegate  (Middle  Tennes- 
see— William  F.  Meacham,  M.D.,  Nash- 
ville (January,  1972-December,  1973) 

AMA  Alternate  Delegate  (East  Tennessee) 
— David  H.  Turner,  M.D.,  Chattanooga 
(1972)  (Dr.  Turner  is  filling  the  term  left 
vacant  by  the  death  of  Dr.  Harmon  L. 
Monroe.) 

TRUSTEES: 

East  Tennessee: 

Edward  G.  Johnson,  M.D.,  Chattanooga 
(1974) 

E.  Kent  Carter,  M.D.,  Kingsport  (1972)  (Dr. 
Carter  is  filling  the  unexpired  term  of 
Dr.  Range.) 

George  A.  Zirkle,  Jr.,  M.D.,  Knoxville  (1974) 

Middle  Tennessee: 

O.  Morse  Kochtitzky,  M.D.,  Nashville  (1974) 

West  Tennessee: 

John  K.  Duckworth,  M.D.,  Memphis  (1972) 
(Dr.  Duckworth  is  filling  the  unexpired 
term  of  Dr.  Satterfield.) 

J.  Kelley  Avery,  M.D.,  Union  City  (1972) 
(Dr.  Avery  is  filling  the  unexpired  term 
of  Dr.  Garner.) 

Thomas  K.  Ballard,  M.D.,  Jackson  (1974) 

COUNCILORS: 

Second  District — John  O.  Kennedy,  M.D., 
Knoxville  (1973) 

Fourth  District — David  G.  Petty,  M.D., 
Carthage  (1973) 

Sixth  District — Clarence  C.  Woodcock,  Jr., 
M.D.,  Nashville  (1973) 

Eighth  District — Lee  Rush,  Jr.,  M.D., 
Somerville  (1973) 

Tenth  District — John  B.  Dorian,  M.D., 
Memphis  (1973) 

Nominees  for  Public  Health  Council:  (Three 
from  East  Tennessee  and  three  from 
West  Tennessee,  one  from  each  division 
will  be  subsequently  appointed  by  the 
Governor.) 

East  Tennessee: 

Louis  A.  Killeffer,  M.D.,  Harriman 
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N.  E.  Hyder,  Jr.,  M.D.,  Erwin 
Telford  A.  Lowry,  M.D.,  Sweetwater 

West  Tennessee: 

George  D.  Dodson,  Jr.,  M.D.,  Jackson 
Moore  Moore,  Jr.,  M.D.,  Memphis 
James  C.  Moore,  M.D.,  Dyersburg 

Nominees  for  Board  of  Trustees  of  the  State 
Chest  Disease  Hospitals:  (Three  from 

West  Tennessee.  One  nominee  will  be 
subsequently  appointed  by  the  Governor.) 
Richard  D.  Taylor,  M.D.,  Dyersburg 
Leland  M.  Johnston,  M.D.,  Jackson 
Duane  M.  Carr,  M.D.,  Memphis 

THE  ABOVE  NOMINEES  WERE  NOMI- 
NATED BY  THE  HOUSE  OF  DELEGATES. 


PETITION  FOR  COUNTY  SOCIETY  CHARTER 

The  Delegate  from  the  Washington-Carter- 
Unicoi  County  Medical  Society,  Dr.  C.  E.  Allen, 
presented  a petition  to  the  House  requesting  the 
reissuance  of  a charter,  asking  to  rename  the 
society  to  the  Washington-Carter-Unicoi  County 
Medical  Association.  It  was  stated  that  the  pe- 
tition did  not  request  the  forming  a new  society, 
but  merely  to  rename  the  existing  society,  re- 
questing reissuance  of  the  charter.  The  petition 
was  signed  by  the  appropriate  officers  and  mem- 
bers. 

The  House  of  Delegates  unanimously  approved 
the  reissuance  of  the  charter  and  the  Speaker 
issued  the  new  charter  to  the  Washington-Carter- 
Unicoi  County  Medical  Association. 


TENNESSEE'S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 


Gilbert  J.  Levy,  M.D.,  Memphis,  was 
named  Outstanding  Physician  of  the  Year 
in  Tennessee  for  1971.  His  election  was  by 
the  House  of  Delegates.  The  award  was 
made  at  the  Association’s  banquet  on  the 
evening  of  April  16. 

Dr.  Levy  was  born  in  Memphis  in  1893 
and  received  his  primary  and  secondary 
education  in  his  home  city.  In  June,  1915, 
he  was  awarded  the  M.D.  Degree  from  the 
University  of  Tennessee  School  of  Medicine. 
He  did  post-graduate  training  in  pediatrics 
at  the  Memphis  City  Hospital,  New  York 
Nursery  & Children’s  Hospital,  Seaside 
Hospital  and  the  Bellevue  Hospital.  Dr. 
Levy  served  in  the  U.S.  Army  Medical 
Corps  in  World  War  I,  and  was  the  first 
Memphis  physician  to  land  in  France.  He 
was  instrumental  in  saving  the  lives  of 
many  critically  ill  civilians  who  had  been 
without  a physician  for  three  years  at  St. 
Aignon,  France. 

Following  World  War  I,  Dr.  Levy  re- 
turned to  Memphis  to  continue  a medical 
career  that  has  spanned  more  than  fifty-five 
years.  Known  by  many  of  his  patients  as 
“Dr.  Peanuts”,  Dr.  Levy  has  been  lauded 
by  his  colleagues  as  a man  with  “boundless 
energy  and  enthusiasm.”  In  addition  to 
maintaining  a private  practice  that  has 
served  countless  children,  he  has  been  an 
active  force  in  the  affairs  of  his  community 
and  profession.  Dr.  Levy  served  with  dis- 
tinction in  the  contagious  disease  ward  of 
the  Memphis  General  Hospital,  later  named 
John  Gaston  Hospital,  and  for  thirty  years 
was  the  attending  pediatrician  at  that  hos- 
pital. 

At  the  University  of  Tennessee’s  School 


of  Medicine,  he  rose  through  the  teaching 
ranks  to  Associate  Professor  of  Pediatrics. 
He  is  a fifty-year  member  of  the  Memphis- 
Shelby  County  Medical  Society  and  has 
served  that  organization  as  President,  mem- 
ber of  the  Executive  Committee  and  long 
time  member  of  the  House  of  Delegates. 

Dr.  Levy  has  been  President  of  the  Mem- 
phis Pediatrics  Society  and  the  Methodist 
Hospital  staff,  director  of  exhibits  for  the 
Mid-South  Medical  Association  for  thirty- 
five  years,  and  chairman  of  the  Medical 
Advisory  Committee  and  a member  of  the 
Board  of  Governors  at  St.  Jude  Hospital. 
In  addition,  he  has  served  his  organization 
as  a member  of  the  TMA  House  of  Dele- 
gates, President  of  the  Tennessee  Pediatric 
Association  and  chairman  of  the  Pediatrics 
Section  of  the  Southern  Medical  Associa- 
tion. 

At  the  national  level,  Dr.  Levy  has  headed 
the  Polio  Liaison  Committee,  held  various 
committee  positions  in  the  Academy  of 
Pediatrics  and  served  as  chairman  and 
secretary  of  the  Pediatrics  Section  of  the 
American  Medical  Association.  He  is  listed 
in  Who’s  Who  in  America  and  has  con- 
tributed many  articles  to  medical  literature. 
A member  of  the  Temple  Israel  in  Mem- 
phis, Dr.  Levy  is  married  to  the  former 
Helen  Hart  of  Los  Angeles,  California,  and 
has  three  daughters. 

In  nominating  Dr.  Levy,  his  county  med- 
ical society  praised  him  for  his  many 
activities  in  his  county  medical  society  and 
services  to  his  community.  He  has  been 
active  in  civic  affairs  and  outstanding  in 
scientific  and  medical  achievement. 
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DISTINGUISHED  SERVICE  AWARD 


Walter  E.  Boehm,  M.D.,  Chattanooga,  was 
presented  with  the  Distinguished  Service 
Award  during  the  136th  Annual  Meeting 
of  TMA.  This  award  was  made  at  the  ban- 
quet on  April  16,  and  presented  by  the 
Chairman  of  the  Board  of  Trustees. 

Dr.  Boehm  was  selected  for  this  honor 
by  the  Board  for  his  many  contributions 
and  strong  interest  in  birth  defects,  and  the 
establishment  of  a center  in  the  Chatta- 
nooga area  to  diagnose  and  treat  all  types 
of  birth  defects,  particularly  those  of  the 
central  nervous  system. 

Engaged  in  the  private  practice  of  neuro- 
logical surgery  for  the  past  twenty-three 
years,  the  recipient  is  a member  of  the 
American  Academy  of  Neurological 
Surgeons,  Congress  of  Neurological  Sur- 
geons, Southeastern  Neurosurgical  Society 
and  Alpha  Omega  Alpha. 

Dr.  Boehm  had  a dream.  His  dream  be- 
came a reality  in  October,  1963,  with  the 
opening  of  the  Hamilton  County  Birth 
Defects  Center  at  Erlanger  Children’s  Hos- 
pital. The  Center  was  only  one  of  thirty- 
three  throughout  the  Nation,  and  the  first 
not  affiliated  with  a medical  school.  Since 
its  opening,  he  has  served  as  director  of 
the  Center. 

Dr.  Boehm  has  performed  over  200  major 
surgical  procedures,  participated  in  yearly 
Teleramas  throughout  East  Tennessee  and 
made  numerous  speeches  and  written 
articles  for  newspapers  and  journals,  and 


appeared  on  numerous  TV  panels.  In  1969, 
he  was  cast  in  the  national  foundation  film, 
“A  Letter  From  Jimmy  Lee,”  which  de- 
picted the  work  of  the  Center  in  caring 
for  children  in  the  area. 

Through  this  physician’s  leadership  and 
dedication,  the  Center  has  benefited  many 
handicapped  children  and  given  them  the 
opportunity  for  a meaningful  and  produc- 
tive life.  The  Center  has  served  more  than 
3,290  from  a five-state  area. 

Dr.  Boehm  was  born  in  New  York  City  on 
March  13,  1914.  He  is  the  brother  of  the 
late  Dr.  Robert  J.  Boehm  who  practiced  in 
Chattanooga.  He  is  married  to  the  former 
May  MacGuire  of  Chattanooga  and  is  the 
father  of  eight  children. 

Dr.  Boehm  graduated  from  Middleberry 
College  in  Vermont  in  1935  and  received 
his  medical  education  at  the  New  York 
University  College  of  Medicine,  graduating 
in  1939  with  the  M.D.  Degree.  He  interned 
at  Bellevue  Hospital,  Third  Surgical  Divi- 
sion, New  York  City  from  1939  to  1941,  and 
did  post-graduate  work  at  Bellevue  from 
1946  to  1947.  He  received  his  license  to 
practice  medicine  in  Tennessee  in  April, 
1947.  He  has  practiced  in  Chattanooga 
since  that  time. 

Dr.  Boehm’s  many  contributions  and  his 
many  outstanding  scientific  and  medical 
achievements  made  him  uniquely  qualified 
to  receive  the  Distinguished  Service  Award 
of  the  Tennessee  Medical  Association. 


Address  By:  DR.  ED  BOWLING, 
PRESIDENT,  UNIVERSITY  OF  TENNESSEE 

Dr.  Francis  Cole,  Memphis,  introduced 
the  President  of  the  University  of  Tennes- 
see, Dr.  Edward  Bowling.  In  the  introduc- 
tion, it  was  stressed  that  Dr.  Bowling  had 
addressed  himself  with  great  zeal  and 
diligence  to  the  problem  of  medical  educa- 
tion in  Tennessee,  particularly  as  it  applies 
to  the  medical  units  in  Memphis. 

Dr.  Bowling  addressed  the  members  of 
the  House  of  Delegates,  relating  in  some 
detail  the  progress  being  made  in  the  opera- 
tion of  the  University  of  Tennessee  Medical 
Units,  and  the  various  studies  being  con- 
ducted over  the  state  within  the  university 
system  and  with  the  Commission  on  Higher 
Education,  dealing  with  the  medical  educa- 
tion aspects  in  Tennessee.  His  address  was 
of  an  informational  nature  of  interest  to 
the  medical  profession.  Dr.  Bowling  stated 


that  the  cost  of  putting  a medical  student 
through  Tennessee  is  about  20%  less  than 
the  cost  at  other  medical  schools.  He 
stressed  the  competence  of  Tennessee 
alumni  as  practitioners  in  their  respective 
fields;  that  Tennessee  graduates  qualify  in 
disproportionately  large  numbers  for  in- 
ternships and  better  hospitals;  Tennessee 
students  liked  the  Tennessee  system  be- 
cause it  gets  them  out  into  clinical  practice 
sooner.  It  was  stated  that  as  many  as  15 
medical  schools  in  the  country  will  be 
going  to  the  U.T.  system  at  an  early  date. 
Dr.  Bowling  pointed  out  that  the  College 
of  Medicine  will  give  added  attention  to 
the  specialty  of  family  or  general  practice 
in  an  effort  to  get  more  physicians  into  the 
smaller  communities  and  to  achieve  better 
distribution  in  urban  areas. 

In  conclusion,  Dr.  Bowling  asked  Tennes- 
see physicians  to  do  all  they  could  to  con- 
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tinue  to  contact  legislators  and  the  Gover- 
nor and  indicate  financial  support  to  the 
University  and  the  medical  units. 

AMENDMENTS  TO 
CONSTITUTION  AND  BY-LAWS 
Amendments  to  Constitution  Lying  on  Table 

The  Speaker  called  for  action  on  amend- 
ments to  the  Constitution  lying  on  the  Table 
from  the  last  regular  session  of  the  House 
of  Delegates.  Amendment  to  the  Constitu- 
tion CA  1-70  was  presented  to  the  House  of 
Delegates  at  its  annual  meeting  in  1970,  and 
referred  to  the  Reference  Committee  for 
consideration.  Constitutional  Amendments 
CA  2-70  and  CA  3-70  were  also  submitted 
at  the  1970  session  of  the  House. 

By-Law  Amendments  BA  2-70;  BA  3-70; 
BA  4-70;  BA  5-70;  BA  6-70  and  BA  7-70 
were  presented  in  the  1970  House,  and  thus 
laid  over  until  the  1971  session,  since  these 
all  were  related  to  the  constitutional 
amendments  on  the  Table.  As  required  by 
the  Constitution,  copies  of  the  amendments 
and  recommendations  of  the  1970  Refer- 
ence Committee  were  forwarded  sixty  days 
in  advance  of  the  annual  session  to  all 
County  Medical  Societies. 

Amendment  to  Constitution  No.  CA  1-70 
Amend  Article  VIII,  Section  3 of  the  Con- 
stitution by  inserting  the  sentence:  “Coun- 
cilors shall  be  appointed  by  the  President 
each  year  prior  to  the  Annual  Session  of 
the  House  of  Delegates  subject  to  the  ap- 
proval of  the  Delegates.” 

Amend  Article  VIII,  Section  5 of  the 
Constitution  by  changing  the  name  of  the 
Council  to  the  “Judicial  Council.” 

The  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws  in 
1970  commented:  “It  became  obvious  to  the 
Committee  that  it  was  the  feeling  of  the 
members  throughout  the  state  that  the 
Council  should  continue  to  be  nominated  by 
the  Nominating  Committee.  The  Reference 
Committee  felt  that  the  importance  of  the 
Nominating  Committee’s  role  in  selecting 
appropriate  nominees  for  the  Council  be 
stressed.” 

“The  Reference  Committee  recommended 
redistricting  to  conform  with  the  recent 
changes  so  the  three  grand  divisions  of  the 
state  could  be  carried  out.  In  Section  5, 


the  Reference  Committee  recommended  the 
changing  of  the  Secretary  to  the  Secretary- 
Treasurer  and  adding  Judicial  to  Judicial 
Council.” 

“The  Reference  Committee  recommended 
that  amendment  CA  1-70  to  the  Constitution 
be  amended  and  the  first  paragraph  in 
Section  3,  remain  as  it  is  presently  in  the 
Constitution.  The  Committee  recommended 
that  the  other  changes,  including  redistrict- 
ing and  amendments  to  Section  5 be  added.” 
The  principal  objections  to  the  amend- 
ment dealt  with  the  manner  in  which  the 
Councilors  were  to  be  named. 

The  House  moved  that  Section  3,  as  it  is 
in  the  present  Constitution,  be  retained  and 
the  proposed  amended  Section  3 be  de- 
feated. Also,  Section  3 was  amended  to 
place  the  counties  of  Decatur  and  Perry  in 
the  Seventh  Councilor  District  and  remove 
those  counties  from  the  Eighth  Councilor 
District. 

The  amendment  to  Section  5 was  ap- 
proved amending  the  section  to  include 
Secretary-Treasurer  and  the  Council  to  be 
referred  to  as  “Judicial  Council.”  Article 
VIII,  Sections  3 and  5,  will  now  read: 
Section  3 

“There  shall  be  one  councilor  for  each  of 
the  ten  councilor  districts  in  Tennessee  and 
such  councilor  districts  shall  be  divided  into 
sections  to  include  those  counties  in  each  of 
the  councilor  districts  as  defined  by  the  action 
of  the  House  of  Delegates  in  April,  1961,  and 
listed  in  this  section.  The  councilors  shall  be 
elected  for  a term  of  two  years,  in  the  follow- 
ing manner:  councilors  from  odd  numbered 

districts  will  be  elected  in  even  calendar  years 
and  councilors  from  even  numbered  districts 
will  be  elected  in  odd  calendar  years.  No 
councilor  shall  serve  more  than  four  consecu- 
tive years.  The  councilor  districts  shall  be 
composed  of  the  counties  as  listed  in  each  of 
the  following  ten  districts: 

District  No.  1:  Carter,  Claiborne,  Cocke, 

Grainger,  Greene,  Hancock,  Hawkins,  Johnson, 
Sullivan,  Unicoi,  Washington. 

District  No.  2:  Anderson,  Blount,  Campbell, 
Cumberland,  Hamblen,  Jefferson,  Knox,  Lou- 
don, Morgan,  Roane,  Scott,  Sevier,  Union. 

District  No.  3:  Bledsoe,  Bradley,  Hamilton, 
Marion,  McMinn,  Meigs,  Monroe,  Polk,  Rhea. 

District  No.  4:  Clay,  DeKalb,  Fentress, 

Jackson,  Macon,  Overton,  Pickett,  Putnam, 
Smith,  Van  Buren,  Warren,  White. 

District  No.  5:  Bedford,  Coffee,  Franklin, 

Grundy,  Lincoln,  Moore,  Sequatchie. 

District  No.  6:  Cannon,  Cheatham,  Davidson, 
Dickson,  Houston,  Montgomery,  Robertson, 
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Rutherford,  Stewart,  Sumner,  Trousdale,  Wil- 
liamson, Wilson. 

District  No.  7:  Decatur,  Giles,  Hickman, 

Humphreys,  Lawrence,  Lewis,  Marshall, 
Maury,  Perry,  Wayne. 

District  No.  8:  Benton,  Carroll,  Chester, 

Crockett,  Fayette,  Gibson,  Hardeman,  Hardin, 
Haywood,  Henderson,  Madison,  McNairy. 

District  No.  9:  Dyer,  Henry,  Lake,  Lauder- 
dale, Obion,  Weakley. 

District  No.  10:  Shelby,  Tipton. 

The  Judicial  Council  shall  organize  annually 
by  the  election  of  a Chairman  and  a Secretary. 
SECTION  5 
AS  AMENDED 

The  President,  Secretary-Treasurer,  and 
Speaker  of  the  House  of  Delegates  shall  be  ex- 
officio  members  of  the  Judicial  Council  without 
vote.” 

ACTION:  THE  HOUSE  OF  DELEGATES 
APPROVED  THE  RECOMMENDATION 
AS  AMENDED  BY  THE  HOUSE  AND 
CONSTITUTIONAL  AMENDMENT  NO. 
CA  1-70  WAS  ADOPTED  AS  AMENDED 
BY  VOTE  OF  THE  HOUSE  OF  DELE- 
GATES, AS  SHOWN  ABOVE. 

Amendment  to  Constitution  No.  CA  2-70 

Amend  Article  VIII,  Sections  1,  2,  4,  5 and 
8 of  the  Constitution  of  the  Tennessee 
Medical  Association. 

The  amendment  was  brought  before  the 
House  and  during  discussion,  there  was  a 
motion  to  Table  Amendment  CA  2-70.  This 
motion  was  adopted. 

During  subsequent  discussion,  it  was 
moved  that  CA  2-70  be  lifted  from  the 
Table,  and  this  action  carried  by  a vote  of 
53  to  35. 

Section  2,  Paragraph  2 was  amended  to 
read: 

“The  Board  of  Trustees  shall  consist  of  the 
President  of  the  Association,  Speaker  of  the 
House  of  Delegates,  the  immediate  Past- 
President,  the  President-Elect,  and  members 
elected  by  the  House  of  Delegates  as  herein- 
after provided. 

“Nine  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  three 
from  each  grand  division  of  the  state,  and  no 

more  than  two  from  any  one  component  so- 
ciety. 

“The  elected  Trustees  shall  serve  for  a 
period  of  three  years  and  no  Trustee  shall  be 
eligible  immediately  to  succeed  himself.  The 
Board  of  Trustees  will  organize  by  the  election 
of  a Chairman  and  a Secretary -Treasurer  from 
the  nine  elected  as  Trustees.” 

The  Reference  Committee,  in  1970,  recom- 
mended that: 


“Nine  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  three 
from  each  grand  division  of  the  state,  and  no 
two  will  be  from  any  one  component  society.” 
The  Reference  Committee  had  recom- 
mended that  the  portion  “and  no  two  will 
be  from  any  one  component  society”,  should 
be  deleted. 

Other  amendments  were  made  in  Amend- 
ment No.  CA  2-70  and  the  amended  Article 
VIII,  Sections  1,  2,  4,  5,  and  8 of  the  Con- 
stitution as  amended  was  adopted  as  fol- 
lows: 

“Section  1.  The  officers  of  the  Association 
shall  be  a President,  President-Elect,  a Vice- 
President  for  each  of  the  three  grand  divisions 
of  the  State,  the  elected  Trustees,  the  Coun- 
cilors, a Speaker  of  the  House  of  Delegates, 
and  a Vice-Speaker  of  the  House  of  Delegates. 

Section  2.  The  Board  of  Trustees  shall  con- 
sist of  the  President  of  the  Association,  the 
Speaker  of  the  House  of  Delegates,  the  im- 
mediate Past-President,  the  President-Elect, 
and  members  elected  by  the  House  of  Dele- 
gates as  hereinafter  provided. 

Nine  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  three 
from  each  grand  division  of  the  State,  and  no 
more  than  two  from  any  one  component 
society. 

The  elected  Trustees  shall  serve  for  a period 
of  three  years  and  no  Trustee  shall  be  eligible 
immediately  to  succeed  himself.  The  Board  of 
Trustees  will  organize  by  the  election  of  a 
Chairman  and  a Secretary -Treasurer  from  the 
nine  elected  as  Trustees. 

Section  4.  The  President-Elect,  the  three 
Vice-Presidents,  the  Speaker  and  the  Vice- 
Speaker  of  the  House  of  Delegates  shall  be 
elected  annually  for  one  year.  The  Speaker 
and  the  Vice-Speaker  of  the  House  shall  hold 
office  for  not  more  than  four  consecutive  years. 
The  President-Elect  shall  assume  office  as 
President  at  the  expiration  of  the  term  of  the 
President. 

Section  5.  The  President,  Secretary - 
Treasurer,  and  Speaker  of  the  House  of  Dele- 
gates shall  be  ex-officio  members  of  the 
Judicial  Council  without  vote. 

Section  6.  Every  officer  shall  hold  office 
until  his  successor  is  elected  and  assumes  office. 

Section  7.  All  officers  of  the  Association 
shall  be  elected  at  the  second  regular  session 
of  the  House  of  Delegates,  and  they  shall 
assume  office  when  elected. 

Section  8.  Only  a member  who  has  been  a 
member  in  good  standing  for  five  years  next 
preceding  the  election,  and  is  in  attendance  at 
the  meeting  shall  be  eligible  for  election  as 
President-Elect.” 

ACTION:  THE  HOUSE  APPROVED 

AMENDMENT  NO.  CA  2-70  AS  AMENDED 
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WITH  THE  PRINCIPAL  ACTION  TAKING 
PLACE  IN  THIS  AMENDMENT  BEING 
PARAGRAPH  2 OF  SECTION  2 WHICH 
INCREASED  THE  BOARD  OF  TRUSTEES 
TO  THREE  TRUSTEES  FROM  EACH 
GRAND  DIVISION  INSTEAD  OF  TWO 
WITH  NO  MORE  THAN  TWO  FROM  ANY 
ONE  COMPONENT  MEDICAL  SOCIETY. 
THIS  AMENDMENT  WAS  ADOPTED  AS 
APPEARS  ABOVE. 

Amendment  to  Constitution  No.  CA  3-70 

Amend  Article  IX,  Sections  2 and  4 of 
the  Constitution  of  the  Tennessee  Medical 
Association  to  read: 

‘‘Section  1.  The  Board  of  Trustees  shall  have 
entire  control  of  the  publication,  the  policy  and 
the  editorial  and  financial  management  of  the 
Journal  of  the  Association.  It  shall  be  au- 
thorized and  empowered  to  make  all  contracts 
necessary  for  the  conduct  of  the  Journal.  It 
shall  appoint  the  Editor  of  the  Journal. 

Section  2.  The  Secretary -Treasurer  of  this 
Association  shall  be  the  custodian  of  all  the 
funds  of  the  Association. 

Section  3.  The  Board  of  Trustees  shall  hold 
quarterly  meetings,  one  of  which  shall  be  held 
on  the  last  day  of  the  Annual  Meeting,  and 
such  other  meetings  as  the  business  of  the 
Association  may  require,  subject  to  the  call 
of  the  Chairman.  The  Board  of  Trustees  shall 
make  expenditures  of  the  funds  of  the  Asso- 
ciation dependent  upon  the  availability  of 
such  funds  as  determined  by  the  Board  of 
Trustees  and  as  ordered  by  the  House  of  Dele- 
gates. The  Board  of  Trustees  shall  render  at 
the  Annual  Session  a full  and  detailed  account- 
ing of  all  receipts  and  disbursements. 

Section  4.  In  the  event  of  a vacancy  by 
death  or  resignation  of  any  member  of  the 
Board  of  Trustees  between  the  Annual  Meet- 
ings of  the  Association,  the  Vice-President  for 
that  division  of  the  State  in  which  the  vacancy 
occurs,  shall  serve  as  a member  of  the  Board 
of  Trustees  until  the  next  Annual  Meeting. 
In  the  event  of  a vacancy  as  the  result  of  the 
resignation  of  one  of  the  members  of  the 
Board  of  Trustees  during  the  Annual  Meeting, 
the  Nominating  Committee  shall  report  its 
selection  of  a nominee  for  election  by  the 
House  of  Delegates  to  fill  the  unexpired  term 
of  the  member  who  has  resigned  from  the 
Board  of  Trustees. 

Section  5.  The  Board  of  Trustees  shall  be 
the  Executive  Board  of  the  Association  to  de- 
termine the  policy  and  details  of  management 
between  sessions  of  the  House  of  Delegates. 

Section  6.  The  Board  of  Trustees  shall  serve 
without  compensation,  however,  their  actual 
expense  in  attending  the  meetings  of  the 
Board  shall  be  paid  out  of  the  funds  of  the 


Association.  This  is  not  to  apply  where  a 
meeting  is  held  at  the  Annual  Meeting. 

Section  7.  The  Board  of  Trustees  shall  have 
such  powers  to  invest  the  funds  of  the  Associa- 
tion as  are  granted  by  law  to  General  Welfare 
Corporations  as  such  law  from  time  to  time 
may  be  amended.” 

This  amendment  clarifies  the  method  by 
which  a member  of  the  Board  of  Trustees 
is  replaced  as  the  result  of  death  or  who 
has  resigned  from  the  Board.  The  Nominat- 
ing Committee  should  be  instructed  to  select 
a nominee  for  election  by  the  House  to  fill 
the  unexpired  term  at  the  first  Annual 
Meeting  following  the  occurrence  of  this 
vacancy.  The  Vice-President  for  the  divi- 
sion of  the  state  in  which  a vacancy  occurs 
fills  the  position  until  the  election  can  be 
held.  The  Reference  Committee  recom- 
mended adoption  of  this  amendment  to  the 
Constitution. 

ACTION:  THE  HOUSE  OF  DELEGATES 
APPROVED  THE  RECOMMENDATION 
OF  THE  REFERENCE  COMMITTEE  AND 
ADOPTED  CONSTITUTION  AMEND- 
MENT NO.  CA  3-70,  AS  SHOWN  ABOVE. 

AMENDMENTS  TO  THE  BY-LAWS  LYING 
ON  THE  TABLE 

Amendment  to  By-Laws  No.  BA  2-70 

Amend  the  By-Laws  of  the  Tennessee 
Medical  Association  by  deleting  Chapter 
VII  in  its  entirety  and  substituting  in  lieu 
thereof  the  following: 

“Section  1.  The  Judicial  Council  shall  hold 
meetings  during  the  Annual  Session  of  the 
House  of  Delegates,  and  at  such  other  times  as 
necessity  may  require,  subject  to  the  call  of 
the  Chairman  or  on  petition  of  three  Coun- 
cilors. Following  the  election  of  Councilors 
during  the  Annual  Session  of  the  House  of 
Delegates,  the  Judicial  Council  shall  meet  for 
organizational  purposes  and  to  outline  its  work 
for  the  ensuing  year.  The  Judicial  Council 
shall  keep  a permanent  record  of  its  proceed- 
ings. Five  Councilors  shall  constitute  a 
quorum. 

Section  2.  The  Judicial  Council  shall  have 
the  power  to  censure,  suspend,  expel,  or  to 
take  such  other  disciplinary  action  with  respect 
to  members  or  component  societies  as  in  the 
exercise  of  its  discretion  it  may  deem  proper 
under  the  circumstances. 

Section  3.  A Councilor  shall  be  designated 
by  the  Chairman  to  investigate  each  matter 
referred  to  the  Judicial  Council  relating  to 
allegedly  improper  conduct  of  members  and/or 
activities  of  component  societies.  Such  Coun- 
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cilor  shall  report  in  writing  his  findings  to  the 
Judicial  Council  and  may  participate  in  the 
Judicial  Council’s  discussion  of  the  matter 
which  he  investigated,  but  he  shall  not  be 
entitled  to  vote  thereon.  The  Councilor  shall 
be  responsible  for  indoctrination  in  all  matters 
of  ethics  of  each  new  member  of  the  Tennessee 
Medical  Association  on  an  annual  basis. 

Section  4.  (a)  The  Judicial  Council  shall 
hold  hearings  on  all  matters  relating  to  the 
censure,  suspension,  expulsion,  or  other  disci- 
plinary action  of  any  member.  The  Judicial 
Council  shall  also  hold  hearings  with  respect 
to  the  censure  of  any  component  society,  with 
respect  to  the  revocation  or  suspension  of  its 
Charter,  or  with  respect  to  any  other  matter 
affecting  its  relationship  with  the  Association. 
Such  hearings  shall  be  conducted  by  no  less 
than  five  members  of  the  Judicial  Council, 
excluding  the  investigating  member  who  shall 
not  be  eligible  to  participate  therein.  A mem- 
ber or  component  society  against  whom  a 
charge  is  made  shall  be  given  fifteen  days 
written  notice  of  the  hearing  and  the  charges 
against  him  or  it.  Such  member  or  component 
society  shall  have  the  right  to  be  represented 
by  counsel  and  shall  be  entitled  to  a full  and 
equitable  hearing. 

(b)  The  Judicial  Council  shall  make  a writ- 
ten report  of  its  decision  within  thirty  days 
after  the  conclusion  of  the  hearing  and  shall 
mail  a copy  of  the  report  to  the  member  or 
component  society  with  respect  to  whom  the 
matter  relates,  and  a copy  to  the  President  of 
the  Association. 

(c)  The  decision  of  the  Judicial  Council 
shall  be  final  and  binding  on  all  parties  unless 
within  thirty  days  from  the  date  on  which 
the  decision  was  mailed,  as  hereinabove  pro- 
vided, an  aggrieved  member  or  component 
society  mails  a written  notice  of  appeal  to  the 
President  of  the  Association  with  a copy  to  the 
Executive  Director.  Thereafter,  within  sixty 
days,  the  President  shall  convene  the  House  of 
Delegates  for  the  purpose  of  having  the  House 
hear  such  appeal.  All  interested  parties  shall 
be  given  at  least  twenty  days  written  notice 
of  such  hearing  and  shall  have  the  right  to  be 
represented  by  counsel. 

(d)  The  House  of  Delegates  shall  make  a 
written  report  of  its  decision  and  mail  a copy 
of  the  same  to  the  member  or  component 
society  with  respect  to  whom  the  matter 
relates.  The  decision  of  the  House  of  Delegates 
shall  be  final. 

(e)  All  notices  required  to  be  sent  here- 
under shall  be  sent  by  certified  mail,  return 
receipt  requested. 

Section  5.  The  President  of  the  Association 
shall  notify  the  Board  of  Medical  Examiners  of 
the  State  of  Tennessee  of  any  final  decision  of 
the  Judicial  Council  or  any  decision  of  the 
House  of  Delegates  which  involves  a finding 
that  a member  has  been  guilty  of  unprofes- 


sional or  dishonorable  conduct  as  defined  in 
Tennessee  Code  Annotated  63-613  (or  any 
amendment  thereof  adopted  after  the  effective 
date  of  this  amendment  to  the  By-Laws  of  the 
Association) . 

This  amendment  to  the  By-Laws  changes 
the  name  of  the  Council  to  the  Judical 
Council  and  more  specifically  spells  out  the 
duties  of  the  Judicial  Council.  This  amend- 
ment gives  the  Judicial  Council  the  power 
to  censure,  suspend,  expel  or  take  any  other 
disciplinary  action  with  respect  to  members 
of  component  societies  that  it  deems  proper. 
It  is  expected  that  with  peer  review,  the 
Judicial  Council’s  activities  will  markedly 
increase.  In  order  to  expedite  this  impor- 
tant work  of  TMA,  it  would  be  impracti- 
cable, if  not  impossible,  to  have  the  House 
of  Delegates  convene  for  each  recommenda- 
tion by  the  Council. 

The  Reference  Committee  recommended 
that  an  addition  should  be  made  to  Section 
3 which  would  state:  “The  Councilor  shall 
be  responsible  for  indoctrination  in  all  mat- 
ters of  ethics  of  each  new  member  of  the 
Tennessee  Medical  Association  on  an  annual 
basis.”  The  Reference  Committee  stated 
that  the  Councilor  should  aid  in  the  indoc- 
trination of  the  new  members  of  the  Asso- 
ciation, and  insure  new  members  in  the 
less-populated  areas,  where  no  large  med- 
ical society  exists,  to  be  properly  indoc- 
trinated and  have  an  opportunity  for 
personal  communication  with  their  district 
Councilor.  Other  changes  in  the  amendment 
were  made  for  clarity. 

ACTION:  THE  AMENDMENT  BA  2-70 

TO  THE  BY-LAWS,  WITH  THE  ADDI- 
TION IN  KEEPING  WITH  THE  RECOM- 
MENDATION OF  THE  REFERENCE  COM- 
MITTEE, WAS  ADDED  TO  SECTION  3 
AND  THE  HOUSE  ADOPTED  BA  2-70  AS 
AMENDED  AS  SET  FORTH  ABOVE. 

Amendment  to  By-Laws  No.  BA  3-70 

Amends  Chapter  XII,  Sections  2,  4,  5 and 
6 of  the  By-Laws  of  the  Tennessee  Medical 
Association  to  read: 

“Section  2.  Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates,  and 
shall  be  signed  by  the  President  and  Secretary- 
Treasurer  of  this  Association.  The  House  of 
Delegates  shall  have  authority  to  revoke  the 
charter  of  any  component  Society,  whose  ac- 
tions are  in  conflict  with  the  letter  or  spirit 
of  this  Constitution  and  By-Laws,  or  the  code 
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of  ethics  of  the  American  Medical  Association 
upon  recommendation  of  the  Judicial  Council, 
after  a hearing  as  set  forth  in  Section  3 of 
Chapter  VII  of  these  By-Laws. 

Section  4.  Only  one  component  Medical  So- 
ciety shall  be  chartered  in  any  County.  When 
more  than  one  County  Society  exists,  friendly 
overtures  and  concessions  shall  be  made,  with 
the  aid  of  the  Councilor  for  the  District,  if 
necessary,  and  all  of  the  members  brought  into 
one  organization.  In  case  of  failure  to  unite, 
an  appeal  may  be  made  to  the  Judicial  Council, 
which  shall  decide  what  action  shall  be  taken. 

Section  5.  Any  physician  who  may  feel 
aggrieved  by  the  action  of  the  Society  in  his 
County  in  refusing  him  membership,  or  in 
suspending  or  expelling  him,  shall  have  the 
right  to  appeal  to  the  Judicial  Council. 

Section  6.  In  hearing  appeals,  the  Judicial 
Council  may  admit  oral  or  written  evidence, 
as  in  its  judgment  will  best  and  more  fairly 
present  the  facts,  but  in  the  case  of  every 
appeal,  both  as  a board  and  as  individual 
Councilors  in  district  and  county  work,  efforts 
at  conciliation  and  compromise  should  precede 
all  such  hearings.  Hearings  will  be  conducted 
as  set  forth  in  Section  3 of  Chapter  VII.” 

The  Reference  Committee  recommended 
adoption  of  By-Law  amendment  No.  BA 
3-70. 

ACTION:  THE  HOUSE  OF  DELEGATES 
VOTED  TO  ADOPT  BA  3-70. 

Amendment  to  By  Laws  No.  BA  4-70 

Amends  Chapter  VI,  Sections  6 and  7 of 
the  By-Laws  of  the  Tennessee  Medical 
Association  to  read: 

“Section  6.  The  Editor  of  the  Journal  shall 
be  appointed  by  the  Board  of  Trustees.  The 
Editor  shall  act  with  the  Committee  on 
Scientific  Affairs  to  prepare  and  issue  programs 
for  the  meetings  of  the  Association. 

As  the  Editor  of  the  Journal,  he  may  select 
an  Editorial  Board  to  be  composed  of  as  many 
members  as  he  deems  administratively  de- 
sirable, subject  to  the  approval  of  the  Board 
of  Trustees.  The  Editor’s  honorarium  shall 
be  determined  by  the  Board  of  Trustees. 

Section  7.  The  Board  of  Trustees  shall  be 
empowered  to  select  and  remove,  without  as- 
signing cause,  an  Executive  Director.  The 
Executive  Director  may  or  may  not  be  a mem- 
ber of  this  Association,  and  may  or  may  not 
be  a graduate  in  medicine.  He  shall  be  cus- 
todian of  all  records,  books,  papers,  building 
and  property  belonging  to  the  Association, 
except  such  property  belonging  to  the  Editor 
of  the  Journal,  the  Judicial  Council,  the  Sec- 
tions and  the  various  committees,  and  shall 
keep  account  of  and  promptly  turn  over  to 
the  Secretary -Treasurer  all  funds  of  the  Asso- 
ciation which  may  come  into  his  hands;  he 


shall  provide  for  the  registration  of  members 
and  delegates  at  the  Annual  Meeting;  and  upon 
request,  shall  transmit  a copy  of  this  list  to 
the  American  Medical  Association.  Insofar  as 
in  his  power,  he  shall  use  the  printed  matter, 
correspondence,  and  influence  of  his  office  to 
aid  the  Councilors  in  the  organization  of  the 
component  societies  and  in  the  extension  of 
the  power  and  influence  of  this  Association.  He 
shall  visit  each  councilor  district  at  least  once 
a year  and  oftener,  if  advisable,  and  assist  the 
Councilors  in  organizing  unorganized  counties, 
and  use  every  means  possible  to  promote  the 
interests  of  the  Association.  He  shall  conduct 
the  official  correspondence,  notifying  members 
of  meetings,  officers  of  their  election,  and 
committees  of  their  appointment  and  duties. 
He  shall  serve  as  Recorder  for  the  House  of 
Delegates.  He  shall  discharge  such  other 
duties  as  the  Board  of  Trustees  shall  direct. 
He  shall  act  as  business  manager  of  the  Jour- 
nal of  the  Association,  and  he  shall  be  the 
director  of  all  activities  in  the  central  office. 
His  salary  shall  be  determined  by  the  Board 
of  Trustees.  He  shall  be  required  to  furnish 
bond  paid  for  by  the  Association  in  the  amount 
designated  by  the  Board  of  Trustees.” 

The  Reference  Committee  recommends 
adoption  of  this  amendment. 

ACTION:  THE  HOUSE  OF  DELEGATES 
VOTED  TO  ADOPT  BA  4-70. 

Amendment  to  By-Laws  No.  BA  5-70 

Amends  Chapter  II,  Section  3 of  the  By- 
Laws  of  the  Tennessee  Medical  Association 
to  read: 

Section  3.  If  for  any  valid  reason  an  An- 
nual Meeting  cannot  be  held  on  the  date  as 
named,  the  President,  the  three  Vice- 
Presidents,  the  Secretary-Treasurer,  and  the 
Board  of  Trustees  may  fix  another  date  pro- 
vided the  Secretaries  of  component  Societies 
are  notified  as  far  in  advance  of  the  changed 
date  as  possible  by  the  Executive  Director  of 
the  Association  and,  if  time  permits,  each 
Member  shall  be  notified  by  a personal  com- 
munication mailed  to  his  address.” 

The  Reference  Committee  recommended 
adoption  of  this  amendment  to  the  By-Laws. 

ACTION:  THE  HOUSE  OF  DELEGATES 
ADOPTED  AMENDMENT  TO  THE  BY- 
LAWS BA  5-70. 

Amendment  to  By-Laws  No.  BA  6-70 

Amends  Chapter  VI,  Section  3 of  the  By- 
Laws  of  the  Tennessee  Medical  Association 
to  read: 

Section  3.  The  Secretary -Treasurer  shall 
give  bond  for  the  trust  reposed  in  him,  for 
such  amount  as  the  remaining  members  of  the 
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Board  of  Trustees  may  name,  said  bond  to  be 
made  by  a regular  bonding  company,  and  paid 
for  by  the  Association.  He  shall  demand  and 
receive  all  funds  due  the  Association,  together 
with  bequests  and  donations.  All  funds  shall 
be  deposited  in  a State  or  National  Bank.  He 
shall  pay  money  out  of  the  treasury  on  bills 
certified  to  by  him  or  the  Executive  Director 
of  the  Association  only;  he  shall  subject  his 
accounts  to  such  examination  as  the  House  of 
Delegates  may  order;  he  shall  annually  render 
an  account  of  his  acts  and  of  the  state  of  the 
funds  in  his  hands.” 

The  Reference  Committee  recommended 
adoption  of  this  amendment  to  the  By-Laws. 
ACTION:  THE  HOUSE  OF  DELEGATES 
ADOPTED  AMENDMENT  TO  THE  BY- 
LAWS NO.  BA  6-70. 

Amendment  to  By-Laws  No.  BA  7-70 

Amends  Chapter  XII,  Sections  2 and  11 
of  the  By-Laws  of  the  Tennessee  Medical 
Association  to  read: 

“Section  2.  Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates,  and 
shall  be  signed  by  the  President  and  the 
Secretary-Treasurer  of  this  Association.  The 
House  of  Delegates  shall  have  authority  to 
revoke  the  charter  of  any  component  Society, 
whose  actions  are  in  conflict  with  the  letter 
or  spirit  of  this  Constitution  and  By-Laws,  or 
the  code  of  ethics  of  the  American  Medical 
Association  upon  recommendation  of  the 
Judicial  Council. 

Section  11.  At  some  meetings  in  advance 
the  annual  meeting  of  this  Association,  each 
component  Society  shall  elect  a Delegate  or 
Delegates  to  represent  it  in  the  House  of  Dele- 
gates of  this  Association,  in  the  proportion  of 
one  Delegate  and  one  alternate  to  each  fifty 
members  or  fraction  thereof;  and  the  Secretary 
of  the  Society  shall  send  a list  of  such  Dele- 
gates to  the  Secretary-Treasurer  of  this  Asso- 
ciation on  or  before  January  1 preceding  the 
Annual  Meeting.” 

The  Reference  Committee  recommends 
adoption  of  this  amendment  to  the  By-Laws. 
ACTION:  THE  HOUSE  OF  DELEGATES 
ADOPTED  BY-LAWS  AMENDMENT  NO. 
7-70. 

TO  BE  ACTED  UPON  BY  THE  HOUSE  OF 
DELEGATES  IN  THE  NEXT  REGULAR 
SESSION  IN  1972 

Amendment  to  Constitution  No.  CA  1-71 

Amends  Article  IV,  Section  1 of  the  Con- 
stitution of  the  Tennessee  Medical  Asso- 
ciation by  inserting  the  words  “intern  and 
resident  members.”  Amends  Article  IV, 
Section  6 by  changing  it  to  Section  7.  Add 


a new  Section  6 as  follows: 

Section  1.  This  Association  shall  consist  of 
Active  Members,  Associate  Members,  Veteran 
Members,  Honorary  Members,  Intern  and  Resi- 
dent Members,  and  Student  Members. 

Section  6.  An  Intern  or  Resident  is  any 
doctor  of  medicine  appointed  and  serving  in 
an  approved  Intern  or  Resident  status,  serving 
in  an  approved  hospital  in  Tennessee,  and  who 
is  certified  as  an  Intern  or  Resident  Member  of 
his  component  medical  society. 

The  Reference  Committee  commented: 
“This  proposed  amendment  has  the  purpose 
of  bringing  the  TMA  Constitution  in  con- 
formity with  the  proposed  change  in  the 
AMA  Constitution  which  will  provide  for 
intern  and  resident  members.  As  the  final 
passage  of  the  amendment  in  the  AMA 
Constitution  relating  to  intern  and  resident 
membership  has  not  been  finally  passed,  it 
is  recommended  that  the  Constitution  and 
By-Laws  Committee  of  the  TMA  reconsider 
these  proposed  amendments  following  final 
action  by  the  AMA.  It  is  suggested  that  the 
Committee  present  any  appropriate  changes 
as  amendments  so  that  the  TMA  Constitu- 
tion will  be  in  conformity  with  the  AMA 
Constitution.  The  Reference  Committee 
recommended  adoption  of  this  constitutional 
amendment  with  the  above  considerations 
to  take  place  at  the  1972  Annual  Meeting. 

Amendment  to  By-Laws  No.  BA  1-71 
Amends  Chapter  I,  Section  1 of  the  By- 
Laws  of  the  Tennessee  Medical  Association 
to  add  the  words  “intern  and  resident  mem- 
bers”, so  that  the  amendment  will  read: 
Section  1.  All  Active  Members,  Associate 
Members,  Veteran  Members,  Intern  and  Resi- 
dent Members,  Student  Members,  Honorary 
Members,  and  invited  guests  shall  be  privileged 
to  attend  all  scientific  meetings  and  take  part 
in  the  discussion  of  all  scientific  questions,  but 
Active  Members  and  Veteran  Members  only 
shall  be  entitled  to  vote  and  hold  office. 

The  Reference  Committee  commented: 
“This  amendment  in  the  By-Laws  adds  to 
the  list  of  members  of  the  Tennessee  Med- 
ical Association  intern  and  resident  mem- 
bers and  brings  it  into  conformity  with  the 
proposed  change  in  the  Constitution.  The 
Reference  Committee  recommends  adoption 
of  this  amendment  to  the  By-Laws  subject 
to  the  adoption  of  the  constitutional  amend- 
ment on  this  subject.”  This  amendment  will 
be  acted  upon  in  the  next  regular  session 
of  the  House  in  1972. 
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RESOLUTIONS 

The  Reference  Committees  have  the 
option  of  recommending  a resolution  for 
adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for 
no  action.  The  resolutions  shown  are  in 
the  form  in  which  the  House  of  Delegates 
adopted,  referred  or  rejected  them. 

RESOLUTION  NO.  1-71 
Teaching  of  Optometrists 

By:  Chattanooga  & Hamilton  County 
Medical  Society  for  Chattanooga 
Ophthalmological  Society 

Whereas,  the  American  Medical  Association 
House  of  Delegates  Resolutions  77,  78,  and  79 
(A-55)  which  dealt  with  the  relation  of  Medicine 
to  Optometry  have  not  been  revoked;  and 

Whereas,  no  action  of  the  House  has  pro- 
posed referral  of  patients  to  optometrists;  and 

Whereas,  the  Judicial  Council  has  in  1969 
Opinions  and  Reports  of  the  Judicial  Council 
rendered  an  opinion  that  “A  doctor  of  medicine 
may  send  his  patient  to  a qualified  and  ethical 
optometrist  solely  for  optometric  services.  The 
physician  would  be  ethically  remiss,  of  course, 
if  before  doing  so  he  did  not  insure  that  there 
was  an  absence  of  any  medical  reason  for  his 
patient’s  complaints  . . .”;  and 

Whereas,  this  imposes  on  the  physician  the 
obligation  to  pass  judgment  on  the  ethics  of  the 
optometrist,  who  is  an  independent  practitioner 
not  functioning  in  support  of  the  physician;  and 

Whereas,  statements  by  organized  optometry 
have  made  it  clear  that  optometry  and  medicine 
differ  in  what  constitutes  “optometric  service”; 
and  in  Indiana  optometry  may  legally  include 
“diagnosis  of  the  human  eye  to  ascertain  the 
presence  of  abnormal  conditions  or  functions 
which  may  be  diagnosed,  corrected,  remedied  or 
relieved”  and  include  “the  use  ...  of  psycholog- 
ical or  any  other  principles”;  and 

Whereas,  optometry  has  repeatedly  over  the 
years  supported  legislation  to  expand  the  prac- 
tice of  optometry  beyond  the  evaluation  of  re- 
fraction and  prescription  of  lenses  into  other 
areas  of  medical  practice  including  diagnosis  and 
the  use  of  drugs;  and 

Whereas,  numerous  state  optometric  societies 
have  in  letters  to  medical  societies  and  to  in- 
dividual physicians  and  in  other  communications 
— partially  quoted  the  Judicial  Council  ruling  in 
support  of  the  concept  that  they  are  capable  of 
rendering  total  eye  care  and  not  just  refractive 
services;  and 

Whereas,  this  has  led  to  continued  confusion, 
which  is  detrimental  to  the  best  interest  of  the 
patient;  and 

Whereas,  there  is  not  occasion  for  the  pre- 
scribing of  lenses  in  the  absence  of  a medical 


reason  for  the  patient’s  complaint;  now  there- 
fore be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation request  the  Board  of  Trustees  of  the  AMA 
to  restudy  AMA  Resolutions  Nos.  77,  78  and  79 
(A-55)  and  107  (A-66)  for  purposes  of  clarifica- 
tion of  the  proper  relationships  of  physicians  to 
optometrists;  and  be  it  further 

RESOLVED,  that  this  Resolution  be  introduced 
in  the  AMA  House  of  Delegates  urging  the 
Judicial  Council  to  further  clarify  this  question 
with  the  best  interest  of  the  patient  being  of 
paramount  importance. 

Reference  Committee  A recommended 
adoption  of  Resolution  No.  1-71  with  the 
exception  of  an  amendment  to  substitute 
the  two  resolves  contained  in  the  resolution 
as  stated  in  the  above  amended  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  2-71 
Teaching  of  Optometrists 

By:  Chattanooga  & Hamilton  County 
Medical  Society  for  Chattanooga 
Ophthalmological  Society 

Whereas,  the  American  Medical  Association 
in  Resolution  No.  107  (A-66) 

(1)  urged  the  constituent  societies  “to  oppose 
as  detrimental  to  the  public  interest  any  pro- 
posed legislation  that  would  authorize  optome- 
trists to  engage  in  the  diagnosis  or  treatment  of 
disease  or  injury  of  the  eye”, 

(2)  reaffirmed  that  “diagnosis  or  treatment  of 
disease  or  injury  of  the  eye  . . . constitutes  the 
practice  of  medicine”,  and 

(3)  emphasized  that  “The  full  benefit  of  med- 
ical progress  and  existing  opportunities  for  the 
prevention  of  blindness  can  be  realized  only  if 
there  is  no  avoidable  delay  between  the  onset 
of  abnormalities  or  their  symptoms  and  the 
provision  of  medical  care  by  qualified  phy- 
sicians”, and  suggested  that  “Doctors  of  Medicine 
may  as  teachers  participate  in  the  education  of 
optometrist  within  the  legitimate  scope  of 
optometric  practice”;  and 

Whereas,  organized  optometry  has  supported 
proposed  legislation  which  would  authorize 
optometrists  to  use  drugs  and  to  engage  in 
diagnosis  or  treatment  of  disease  or  injury  (for 
example,  legislation  introduced  in  Rhode  Island, 
Pennsylvania,  Michigan),  and  has  represented 
the  participation  of  physicians  in  the  education 
of  optometrists  as  evidence  of  instruction  by 
doctors  of  medicine  in  the  diagnosis  of  disease 
and  injury;  and 

Whereas,  optometry  has  claimed  for  the 
optometrist  a competence  to  determine  or 
diagnose  whether  there  is  a need  or  there  is  not 
a need  for  the  services  of  physicians;  and 

Whereas,  courses  are  being  taught  in  optom- 
etry schools  in  pharmacology  and  medical 
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therapy  of  the  eye,  which  subjects  are  beyond 
the  proper  scope  of  optometry;  and 

Whereas,  there  continues  to  be  confusion  con- 
cerning the  limitations  of  the  competence  of  the 
optometrists;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation endorse  and  go  on  record  as  suggesting 
that  the  Judicial  Council  of  AMA  reconsider  its 
position  in  reference  to  its  teaching  of  optome- 
trists in  their  societies  and  schools;  and  be  it 
further 

RESOLVED,  that  a copy  of  this  resolution  be 
forwarded  to  the  American  Medical  Association 
House  of  Delegates  for  consideration  by  the 
Judicial  Council  at  its  annual  meeting  in  June. 

Reference  Committee  A recommended 
adoption  of  Resolution  No.  2-71  as  presented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  3-71 

Establishment  of  a Membership  Category  for 
Interns  and  Residents  in  TMA 

By:  Board  of  Trustees 

Whereas,  the  Tennessee  Medical  Association 
has  had  for  many  years,  a category  of  member- 
ship for  medical  students  who  are  duly  enrolled 
in  a medical  school  in  Tennessee,  and  who  are  a 
candidate  for  the  degree  of  Doctor  of  Medicine, 
and  who  are  certified  by  their  county  medical 
society;  and 

Whereas,  when  such  students  become  interns 
and  residents,  there  is  no  category  of  member- 
ship in  the  Tennessee  Medical  Association  to 
further  interest  these  prospective  physicians;  and 

Whereas,  the  American  Medical  Association, 
at  its  Clinical  Meeting  in  Boston  in  1970,  adopted 
action  to  accept  intern  and  resident  members 
directly  into  the  AMA,  if  no  such  category  of 
membership  is  available  through  their  state  and 
county  medical  societies;  and 

Whereas,  the  AMA  House  of  Delegates  further 
acted  to  urge  the  state  medical  associations  to 
establish  intern  and  resident  categories  of  mem- 
bership; now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation’s House  of  Delegates,  here  assembled,  es- 
tablish a category  of  membership  for  interns  and 
residents  in  order  to  interest  and  attract  these 
new  physicians  into  the  medical  society  organiza- 
tions as  early  as  possible  in  their  medical  careers, 
and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  direct 
the  Committee  on  Constitution  and  By-Laws  to 
write  and  present  the  proper  amendments  to  the 
Constitution  and  By-Laws  to  establish  this 
category  of  membership. 

Reference  Committee  C recommended 
adoption  of  Resolution  No.  3-71  as  presented. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-71 

Establishment  Where  Applicable  of  a Category 
of  Membership  For  Interns  and  Residents  in 
County  Medical  Societies 

By:  Board  of  Trustees 

Whereas,  the  Tennessee  Medical  Association’s 
House  of  Delegates  is  urged  to  establish  a cate- 
gory of  membership  for  interns  and  residents  in 
order  to  interest  these  physicians  in  their  medical 
organization  early  in  their  career;  and 

Whereas,  such  newly-graduated  doctors  may 
obtain  an  insight  into  the  objectives  of  their 
medical  associations  through  a membership  cate- 
gory specifically  established  for  them;  and 
Whereas,  the  American  Medical  Association 
has  urged  all  states  to  establish  this  type  of 
membership  so  that  interns  and  residents  can 
become  members  of  their  county  medical  society, 
and  thus  be  certified  in  the  same  manner  as 
other  regular  members  are  certified  to  their  state 
medical  associations  and  the  AMA;  now  there- 
fore be  it 

RESOLVED,  that  those  county  medical  so- 
cieties in  Tennessee  where  there  are  residents  or 
interns  serving  in  a JCAH  hospital  in  the  area 
served  by  the  county  medical  society,  be  urged 
to  amend  their  respective  Constitution  and  By- 
Laws,  so  as  to  establish  a category  of  member- 
ship for  interns  and  residents  where  they  may 
participate  in  the  society’s  activities,  and  be 
certified  to  the  state  association  and  AMA  in 
the  same  manner  as  are  other  members  of  the 
county  medical  society. 

Reference  Committee  C recommended 
adoption  of  Resolution  No.  4-71  as  presented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  5-71 
Expansion  of  Continuing  Education  Program 

By:  Tom  E.  Nesbitt,  M.D. 
Committee  on  Continuing  Medical 
Education 

Whereas,  the  need  for  coordination  of  the 
existing  continuing  medical  education  programs 
in  Tennessee  has  been  recognized;  and 

Whereas,  the  principle  objectives  of  the  Ten- 
nessee Medical  Association  are  oriented  toward 
educational  and  scientific  pursuits  and 

Whereas,  the  Tennessee  Medical  Association  is 
the  appropriate  organization  to  assume  a leader- 
ship role  for  the  continuing  education  of  all 
physicians  on  a state- wide  basis;  now  therefore 
be  it 

RESOLVED,  that  the  House  of  Delegates  au- 
thorize the  Tennessee  Medical  Association  to 
enlarge  its  existing  program  of  continuing  edu- 
cation by  permitting  the  Tennessee  Medical 
Foundation  to  become  the  recipient  of  funds  from 
available  sources,  including  the  Regional  Medical 
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Program,  in  order  to  accomplish  these  objec- 
tives. 

Reference  Committee  A recommended 
adoption  of  Resolution  No.  5-71  as  presented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  6-71 

Coding  and  Nomenclature  tor  Description  of 
Medical  Services 

By:  Montgomery  County  Medical  Society 

Whereas,  the  need  for  a uniform  system  of 
coding  and  nomenclature  in  order  to  describe 
accurately  the  great  variety  of  medical  services, 
has  never  been  greater;  and 

Whereas,  the  American  Medical  Association 
has  prepared  an  accurate  and  current  system  of 
coding  and  nomenclature;  and 

Whereas,  state  medical  associations,  specialty 
societies  and  others  have  delayed  their  own 
efforts  so  as  it  be  certain  there  would  be  one 
universal  description  system  of  professional 
services;  therefore  be  it 

RESOLVED  that  this  House  supports  the  Cur- 
rent Procedural  Terminology  of  the  American 
Medical  Association;  and  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation’s House  of  Delegates  urges  all  insurance 
carriers,  fiscal  intermediaries,  and  all  others 
concerned  to  adopt  the  Current  Procedural 
Terminology  as  developed  by  the  American 
Medical  Association  as  the  universal  system  for 
description  of  medical  services. 

Reference  Committee  A recommended 
adoption  of  Resolution  No.  6-71  with  the 
exception  of  an  amendment  to  substitute  the 
two  resolves  contained  in  the  resolution  as 
stated  in  the  above  amended  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  7-71 

TMA  Sponsored  Conference  on  Management  of 
Socio-Economics  of  Health  Care 

By:  R.  A.  Calandruccio,  Chairman, 
Committee  on  Socio-Economics 
of  Health  Care 

Whereas,  Government,  Labor  and  various  con- 
sumer groups  are  concerned  with  the  increased 
cost  of  medical  care  and  are  involved  in  the 
organization  of  the  delivery  of  health  services; 
and 

Whereas,  the  concept  of  prepaid  insurance  or 
capitation  involves  the  private  insurance  com- 
panies, Blue  Cross-Blue  Shield,  hospitals  and 
government  funding  organizations,  as  well  as  the 
public  and  physicians;  and 

Whereas,  in  the  State  of  Tennessee  several 
closed  panel  groups  are  being  organized;  and 


Whereas,  the  TMA  has  no  policy  position  con- 
cerning these  issues  of  much  importance  to  citi- 
zens and  physicians  of  Tennessee,  therefore  be  it 

RESOLVED,  that  the  TMA  House  of  Delegates 
approve  the  Committee  on  Socio-Economics  to 
sponsor  a conference  with  the  representatives  of 
the  various  groups  involved  with  the  formation, 
funding  and  operation  of  closed  panel  plans 
providing  medical  care  on  the  basis  of  prepaid 
insurance  and/or  capitation.  The  purpose  of  this 
conference  will  be  to  inform  the  physicians  of 
Tennessee  and,  thereby,  enable  the  TMA  to 
formulate  a policy  concerning  such  plans. 

Reference  Committee  D recommended 
adoption  of  Resolution  No.  7-71  with  the 
exception  of  an  amendment  to  substitute 
the  title  contained  in  the  resolution  as 
stated  in  the  above  amended  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  8-71 

Environmental  Pollution 

By:  James  J.  Lawson,  Jr.,  M.D., 
Chairman,  Committee  on  Environmental 
and  Occupational  Health 

Whereas,  we,  the  practicing  physicians  of 
Tennessee,  recognize  the  growing  threat  to  our 
environment  through  destruction  of  natural  re- 
sources by  pollution  and  misuse  of  land  and 
water  recreational  areas,  and 

Whereas,  we  are  aware  of  the  enactment  of 
Federal  health  regulations  which  directly  affect 
all  industries  and  employers  in  the  state  and 
which  tend  to  supplant  the  activities  of  existing 
state  agencies,  and 

Whereas,  we  further  recognize  that  those  state 
agencies  most  knowledgeable  of  the  unique  needs 
of  our  local  employers  and  conservationists  are 
severely  handicapped  by  a chronic  shortage  of 
operating  funds,  therefore  be  it 

RESOLVED,  that  we,  the  members  of  this 
House  of  Delegates,  demonstrate  a recognition 
of  these  problems  by  expressing  support  of  those 
state  agencies  most  involved  through  increased 
budgetary  allowance  of  funds  and  moral  support 
of  their  activities. 

Reference  Committee  A recommended 
adoption  of  Resolution  No.  8-71  as  presented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  9-71 
Cigarette  Smoking 

By:  The  Consolidated  Medical 
Assembly  of  West  Tennessee 

Whereas,  cigarette  smoking  has  been  shown  to 
be  related  to  certain  diseases,  involving  heart, 
lungs,  and  other  organ  systems,  and 

Whereas,  the  Inter-Society  Commission  on 
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Heart  Disease  has  recommended  increasing  the 
tax  on  cigarettes,  and  that  this  tax  be  applied 
toward  paying  the  disability  assistance  resulting 
from  these  diseases,  and 

Whereas,  cigarette  smoking  is  considered  a 
luxury;  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation recommend  to  the  Governor  and  the 
Tennessee  State  Legislature  that  the  tax  on 
cigarettes  be  increased  a significant  amount,  and 
that  the  revenues  realized  from  this  increase  in 
taxes  be  applied  to  health  assistance  programs. 

Reference  Committee  D agreed  that  cig- 
arette smoking  is  a health  hazard  but  dis- 
agreed with  this  form  of  legislation,  and 
recommended  that  Resolution  No.  9-71  be 
not  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  10-71 
Multiphasic  Screening  Test  Reports 

By:  Nashville  Academy  of  Medicine 

Whereas,  physicians  often  receive  reports  on 
multiphasic  screening  tests  for  which  they  did 
not  refer  the  person  tested,  and  may  not  have 
been  previously  notified  that  such  a report  would 
be  sent  to  them  by  the  testing  agency;  and 
Whereas,  these  physicians  have  not  recom- 
mended such  tests  nor  have  they  requested  that 
the  reports  be  sent  to  them;  and 

Whereas,  if  these  sizeable  reports  are  kept  in 
the  physicians’  files  they  will  require  a con- 
siderable amount  of  additional  filing  space;  and 
Whereas,  evaluation  of  these  reports  requires 
professional  time  and  knowledge,  for  which  a 
charge  is  justified;  and 

Whereas,  if  the  abnormalities  indicated  in  the 
report  are  not  in  the  physician’s  field  of  practice, 
and  therefore  he  would  need  to  refer  the  patient 
to  another  physician;  and 

Whereas,  an  abnormality  indicated  in  such  a 
report  could  make  the  physician  feel  responsible 
for  further  diagnosis  or  treatment  of  that  con- 
dition; now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation go  on  record  as  notifying  all  multiphasic 
screening  agencies,  through  this  resolution,  that 
reports  of  their  tests  should  be  sent  directly  to 
the  person  tested,  rather  than  to  a physician, 
unless  previous  arrangements  are  made  with  a 
personal  or  industrial  physician;  and  be  it 
further 

RESOLVED,  that  it  is  the  responsibility  of  the 
person  tested  to  make  an  appointment  with  a 
physician  for  evaluation  of  the  report  and  for 
further  diagnostic  and  therapeutic  procedures; 
and  be  it  further 

RESOLVED,  that  it  is  reasonable  and  ethical 
for  the  physician  to  charge  for  reviewing  multi- 
phasic screening  reports;  and  be  it  further 
RESOLVED,  that  a physician  may  elect  to  re- 


turn such  a report  to  the  testing  agency  without 
evaluating  it,  and  so  notify  the  agency  and  the 
person  tested. 

Reference  Committee  D recommended 
Resolution  No.  10-71  be  referred  to  the 
Board  of  Trustees  for  study. 

ACTION:  REFERRED  TO  BOARD  OF 
TRUSTEES 

RESOLUTION  NO.  11-71 
Consultation  on  Insurance  Coverage 

By:  Nashville  Academy  of  Medicine 

Whereas,  insurance  carriers  often  need  to  de- 
termine their  responsibility  regarding  patients’ 
disability  or  the  utilization  of  medical  services; 
and 

Whereas,  carriers  may  wish  the  opinion  of 
another  physician  on  these  matters,  after  the 
insured  patient  has  been  diagnosed  and/or 
treated  by  his  or  her  personal  physician;  and 

Whereas,  such  information  may  be  obtained 
through  professional  consultation  without  dis- 
turbing the  physician-patient  relationship;  and 

Whereas,  physicians  recognize  the  carriers’  re- 
sponsibility to  their  clients,  and  will  cooperate  in 
providing  information  which  is  not  confidential 
and  is  authorized  by  the  patient  and  by  pro- 
fessional ethics;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation inform  insurance  carriers,  through  this 
resolution,  that  if  a carrier  wishes  an  insured 
client  to  be  seen  by  another  physician,  after  the 
client  has  been  seen  by  his  or  her  personal 
physician,  the  attending  physician  and  the  patient 
should  both  be  notified  that  consultation  is  re- 
quested, and  be  it  further 

RESOLVED,  that  the  physician  designated  by 
the  carrier  to  review  the  case,  send  a written 
report  to  the  attending  physician. 

Reference  Committee  D recommended 
adoption  of  Resolution  No.  11-71  as  stated 
in  the  above  amended  resolution. 
ACTION:  ADOPTED 

RESOLUTION  NO.  12-71 
Chiropractic  Theory  and  Practice 

By:  O.  Morse  Kochtitzky,  M.D.,  Chairman 
Committee  on  Legislation 

Whereas,  the  medical  profession  and  medical 
doctors,  as  conservators  of  the  public’s  health, 
are  honor  bound  to  alert  the  public  and  guard 
against  all  forms  of  quackery  and  cultism;  and 

Whereas,  the  American  Medical  Association 
has  adopted  the  position  that  chiropractic  is  an 
unscientific  cult  whose  practitioners  lack  the 
necessary  training  and  background  to  diagnose 
and  treat  human  disease,  and  that  chiropractic 
constitutes  a hazard  to  rational  health  care  in 
the  United  States  because  of  the  substandard  and 
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unscientific  education  of  its  practitioners  and 
their  rigid  adherence  to  an  irrational,  unscientific 
approach  to  disease  causation;  and 

Whereas,  the  Department  of  Health,  Education 
and  Welfare,  after  an  extensive  study  ordered 
by  Congress,  reported  and  recommended  to  Con- 
gress that  chiropractors  not  be  included  under 
the  Medicare  Program  because  “the  scope  and 
quality  of  chiropractic  education  do  not  prepare 
the  practitioner  to  make  an  adequate  diagnosis 
and  provide  appropriate  treatment”;  and 

Whereas,  in  addition  to  the  Report  issued  by 
the  Federal  Government’s  Health  Insurance 
Benefits  Advisory  Council  (HIBAC)  expressing 
strong  opposition  to  chiropractic,  two  other 
Government  Reports  have  found  that  chiroprac- 
tic is  not  qualified  as  a health  care  provider; 
and 

Whereas,  non-scientific  organizations,  such  as 
the  AFL-CIO,  the  National  Council  of  Senior 
Citizens,  The  Consumer  Federation  of  America, 
The  National  Association  for  Retarded  Children 
and  Adults,  and  The  Health  Insurance  Associa- 
tion of  America  have  also  publicly  denounced 
chiropractic;  and 

Whereas,  either  the  scientific  principles  on 
which  the  practice  of  medicine  is  based  are 
correct  and  chiropractic  is  wrong,  or  the  theory 
of  chiropractic  is  right  and  the  scientific  com- 
munity is  wrong,  as  there  can  be  no  compromise; 
now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation adopts  as  official  policy,  the  statement 
and  position  of  the  American  Medical  Association 
regarding  chiropractic,  and  be  it  further 

RESOLVED,  that  the  President  of  the  Tennes- 
see Medical  Association  forward  a copy  of  this 
resolution  to  all  other  health  related  organiza- 
tions in  Tennessee  urging  them  to  adopt  a similar 
position,  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be 
forwarded  to  members  of  the  Tennessee  Con- 
gressional Delegation  in  Washington  as  well  as 
to  members  of  the  Tennessee  General  Assembly. 

Reference  Committee  B recommended 
adoption  of  Resolution  No.  12-71  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  13-71 
Malpractice  Claim  Problem 

By:  Memphis  & Shelby  County 

Medical  Society 

Whereas,  we  the  physicians  of  Memphis  and 
Shelby  County  are  fully  aware  of  a nationwide 
malpractice  claim  problem;  and 

Whereas,  it  is  equally  evident  that  even 
though  the  problem  of  obtaining  medical  liability 
insurance  has  not  affected  our  State  severely,  we 
have  been  informed  that  because  of  the  overall 
national  trends,  our  coverage  could  be  affected; 
and 


Whereas,  the  President  of  the  United  States,  in 
a message  to  Congress,  indicated  that  he  also  is 
aware  of  the  Malpractice  Crisis  and  how  it  is 
affecting  the  practice  of  medicine  and  the  welfare 
of  the  patient;  and 

Whereas,  he  has  stated  that  he  is  planning  to 
appoint  a commission  to  investigate  the  problem 
and  give  recommendations  to  him  on  its  solution; 
we  therefore,  being  in  accord  with  the  concept 
of  appointing  such  a commission  and  being  also 
members  of  the  American  Medical  Association, 
do  hereby 

RESOLVE,  that  the  American  Medical  Associ- 
ation be: 

1.  Strongly  urged  to  use  its  influence  to  recom- 
mend that  the  President  proceed  immediate- 
ly with  appointment  of  such  a commission 
and 

2.  That  the  American  Medical  Association  be 
urged  to  offer  its  assistance  in  every  way 
possible  through  its  staff,  data  resources, 
facilities  and  active  participation  on  the 
commission  itself.  Also,  to  assist  the  com- 
mission in  its  deliberations  in  arriving  at  its 
final  conclusions. 

Reference  Committee  B recommended 
adoption  of  Resolution  No.  13-71  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  14-71 

Qualifications  of  the  Commissioner  of  the  Depart- 
ment of  Mental  Health  and  Superintendents  of 
State  Mental  Hospitals 

By:  Frank  Stevens,  M.D.,  Chairman 

Committee  on  Mental  Health 

Whereas,  the  Department  of  Mental  Health 
since  its  creation  as  a separate  department  in 
1953  has  made  substantial  progress  in  improving 
the  care  and  treatment  of  the  mentally  ill  in 
Tennessee;  and 

Whereas,  the  present  law  has  provided  ade- 
quate basis  for  the  appointment  of  the  Com- 
missioner and  the  selection  of  hospital  superin- 
tendents; and 

Whereas,  experience  in  other  states  has  shown 
the  importance  of  having  an  adequately  trained 
psychiatrist  as  commissioner;  and 

Whereas,  it  is  reasonable  to  expect  that  the 
Commissioner  of  the  Department  that  has  the 
responsibility  for  treatment  of  the  mentally  sick, 
development  of  programs  for  the  treatment  of 
disturbed  children  and  programs  for  the  men- 
tally retarded,  development  of  programs  for  the 
prevention  of  Mental  Illness,  and  Research  into 
the  causes  thereof  should  be  a person  with  a 
broad  psychiatric  background;  and 

Whereas,  the  Commissioner  should  be  one 
whose  experience  includes  a sound  knowledge 
of  the  patterns  of  care  and  treatment  of  the 
mentally  ill  in  all  sections  of  the  country;  who 
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is  familiar  with  other  professionals  on  the  Na- 
tional level  who  can  aid  in  such  problems  as 
staff  recruitment;  and  who  is  experienced  in 
teaching  and  qualified  to  be  a member  of  a 
University’s  Department  of  Psychiatry  which 
would  enable  the  establishment  of  teaching  pro- 
grams and  thus  upgrade  the  level  of  professional 
care  in  our  State  mental  hospitals;  and 

Whereas,  mental  retardation  is  a field  that 
includes  not  only  educational  programs,  but  also 
medical  and  rehabilitation  programs  and  there- 
fore should  be  under  the  guidance  and  direction 
of  a qualified  physician;  and 

Whereas,  hospitalized  patients  can  best  be 
cared  for  if  the  hospital  is  under  the  direct 
supervision  of  a physician,  now  therefore  be  it 
RESOLVED,  that  the  Tennessee  Medical  As- 
sociation go  on  record  as  being  in  favor  of  the 
retention  of  Section  4-322  without  amendment 
and  Section  33-203  without  amendment  of  the 
Tennessee  Code  pertaining  to  the  qualifications 
of  the  Commissioner  of  the  Department  of  Men- 
tal Health  and  for  superintendents  of  State  men- 
tal hospitals  and  schools  for  the  mentally  re- 
tarded. 

Reference  Committee  A recommended 
adoption  of  Resolution  No.  14-71  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  15-71 

Unlimited  Benefits  Under  Workmen's 
Compensation 

By:  Committee  on  Environmental  & 
Occupational  Health 

Whereas,  adequate  reimbursement  for  services 
rendered  under  the  Tennessee  Workmen’s  Com- 
pensation Law  for  all  providers  of  medical  care 
and  services  is  appropriate;  and 

Whereas,  the  law  currently  contains  a maxi- 
mum amount  available  for  medical  care  and 
services  which  is  prorated  to  the  providers  if 
the  cost  of  care  exceeds  the  limit;  and 

Whereas,  the  amount  payable  for  medical  ser- 
vices has  been  increased  twice  during  the  past 
few  years  in  an  effort  to  keep  pace  with  rising 
costs;  and 

Whereas,  the  current  maximum  amount  of 
$3,500  for  all  medical  services  is  frequently  in- 
adequate in  many  cases  to  fully  reimburse  all 
providers  of  services,  particularly  due  to  the  in- 
creased costs  of  providing  hospitalization;  and 
Whereas,  many  states  have  initiated  unlimited 
medical  benefit  provisions  under  their  Work- 
men’s Compensation  Laws,  now  therefore  be  it 
RESOLVED,  that  the  Tennessee  Medical  As- 
sociation favors  an  unlimited  medical  benefit 
provision  under  Tennessee’s  Workmen’s  Com- 
pensation Laws;  and  be  it  further 

RESOLVED,  that  reasonable  rules  and  regula- 
tions regarding  submission  of  medical  reports 


is  recognized  as  appropriate  and  necessary  for 
the  employer,  and  his  insurance  carrier  to  be 
informed  as  to  the  extent  of  injury  a workman 
may  have  suffered  as  well  as  an  indication  as 
to  the  amount  and  duration  of  medical  treat- 
ment that  can  be  expected;  and  be  it  further 

RESOLVED,  that  a provision  in  the  law  re- 
quiring physicians  to  submit  a medical  report 
as  well  as  a statement  of  charges  within  30  days 
following  the  initiation  of  treatment,  and,  if 
requested,  interim  reports  every  sixty  days 
thereafter  shall  not  be  deemed  unreasonable. 

Reference  Committee  B recommended 
adoption  of  Resolution  No.  15-17  as  pre- 
sented. 

ACTION:  ADOPTED 

REPORT  OF  OFFICERS 

Report  of  the  President 

Tom  E.  Nesbitt,  M.D. 

“The  hour  is  late  but  I would  like  to 
indulge  a little  of  your  time  to  abstract 
portions  of  this  report.  It  is  lengthy  and  I 
will  try  to  be  as  brief  as  possible. 

“This  year  1970-71  has  been  a very  busy 
one.  I want  you  to  know  that  I do  consider 
it  a singular  honor  to  have  served  as  the 
82nd  President  of  this  Association. 

“We  find  ourselves  assembled  at  this  136th 
Annual  Meeting  of  the  Tennessee  Medical 
Association  to  discuss,  deliberate  and  decide 
the  issues  which  affect  our  Association. 
We  do  this  in  an  atmosphere  of  change, 
doubt  and  turmoil  not  only  within  the  pro- 
fession, but  in  the  halls  of  Congress,  in  the 
business  world  and  within  the  citizenry 
as  a whole.  Fundamental  values  in  all 
areas  which  were  absolute  a few  years  ago 
are  being  challenged.  In  medicine  our  tradi- 
tional and  time-proven  method  of  medical 
care  deliveries  are  being  vigorously  ques- 
tioned. Some  would  have  us  scrap  the 
whole  system  or  “non-system,”  as  some 
groups  describe  our  medical  care  proce- 
dures. The  profession  admits  the  health 
care  system  is  not  perfect,  but  it  is  attempt- 
ing, through  critical  self-analysis,  to 
improve  health  care  delivery  without  de- 
stroying the  proven  concepts  of  our 
present  system. 

We  accept  the  fact  that  problems  of 
serious  magnitude  face  us  now,  but  we  do 
not  accept  the  implications  of  some,  and 
the  direct  accusations  of  others,  that 
medicine  is  unmindful  of  these  problems, 
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unwilling  to  do  what  is  necessary  to  correct 
them,  or  that  we  are  doing  nothing  at  the 
present  time.  More  particularly,  do  we 
reject  the  accusation  that  all  of  the  ills  of 
present  health  care  is  of  our  making  or  due 
entirely  to  faults  of  the  present  system. 

We  recognize  that  the  increasing  cost  of 
care  has  created  a need  for  a second  look 
at  this  problem  and  something  must  be 
done  to  improve  delivery  of  care  to  people 
in  the  ghettos  and  rural  areas.  Through 
the  work  of  thousands  of  physicians,  med- 
icine is  earnestly  trying  to  solve  these 
problems  and  what  then  should  be  the  role 
of  the  Tennessee  Medical  Association  in 
today’s  problems  of  health  and  medical 
care?  That  we  should  be  concerned  will,  I 
believe,  find  few  dissenters.  Most  would 
agree,  but  others  would  oppose  that  we 
should  become  involved.  And  some,  I am 
among  them,  would  go  a great  deal  further 
and  propose  that  we  should  assume  active 
leadership  in  shaping  the  future  of  med- 
icine in  the  ’70’s  for  years  to  come. 

Unless  we  do  assume  this  role,  we  may 
be  sure  that  there  are  many  waiting  in  the 
wings  to  play  our  part.  Labor  leaders, 
economists,  Congressmen,  do-gooders,  and 
others  who  are  more  concerned  with  pub- 
licity and  politics  than  professional  per- 
formance, may  be  recognized  among  those 
anxious  actors.  Our  goal  should  be  to  im- 
prove our  present  system  and  to  devise  new 
ways  of  making  quality  health  care  avail- 
able and  acceptable  to  every  citizen  in 
Tennessee  regardless  of  their  social  class, 
ethnic  origin,  ability  to  pay,  or  source  of 
payment. 

Equally  important  to  the  composition  of 
our  own  Association  membership  is  also  our 
membership  in  the  American  Medical  Asso- 
ciation. Only  through  greater  representa- 
tion and  participation  in  this  body  will 
Tennessee’s  voice  be  heard  on  the  national 
level.  The  AMA  is  the  official  body  of  or- 
ganized medicine  in  this  country,  and 
failure  to  support  it  and  fragmentation  into 
other  groups  can  lead  only  to  loss  of  effec- 
tiveness and  weaken  us  as  a profession. 

At  the  beginning  of  my  term  as  President, 
I had  a few  major  areas  of  emphasis  which 
I set  out  to  accomplish.  One  of  these  was 
to  improve  our  internal  communication  and 
I have  discussed  with  you  each  month 


through  the  President’s  Page  in  the  Journal 
major  issues  in  which  we  are  engaged. 
These  include  the  shortage  of  manpower 
and  the  need  to  design  formats  for  instruc- 
tional programs  for  Physicians  Assistants. 
The  desirability  of  restructuring  our  own 
internal  organization.  And  our  genuine 
concern  for  spiralling  hospital  and  health 
care  costs.  The  improved  quality  control  of 
medical  services  through  internal  regulation 
within  the  profession,  using  the  technique 
of  peer  review  and  judicial  responsibilities 
through  the  Council’s  activities  by  virtue  of 
expanded  authority.  And  the  questionable 
need  for  changes  in  our  systems  of  health 
care. 

A great  event  in  the  history  of  TMA  is 
the  renovation  and  new  addition  to  our 
headquarters  building  in  Nashville.  The 
total  remodeled  building  contains  9,100 
square  feet.  And  may  I take  this  opportu- 
nity to  invite  every  TMA  member  to  visit 
the  headquarters  when  you  are  in  Nash- 
ville. 

During  the  past  year,  I have  made  four- 
teen visits  to  county  medical  societies  in 
Tennessee  as  a special  effort  to  discuss  with 
our  membership  some  of  our  major  prob- 
lems. It  has  enabled  me  to  convey  informa- 
tion more  clearly  to  our  members  as  well 
as  to  interpret  and  explain  our  policy  posi- 
tion and  the  efforts  being  made  to  solve 
some  of  these  issues  at  the  state  level  and 
from  the  national  level  through  the  AMA. 

During  the  past  year,  I have  often  been 
asked  the  question,  why  should  I belong  to 
organized  medicine?  Conducting  the  busi- 
ness of  this  Association  requires  thousands 
of  man  hours  of  work  every  year  and  dozens 
of  committee  meetings  are  conducted,  in- 
volving more  than  200  physicians  in  our 
state  who  serve  without  pay  on  the  various 
Councils  and  Committees  that  are  working 
for  and  looking  after  the  interests  of  our 
physicians. 

An  appreciation  of  the  intangible  benefits 
of  TMA  and  AMA  membership  is  the  real 
key  to  the  organization’s  continued  role  of 
successful  leadership  in  medicine  in  Ten- 
nessee and  in  America. 

You  and  I are  the  TMA  and  the  AMA 
when  we  are  involved  in  such  affairs  as 
medical  ethics,  peer  review,  hospital  accred- 
itation, and  legislative  and  educational 
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programs.  TMA  and  AMA  functions  pro- 
vide guidance  in  areas  of  service  which 
must  be  performed  by  members  of  the 
profession  or  someone  else  will  do  it  for 
us.  The  more  than  2,400  TMA  members 
who  participate  in  this  Association’s  group 
professional  liability  insurance  program,  as 
an  example,  save  enough  in  premiums  an- 
nually to  more  than  cover  the  cost  of  our 
state  Association’s  dues,  on  an  individual 
basis.  And  this  program  is  only  one  of  nine 
money-saving  group  insurance  plans  of- 
fered by  TMA  to  its  members. 

When  you  voluntarily  join  your  state  and 
national  Medical  Associations,  you  become 
the  recipient  of  the  various  skills  and  ex- 
perience of  a central  organization,  and  the 
participant  in  a strong  and  unified  voice  on 
national  issues  that  affect  both  your  patients 
and  your  practice.  Financial  participation 
alone  is  not  enough.  Individual  involvement 
in  the  affairs  of  medicine  by  every  dues- 
paying  member  is  the  only  answer  to  in- 
suring a responsive  and  meaningful  TMA 
and  AMA. 

Our  state  Association  has  embarked  upon 
a continuing  medical  education  program. 
TMA  has  assumed  the  leadership  role  in 
this  activity  in  cooperation  with  the  three 
medical  schools  and  the  two  Regional 
Medical  Programs  operating  in  the  borders 
of  our  state.  I would  urge  each  of  you  to 
begin  your  own  personal  involvement  in 
this  field.  We  must  also  be  willing  to 
subject  our  own  medical  decisions  and  care 
to  closer  scrutiny  than  we’ve  been  doing 
through  our  own  hospital  and  medical  so- 
ciety committee  structure  which  is  now 
known  as  peer  review.  And  as  we  co- 
operatively bend  our  energies  in  these  di- 
rections, we  will  find  the  future  to  be 
better  for  all  of  medicine. 

Compulsory  universal  health  insurance 
may  be  on  us  by  1972.  And  its  planners 
are  confident  that  they  can  achieve  the 
goal  soon  thereafter.  They  say  it  will  be 
consumer  oriented,  but  they  mean  con- 
sumer dominated.  They  hope  to  phase  out 
the  fee  for  medical  services  and  they  pro- 
pose to  make  your  non-system  become  their 
system  no  matter  what  the  cost  and  no 
matter  what  chaos  their  system  will  impose 
on  the  profession  and  the  public. 


You  can  see  why  the  unity  I referred  to 
earlier  is  becoming  such  a necessity.  The 
days  of  internal  bickering,  either  on  a 
society-to-society,  specialty-to-specialty,  or 
person-to-person  basis  must  come  to  an  end. 
No  longer  can  we  afford  this  luxury  of 
wasted  motion. 

To  meet  tomorrow’s  problems,  we  must 
have  either  unity  or  discipline,  whichever 
you  wish  to  call  it.  A form  of  singular 
purpose  must  be  achieved  soon  or  we  may 
find  ourselves  without  an  effective  Associa- 
tion, and  when  and  if  this  happens,,  individ- 
ual doctors  will  be  at  the  mercy  of  any  and 
all  predators. 

Serving  as  your  President  this  year  has 
given  me  an  insight  into  the  day-to-day 
activities  of  medicine  and  it  has  afforded 
greater  opportunity  to  work  with  our  Of- 
ficers, Board  of  Trustees,  Committee  Mem- 
bers, and  with  many  of  you.  I’m  grateful 
to  all  of  these  for  their  help  and  guidance. 
It  is  my  sincere  belief  that  this  Association 
is  being  served  by  some  of  the  most  dedi- 
cated doctors  in  this  country.  For  this,  you 
as  well  as  I have  our  lasting  gratitude. 
We’re  not  perfect  and  yet  we  in  TMA  are 
blessed  with  talent. 

To  accomplish  our  tasks  will  call  for 
multi-disciplinary  actions  as  well  as  an 
extreme  degree  of  cooperation  among  the 
health  professions.  In  Tennessee  as  in  per- 
haps few  other  states,  this  opportunity 
exists  to  a most  unusual  degree.  For  many 
years,  the  medical  family  in  Tennessee  has 
been  characterized  by  harmony  and  respect 
among  the  various  component  members. 
And  the  practice  of  medicine  will  change 
and  we,  of  necessity,  with  it.  In  Tennessee 
we  have  the  talent  and  the  resources,  and 
we  have  the  necessary  climate  for  coopera- 
tive effort,  and  I believe  that  we  have  the 
desire  to  contribute  to  the  development  of 
the  best  health  care  system  in  the  history 
of  medicine  in  our  state. 

This  is  indeed  a great  challenge.  We  have 
the  ability  to  meet  it.  And  I pray  we  do 
and  I thank  you  for  this  honor  of  serving 
as  your  President.” 

THE  REFERENCE  COMMITTEE— C,  commended  the  Presi- 
dent for  his  excellent  report  and  outstanding  service  through- 
out the  year  and  requested  his  report  be  received. 

THE  HOUSE  accepted  the  report. 
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Report  of  the  Secretary 

O.  Morse  Kochtitzky,  M.D. 

As  an  elected  constitutional  officer  of  the 
Association,  the  Secretary  performs  such 
duties  as  ordinarily  evolve  upon  the  Secre- 
tary of  a corporation  by  law,  custom  and 
usage. 

The  Secretary  also  serves  as  a member 
of  the  Board  of  Trustees  and  has  the  re- 
sponsibility of  signing  or  attesting  to  of- 
ficial documents  of  the  Association.  The 
normal  duties  of  the  Secretary  are  admin- 
istered by  the  Executive  Director  and  the 
central  office  staff  of  TMA.  The  Secretary 
frequently  serves  as  a liaison  officer  between 
the  Tennessee  Medical  Association  and 
other  related  organizations. 

THE  REFERENCE  COMMITTEE— C,  recommended  the  re- 
port of  the  Secretary  be  received. 

THE  HOUSE  accepted  the  report. 

Report  of  the  Board  of  Trustees 

William  T.  Satterfield,  Sr.,  M.D. 

Chairman 

Dr.  Satterfield  abstracted  his  report.  He 
stated  that  the  Board  is  charged  with  the 
duties  and  responsibilities  prescribed  by 
law  for  directors  of  corporations.  In  the 
discharge  of  these  duties,  the  Board  has 
conducted  four  regular  meetings  since  the 
last  session  of  the  House.  Numerous  “con- 
ference-call” discussions  by  telephone  and 
a considerable  amount  of  significant  busi- 
ness has  been  transacted  by  mail. 

It  was  stated  that  it  was  evident  at  meet- 
ings of  the  Trustees  that  there  is  a great 
responsibility  of  the  individual  Trustee  to 
be  present  and  adequately  represent  his 
section  of  the  state.  The  only  way  to  arrive 
at  decisions  that  are  appropriate  for  the 
entire  Association  is  to  understand  the  re- 
lated aspect  of  the  problems  in  every  area. 
The  Board  has  consisted  of  members  who 
realize  this  responsibility  and  fully  repre- 
sent their  constituents. 

The  Board  of  Trustees  meets  in  each 
quarter  of  the  year  on  the  second  Saturday 
and/or  Sunday,  and  is  assisted  in  its  work 
by  the  Executive  Director  and  staff. 

During  the  past  year,  it  was  stated  that 
the  Board  has  been  faced  with  many  con- 
cerns in  the  betterment  of  health  care  in 


Tennessee.  The  affairs  and  operations  of 
TMA  presents  unique  opportunities  to  im- 
prove the  role  of  the  physician  and  provide 
concerted  efforts  and  action.  This  annual 
report  includes  action  upon  matters  referred 
to  the  Board  by  the  House  of  Delegates,  in 
addition  to  those  items  relating  to  manage- 
ment and  policy  functions  which  are  among 
the  Board’s  responsibilities.  The  amount  of 
material  and  business  handled  by  the  Board 
of  Trustees  is  voluminous,  and  it  is  not 
always  understood  by  the  membership  the 
great  amount  of  effort  required  until  one  is 
involved. 

The  Board  of  Trustees  is  vested  with  the 
powers  to  invest  the  funds  of  the  Associa- 
tion as  are  granted  by  law  to  general  wel- 
fare corporations  as  such  laws  from  time 
to  time  may  be  amended.  Among  the 
primary  management  responsibilities  ap- 
plying to  the  Board  are: 

— To  consider  and  recommend  to  the  House  of 
Delegates,  appropriate  objectives  and  goals  of 
the  Association  in  keeping  with  its  role  in  mod- 
ern American  medicine  and  health  care. 

— To  consider  and  recommend  the  establishment 
of  appropriate  policies  and  programs  for  the 
Association  to  meet  its  objectives  and  goals. 

— To  continually  assess  the  problems  of  con- 
fronting the  medical  profession  and  the  role  of 
TMA  with  respect  to  these  problems,  and  to 
recommend  where  indicated  appropriate  policies 
and  programs  to  meet  these  needs. 

— To  implement  through  the  Association’s  com- 
mittees and  staff,  policies  and  programs  ap- 
proved by  the  House  of  Delegates. 

— To  maintain  the  fiscal  soundness  and  control 
of  the  financial  affairs  of  the  Association  through 
the  adoption  of  an  annual  operating  budget. 

— To  consider  quarterly  financial  statements  and 
to  have  the  accounts  of  the  Association  audited 
annually. 

— To  consider  all  resolutions  and  recommenda- 
tions referred  to  the  Board  by  the  House  of 
Delegates  that  require  the  expenditure  of  funds. 
— To  provide  for  the  publication  and  to  determine 
the  editorial  policy  of  the  Journal  of  the  Associ- 
ation. 

The  actions  taken  by  the  Board  during 
the  past  year  testify  to  the  time  and  efforts 
of  the  Trustees  to  reach  workable  solutions 
to  the  many  problems  facing  medicine. 
Throughout  the  year,  the  Board  kept 
abreast  of  matters  pertaining  to  legislation, 
comprehensive  health  planning,  medical 
education,  licensure  problems,  Medicare  and 
Medicaid,  Regional  Medical  Programs,  pub- 
lication of  the  TMA  Journal,  employee  and 
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administrative  problems,  medical  assistance 
programs  and  untold  numbers  of  other 
issues.  The  personnel  of  all  Standing  and 
Special  Committees  of  the  Association  are 
appointed  by  the  Board  and  the  activities  of 
each  committee  are  closely  observed 
throughout  the  year.  All  of  the  business  of 
the  Board  is  published  in  abstract  form  in 
the  first  available  issue  of  the  Journal  fol- 
lowing each  Board  meeting. 

Among  some  of  the  more  important  busi- 
ness attended  to  during  the  year  included: 
— Considered  final  plans  for  remodeling  and  ex- 
panding the  headquarters  building  of  TMA.  Ap- 
proved the  study  by  the  Building  Committee 
wherein  the  Board  considered  the  estimate  of 
the  architects  for  the  building  construction  and 
approved  the  request  to  authorize  the  architects 
to  put  the  bids  out  to  contractors  for  construc- 
tion. The  Board  auhorized  the  Building  Com- 
mittee to  proceed  with  construction  if  costs  did 
not  exceed  the  architects  estimates.  Construc- 
tion began  in  May,  1970  and  was  completed  by 
January  1,  1971,  with  construction  cost  amount- 
ing to  $121,130,  which  was  $9,000  under  the  cost 
estimated  by  the  architectural  firm. 

— Appointed  TMA  representatives  to  the  Ten- 
nessee State  Board  of  Examiners  for  Nursing 
Home  Administrators. 

— Approved  each  quarterly  financial  report. 

— Appointed  members  of  all  committees  of  the 
Association  as  well  as  the  Tennessee  Medical 
Foundation,  which  committee  comprises  its 
Board. 

— Studied  and  acted  upon  recommendations  re- 
ferred to  the  Board  from  the  House  of  Dele- 
gates pertaining  to  the  Communications  and 
Public  Service  Committee  activities. 

— Upon  request  from  the  Governor,  the  Board 
made  nominations  of  Tennessee  physicians  to 
submit  for  appointment  to  the  Board  of  Medical 
Examiners. 

— Discussed  methods  of  how  to  interest  more 
physicians  to  practice  in  rural  areas  of  Tennessee. 
— Studied  a report  of  the  Regional  Medical 
Workshop  on  Containment  of  Medical  Care 
Costs,  including  utilization  review  in  hospitals 
with  peer  action,  third  party  pressures,  and  new 
patterns  for  organizing  care. 

— Considered  a report  from  the  President  relative 
to  an  RMP  grant  for  a Continuing  Medical  Care 
Program  for  Tennessee  physicians. 

— Studied  a report  from  the  Tennessee  Higher 
Education  Commission  and  took  action  to  trans- 
mit a letter  to  the  Governor  thanking  him  for 
appointing  a physician  to  the  Board  of  Trustees 
to  the  University  of  Tennessee. 

— Considered  guidelines  for  the  Physician  As- 
sistants Program  as  to  licensure,  ethics,  liability 
and  relationship  with  physicians,  and  referred 
this  matter  for  further  study  to  the  Liaison 
Committee  to  Medical  Schools. 


— Endorsed  a recommendation  and  approved 
TMA’s  first  endeavor  to  sponsor  a charter  flight 
to  the  Orient  in  1971,  for  the  benefit  and  plea- 
sure of  TMA  members. 

— Made  additional  grants  to  the  TMA  Student 
Education  Fund  for  the  purpose  of  educating 
future  physicians. 

— Endorsed  the  Commission  on  Higher  Educa- 
tion’s approach,  recommendations  and  conclu- 
sions of  the  Commission’s  study. 

— Heard  detailed  reports  from  the  Chairman  of 
the  Legislative  Committee  pertaining  to  the 
issues  to  come  before  the  Tennessee  General 
Assembly  in  1971. 

— Considered  recommendations  for  guidelines 
for  the  state  association  and  county  society 
Peer  Review  Committees  as  submitted  by  TMA’s 
Peer  Review  Committee.  The  Board  adopted  the 
proposed  guidelines  submitted  for  the  state 
medical  association  and  the  county  medical  so- 
cieties be  furnished  copies  of  the  guidelines, 
and  urged  the  county  societies  to  establish  such 
local  committees. 

— Adopted  a recommendation  that  officers  and 
Board  members  visit  county  medical  societies 
to  transmit  and  exchange  information  at  every 
possible  opportunity. 

— Approved  and  adopted  the  budget  of  TMA 
for  1971. 

— Appointed  a Nominating  Committee  for  1971 
and  appointed  the  members  of  the  Board  of  Di- 
rectors of  IMPACT. 

— Appointed  all  Standing  and  Special  Commit- 
tees for  the  year  1971-72. 

— Approved  the  final  arrangements  for  presen- 
tation of  the  1971  Annual  Meeting. 

— Supported  and  approved  a one-day  Legislative 
Conference  to  be  conducted  in  Nashville  for  the 
purpose  of  familiarizing  contact  doctors  with 
TMA’s  legislative  program.  Some  200  key  phy- 
sicians over  the  state  were  invited  to  attend, 
including  the  officers  of  all  county  medical  so- 
cieties and  key  legislative  representatives  and 
contact  doctors. 

— Approved  the  expanded  program  of  the  Com- 
munications and  Public  Service  Committee. 

— Directed  that  a resolution  be  presented  to  the 
House  of  Delegates  to  establish  an  intern  and 
resident  category  of  membership  in  the  state 
association  and  a similar  resolution  urging  all 
county  medical  societies,  where  residents  reside, 
to  likewise  set  up  a membership  category  in 
county  medical  societies. 

— Adopted  a motion  that  the  portraits  of  six 
former  TMA  members  who  have  been  Presi- 
dents of  the  AMA,  be  received  by  the  TMA  and 
appropriately  placed  in  the  TMA  headquarters 
building. 

— Agreed  that  TMA  should  co-sponsor  with  the 
Tennessee  Nurses  Association  a one-day  con- 
ference under  the  direction  of  TMA’s  Inter- 
professional Liaison  Committee,  the  subject  to 
pertain  to  physician  assistants,  their  qualifica- 
tions and  legal  problems. 
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The  Board  received  during  the  year  much 
information  and  advice  from  the  TMA  at- 
torney on  legal  matters  involving  the  Asso- 
ciation. The  Board  was  called  upon  to 
review  many  developments  and  make  deci- 
sions which  have  bearing  upon  the  health 
and  welfare  of  the  people  of  Tennessee  and 
upon  physicians  with  regard  to  the  practice 
of  medicine. 

THE  REFERENCE  COMMITTEE— C,  recommended  the  re- 
port of  the  Board  of  Trustees  be  received,  and  stated  that, 
"The  committee  would  also  like  to  express  appreciation  to 
the  Board  of  Trustees  for  the  many  hours  that  they  have 
devoted  to  this  work  during  the  past  year  and  for  the  excel- 
lent work  they  have  done." 

THE  HOUSE  accepted  the  report. 

Report  of  the  Treasurer 

O.  Morse  Kochtitzky,  M.D. 

Inflation  has  the  same  effect  upon  the 
finances  of  TMA  as  it  has  on  the  operation 
of  all  organizations  and  enterprises.  Rising 
costs  are  reflected  in  our  various  expenses 
for  the  past  year. 

The  Report  of  the  Treasurer  contains  a 
statement  of  the  financial  condition  of  the 
Tennessee  Medical  Association  for  the 
calendar  year  1970.  The  Treasurer  stated 
that  TMA  has  followed  established  methods 
wherein  the  audit  is  made  with  accounting 
by  funds,  to  clearly  present  the  assets  and 
expenditures  of  the  Association.  The  op- 
erating fund  is  the  active  account  for  the 
general  expenditures  of  the  Association’s 
varied  operations,  organizational  and  ad- 
ministrative activities  on  a day-to-day  basis. 

It  was  reported  that  during  1970,  the 
building  construction  was  the  largest  item 
contained  in  TMA’s  expenditures.  This  was 
due  to  the  new  wing  added  to  the  existing 
headquarters  building  in  Nashville  and  the 
major  remodeling  of  the  old  building. 

Control  of  TMA’s  financial  operations  as 
well  as  the  studied  needs  of  future  require- 
ments is  the  responsibility  of  the  Board  of 
Trustees  with  the  advice  of  the  Finance 
Committee.  It  is  the  responsibility  of  the 
Trustees  to  determine  as  accurately  as  pos- 
sible the  immediate  as  well  as  the  long 
range  financial  requirements  of  the  Asso- 
ciation. 

The  Treasurer  pointed  out  that  in  1970, 
the  Association  operated  within  the  budget 


with  the  exception  of  the  large  expenditure 
made  for  the  headquarters  building.  The 
building  project  was  financed  from  the  Asso- 
ciation’s reserves.  This  greatly  reduced  the 
reserves  but  it  added  considerably  to  the 
property  value.  As  a result,  the  Board  was 
extremely  cautious  in  the  past  year  with  all 
expenditures  since  the  large  expense  was 
necessary  with  the  construction  and  renova- 
tion of  the  headquarters  building. 

With  increased  activities,  stepped  up  pro- 
grams, rising  prices  and  inflation,  careful 
management  of  the  budget  and  available 
funds  are  of  constant  concern  to  the 
Treasurer,  the  Finance  Committee  and  the 
Board  as  a whole.  This  is  especially  true  in 
1971,  since  it  is  the  policy  of  the  Board  to 
work  toward  restoring  at  the  earliest  pos- 
sible time,  the  reserve  used  for  construction 
and  remodeling  of  the  building.  It  is  the 
policy  of  the  Board  to  have  at  least  one 
year’s  budget  in  reserve. 

The  Treasurer  consults  with  the  Finance 
Committee  and  the  Trustees,  following  the 
advice  of  these  bodies  by  investing  available 
funds  on  short  term  in  order  to  realize  in- 
come until  operating  funds  are  required  for 
current  expenditures. 

The  Report  of  the  Treasurer  contains  a 
statement  of  the  financial  condition  of  the 
TMA  and  reveals  the  fund  balances,  the 
condensed  statements  of  income  and  ex- 
pense and  the  reserve  fund.  A certified 
copy  of  the  audit  of  the  Association’s  finan- 
cial status  was  made  by  a firm  of  CPAs  and 
is  on  file  in  the  TMA  headquarters. 


TENNESSEE  MEDICAL  ASSOCIATION 
Nashville,  Tennessee 


OPERATING  STATEMENT 
Year  Ended  December  31,  1970 

(Consolidated  Financial  Statement — 
January  1 — December  31,  1970) 


INCOME 


Exhibits  and  Annual 
Meeting 
TMA  Dues 
Journal  Advertising 
Investment  Income 
Miscellaneous  and  Other 
Income 


1970 

$ 11,160.00 
248,682.50 
30,342.12 
15,637.43 

5,314.80 


1969 

$ 11,622.00 
168,080.00 

33.156.08 

16.289.08 

5,687.77 


TOTAL 


$311,136.85  $234,834.93 
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EXPENDITURES 


1970 

1969 

Administrative 
AMA  Delegates  and 

$110,343.44 

$ 24,813.71 

Hospitality 

* 

* 

Annual  Meeting — TMA 

16,234.90 

13,069.65 

Attorney  and  Auditing 
Board  of  Trustees — 

7,965.00 

6,300.00 

Committees — Council 

4,347.19 

4,604.70 

Headquarters  Building 

4,678.41 

4,737.27 

IMPACT 

3,000.00 

3,000.00 

Journal — TMA 

51,131.02 

49,224.22 

Legislative  Expense 
Staff  Salaries  & 

7,138.74 

12,189.61 

Employee  Insurance 

* 

79,597.26 

Taxes 

3,236.75 

2,999.35 

Staff  Travel 
Headquarters  Building 

6,621.74 

6,032.34 

Construction 
Miscellaneous  and  Other 

111,500.00 

5,000.00 

Expenses 

5,036.40 

2,610.00 

TOTAL 

$331,233.59 

$214,178.11 

Excess  of  Expenditures 

Over  Revenue  ($  20,096.59) 

^Included  in  Administrative  Expense 

TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET 

December  31,  1970 

December  31 


ASSETS 

1.  Operating  Fund — 

1970 

1969 

General  Business 
2.  Reserve  Fund:  (Sav- 
ings, Investments, 

$ 65,908.16 

$ 55,901.77 

Bonds) 

3.  Student  Education 

106,321.72 

265,385.01 

Fund — Cash 

10,342.55 

9,154.26 

(Notes  Receivable) 

70,510.00 

59,600.00 

4.  Memorial  Trust  Fund 

1,826.92 

1,749.29 

5.  Building  Fund 

6.  Property  Fund — Fixed 

Assets  (Land,  Build- 

6,957.28 

16,011.15 

ing,  Equipment — Less 

Depreciation) 

LIABILITIES 

235,407.79 

113,082.06 

Accounts  Payable 
Accrued  Payroll 

$ 

$ 228.32 

Taxes 

1,456.35 

1,577.50 

“The  Board  of  Trustees  welcomes  the  op- 
portunity to  present  an  accounting  of  its 
stewardship  of  the  financial  affairs  of  the 
Association.  The  Trustees  are  apprised 
quarterly  of  the  income  and  expense  status 
of  our  fiscal  transactions,  and  monthly  sum- 
maries of  income  and  expenditures  are  care- 
fully examined  by  your  Treasurer.” 


THE  REFERENCE  COMMITTEE— C,  recommended  the  re- 
port of  the  Treasurer  be  received. 

THE  HOUSE  accepted  the  report. 

Report  of  the  Council 

B.  G.  Mitchell,  M.D.,  Chairman 

The  report  stated  that  physicians  in 
Tennessee  can  take  pride  in  the  fact  that  the 
standards  of  medical  practice  of  this  state 
are  of  the  highest  order,  and  with  few 
exceptions,  all  of  the  physicians  of  the  Asso- 
ciation are  a credit  to  the  profession  from 
an  ethical  standpoint.  Most  of  the  problems 
encountered  by  the  Judicial  Council  have 
been  extremely  troublesome  to  the  involved 
District  Councilor,  but  most  of  them  have 
not  been  serious  enough  to  warrant  disci- 
plinary action.  The  report  pointed  out 
that  many  problems  encountered  have  all 
been  handled  at  the  county  society  level 
and  in  many  instances,  nothing  more  than 
a warning  was  necessary. 

The  report  pointed  out  that  during  the 
past  year,  the  individual  District  Councilors 
have  served  Peer  Review  Committees  as  has 
been  planned  by  the  Board  of  Trustees.  In 
general,  these  committees  appear  to  be 
working  adequately  although  they  have  not 
functioned  for  a sufficient  period  of  time  to 
form  an  opinion  concerning  their  true  value 
to  the  profession.  It  remains  the  opinion 
of  the  Council  that  utilization  of  the  District 
Councilor  on  these  committees  is  a good 
method,  and  will  place  the  Councilor  in  a 
position  of  knowing  immediately  of  trans- 
gressions which  would  adversely  effect  the 
Association. 

In  reports  from  the  county  societies  to  the 
Council,  it  was  found  that  the  individual 
medical  societies  comprising  the  Association 
are  functioning  adequately.  The  Council 
report  stressed  the  point  that  the  prime 
purpose  of  these  individual  organizations  is 
for  service  to  the  public  and  to  the  welfare 
of  the  citizenry  and  that  any  other  value 
of  such  an  association  would  be  purely 
secondary.  The  report  also  pointed  out  that 
obviously  several  of  the  county  medical 
societies  are  too  small  to  be  a workable 
society,  and  it  was  recommended  that  a 
combining  of  several  county  societies  to  get 
a more  realistic  approach  to  the  problems 
should  be  attempted. 

The  problems  of  radiologists  and  pa- 
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thologists  and  their  relationship  to  the  hos- 
pitals, and  contractual  arrangements  has 
not  been  completely  solved.  Slow  but 
steady  progress  is  being  made  toward  the 
goal  of  completing  separation  as  ordered  by 
the  House  of  Delegates,  and  complete  com- 
pliance is  expected. 

It  was  stated  that  the  Council  had  no 
knowledge  where  a physician  in  the  practice 
of  medicine  in  Tennessee  belonging  to  the 
Association  is  a captive  of  a corporation. 

It  was  revealed  that  Council  members  are 
in  agreement  that  probably  the  most  dis- 
couraging single  aspect  of  disturbance  in 
medical  ethics  is  the  overprescribing  of 
legend  drugs.  All  members  of  the  Council 
have  received  complaints  at  one  time  or 
another  during  the  past  year  about  the  ac- 
tivities of  some  physicians  in  this  problem. 
The  Council  warned  the  Association  that  in 
these  times  of  drug  abuse,  and  with  the 
adverse  publicity  which  always  accom- 
panies disclosure  of  such  activities,  it  is  the 
duty  of  all  physicians  to  advise  the  District 
Councilor  of  any  such  activity  as  soon  as 
it  becomes  known. 

THE  REFERENCE  COMMITTEE — C,  recommended  the  re- 
port of  the  Judicial  Council  be  received. 

THE  HOUSE  accepted  the  report. 

Report  of  the  Executive  Director 
J.  E.  Ballentine 

Responding  to  the  needs  and  requests  of 
the  more  than  3,400  Tennessee  physicians 
is  by  no  means  an  easy  task,  but  it  is  one 
that  is  vital  to  the  effective,  productive 
operation  of  an  organization  such  as  the 
Tennessee  Medical  Association.  The  report 
further  stated  that  the  embodiment  of  this 
responsibility  is  in  the  office  of  the  Execu- 
tive Director  and  staff  of  the  Association. 
It  is  a job  that  involves  a great  variety  of 
duties  and  responsibilities.  The  report 
stated  that  in  submitting  an  annual  report, 
it  is  always  difficult,  since  the  affairs  of  the 
Association  extend  in  many  directions;  in- 
volving the  Board  of  Trustees,  the  Com- 
mittees and  various  official  bodies  and  the 
staff. 

In  the  area  of  administration,  the  report 
stated  that  the  Executive  Director  is  basi- 
cally responsible  for  the  management  of  the 


headquarters’  staff  and  the  administrative 
functions  of  the  Association.  The  principal 
administrative  activities  of  the  staff  are  in 
these  major  areas:  implementing  policies 
and  approved  programs  of  the  House  of 
Delegates,  Board  of  Trustees,  Officers, 
Council  and  Committees;  administration 
and  field  liaison;  communications — legisla- 
tion— publications — exhibits — promotions. 

In  order  to  effectively  administer  the 
business  of  TMA,  the  staff  must  be  flexible 
and  dedicated  to  carry  out  the  policy  deci- 
sions established  by  the  Board  of  Trustees 
and  the  House  of  Delegates.  The  report  re- 
vealed that  staff  work  has  multiplied  and 
magnified  the  increasing  complex  issues  in 
which  the  TMA  is  involved  on  a daily  basis. 
The  administrative  activities  have  mush- 
roomed at  a greater  percentage  of  increase 
than  in  previous  years.  It  reflects  not  only 
the  profession’s  concern  for  health  care, 
but  the  increased  governmental  role,  public 
involvement,  third  party  expansion,  a multi- 
tude of  proposals  for  innovations  in  the 
health  care  delivery  system  and  the  plain 
fact  that  more  professional  people  are  pro- 
viding more  services  for  an  increasing 
population. 

Since  last  year  there  has  occurred  in  the 
Tennessee  Medical  Association:  more  and 
greater  in-depth  committee  activities;  a 
continuing  increase  of  legislative  and  gov- 
ernmental medical  matters;  peer  review  ac- 
tivity brings  new  staff  responsibilities  in 
meetings,  records,  correspondence;  better 
communications  was  one  of  the  major  staff 
objectives;  and  other  routine  programs  have 
markedly  increased.  During  the  past  twelve 
months,  staff  planning,  attendance  and  im- 
plementation was  required  in  over  100 
meetings;  and  in  addition,  between  40  and 
50  man-days  were  spent  representing  the 
Association  at  meetings  in  and  outside  the 
state. 

The  report  stated  that  the  headquarters 
staff  routinely  performs  the  work  in  pub- 
lishing the  Journal  of  the  Association 
monthly,  keeping  of  records,  proceedings  of 
meetings,  maintaining  contact  with  TMA 
membership,  direct  mailings,  the  Legisla- 
tive Log,  the  TMA  Newsletter,  and  the 
Journal,  all  of  which  are  a part  of  the  ad- 
ministrative process. 

The  tasks  assigned  to  the  headquarters 
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office  are  multiple  and  they  have  been  in- 
creasing in  number  yearly.  We  have  con- 
tinued the  pace  of  work  without  increasing 
the  size  of  the  staff  in  the  last  twelve 
months.  The  staff  contains  four  executive 
staff  members,  including  the  Executive  Di- 
rector, and  five  administrative  personnel 
that  make  up  bookkeeping,  membership  and 
secretarial  services. 

In  the  area  of  financial  management,  the 
Executive  Director  receives  and  disburses 
all  funds,  subject  to  the  approval  of  the 
Treasurer,  arranges  for  the  annual  audit, 
prepares  quarterly  financial  statements  for 
the  Board  of  Trustees  and  monthly  state- 
ments to  the  Treasurer. 

The  Executive  Director  was  given  the 
responsibility  by  the  Board  of  Trustees  for 
management  of  the  construction  of  the 
headquarters  building  addition.  A pictorial 
introduction  to  the  new  facility  was  in- 
cluded in  the  Journal  and  was  also  a part 
of  this  official  report  to  the  House  of 
Delegates. 

A sampling  of  TMA  activities  and  projects 
are  in  the  field  of  public  service,  socio- 
economics, health  care,  hospital  problems, 
corporate  practice,  legislation,  ethics,  nurs- 
ing, governmental  health  programs  and 
many  others. 

The  membership  report  revealed  that  as 
of  January  1,  1971,  TMA’s  total  membership 
was  3,403  and  of  that  number,  3,200  (94%) 
of  TMA  members  also  belonged  to  the  AMA. 

Details  as  to  advertising  and  cost  of 
producing  the  Journal  were  presented, 
along  with  a list  of  major  activities,  includ- 
ing a report  of  the  activities  of  peer  review. 

The  Executive  Director  serves  as  the 
managing  editor  of  the  Journal.  Advertising 
revenue  in  1970  was  $30,342.12,  a $2,813.96 
decrease  in  revenue  from  1969.  Advertising 
revenues  for  1971  should  be  close  to  the 
1970  figure.  Actual  cost  of  printing  and 
distributing  the  Journal  in  1970  amounted 
to  $31,762.26.  This  was  direct  production 
cost.  Direct  and  indirect  cost  of  producing 
the  Journal  amounted  to  $51,131.02.  Income 
from  the  exhibits  for  1970  amounted  to 
$9,200. 

The  report  outlined  some  of  the  major 
activities  in  which  the  staff  and  the  Execu- 
tive Director  had  been  engaged  in  during 
the  past  year.  These  included: 


— Sponsoring  of  a statewide  Legislative  Con- 
ference 

— TMA  and  staff  moves  progressively  forward 
to  provide  services  and  information  to  the  mem- 
bership 

— Continued  close  cooperation  with  intermedi- 
aries for  Medicare  and  Medicaid 
— Visitation  programs  to  county  medical  societies 
by  Officers,  Board  of  Trustees  and  members  of 
the  staff 

— Sponsored  and  conducted  the  Eighth  Tennessee 
Rural  Health  Conference  with  a record-breaking 
attendance 

— Continued  to  forward  to  new  TMA  members  a 
very  useful  kit  materials  of  what  TMA  provides 
for  new  members 

— Completed  plans  for  sponsoring  for  the  first 
time,  a tour  for  TMA  members  to  Japan,  known 
as  the  “Orient  Adventure” 

— Continued  contacts  with  state  legislators 

The  above  are  only  a few  of  the  major 
activities  and  details  of  management  in 
which  the  staff  is  continuously  engaged. 
The  above  are  the  highlights  of  the  year’s 
work  of  the  committees  and  activities  of  the 
TMA,  its  Officers  and  staff.  These  activities 
and  accomplishments  are  necessary  to  the 
continued  growth  of  TMA  as  a strong  con- 
tributing organization  to  health  needs  and 
demands. 

Every  activity  involves  the  work  and  sup- 
port of  the  staff,  who  assist  in  researching 
projects  for  committees,  planning  proper 
meeting  facilities,  making  additional  special 
arrangements,  and  contributing  in  every 
way  possible  to  the  needs  of  each  operation. 
The  report  concluded  with  an  expression  of 
appreciation  to  the  Officers,  Board  of 
Trustees,  Committee  members  and  to  the 
individual  TMA  members  with  and  for 
whom  the  staff  has  had  the  pleasure  of 
working. 

Commendation  was  made  to  the  staff,  all 
of  whom  daily  demonstrate  not  only  their 
ability  and  desire  to  surpass  what  might  be 
expected  of  them,  but  a deep  respect  for 
their  individual  assignments  and  a sincere 
dedication  to  perform  in  the  interest  of  the 
Association. 

THE  REFERENCE  COMMITTEE— C,  recommended  the  re- 
port of  the  Executive  Director  be  received,  and  commented: 
"The  Committee  requests  that  the  House  of  Delegates  go 
on  record  as  expressing  their  appreciation  to  the  Executive 
Director  and  his  entire  staff  for  their  untiring  work  through- 
out of  the  past  year." 

THE  HOUSE  accepted  the  report. 
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Reports  of  the  Standing  Committees 

The  following  Standing  Committees  made 
reports  to  the  House  of  Delegates.  They 
were: 

— Committee  on  Scientific  Affairs,  Harry  A. 
Stone,  M.D.,  Chairman 

— Committee  on  Legislation,  O.  Morse  Koch- 
titzky,  M.D.,  Chairman 

— Liaison  Committee  to  the  Public  Health  De- 
partment, William  A.  Hensley,  Jr.,  M.D., 
Chairman 

— Committee  on  Governmental  Medical  Services, 
Francis  H.  Cole,  M.D.,  Chairman 
— Committee  on  Tennessee  Medical  Association 
Group  Insurance,  William  T.  Satterfield,  Sr., 
M.D.,  Chairman 

— Committee  on  Constitution  & By-Laws,  John 
H.  Burkhart,  M.D.,  Chairman 
— Committee  on  Hospitals,  A.  Hoy  Tyrer,  Jr., 
M.D.,  Chairman 

— Mediation  Committee,  G.  Baker  Hubbard,  M.D., 
Chairman 

— Peer  Review  Committee,  John  H.  Burkhart, 
M.D.,  Chairman 

— Communications  and  Public  Service  Commit- 
tee, Henry  G.  Rudner,  Jr.,  M.D.,  Chairman 
— Committee  on  Socio-Economics  of  Health  Care, 
R.  A.  Calandruccio,  M.D.,  Chairman 
— Committee  on  Continuing  Medical  Education, 
John  B.  Thomison,  M.D.,  Chairman 
■ — Editorial  Board,  R.  H.  Kampmeier,  M.D., 
Chairman 

The  above  Committee  Reports  were  re- 
ferred to  the  appropriate  Reference  Com- 
mittees and  acted  upon. 

Standing  Committees  not  reporting  were: 

— Interprofessional  Liaison  Committee 

All  reports  of  Standing  Committees  that 
reported  to  the  House  are  on  record  and 
are  part  of  the  official  transactions  of  the 
House  of  Delegates,  and  are  filed  in  the 
headquarters  office. 

Reports  of  Special  Committees 

The  reports  of  Special  Committees  re- 
porting to  the  House  of  Delegates  were: 

— Rural  Health  Committee,  Charles  A.  Trahern, 
M.D.,  Chairman 

— Committee  on  Environmental  & Occupational 
Health,  James  J.  Lawson,  Jr.,  M.D.,  Chair- 
man 

— Advisory  Committee  to  Woman’s  Auxiliary, 
Howard  A.  Boone,  M.D.,  Chairman 
— Committee  on  Mental  Health,  Frank  W.  Ste- 
vens, M.D.,  Chairman 

— Committee  on  Health  Project  Contest,  William 
B.  Wadlington,  M.D.,  Chairman 
— Committee  on  Medicine  and  Religion,  Ira  L. 

Arnold,  M.D.,  Chairman 
— Committee  on  Rehabilitation,  James  C.  Gard- 
ner, M.D.,  Chairman 


— Committee  on  Regional  Medical  Programs, 
W.  O.  Vaughan,  M.D.,  Chairman 
— Liaison  Committee  on  Medical  Schools  in  Ten- 
nessee, Louis  Rosenfeld,  M.D.,  Chairman 
All  Special  Committees  submitting  re- 
ports to  the  House  of  Delegates  were  re- 
ferred to  the  appropriate  Reference  Com- 
mittees and  acted  upon  by  the  House. 

Copies  of  all  Special  Committee  Reports 
are  a part  of  the  official  records  as  transac- 
tions of  the  Annual  Session,  and  are  on  file 
in  the  Tennessee  Medical  Association’s 
headquarters. 

The  following  five  Special  Committees 
did  not  submit  a report: 

— Committee  on  Hospital  Accreditation 
— Committee  on  Emergency  Medical  Services 
— Committee  on  Blood  Banks  and  Medical  Lab- 
oratories 

— Committee  on  Youth  and  Education 
— Committee  on  Comprehensive  Health  Planning 

Special  Reports 

President — Woman’s  Auxiliary,  Mrs.  Wil- 
liam F.  Mackey,  President 
AMA  Delegation — Tom  E.  Nesbitt,  M.D., 
Chairman 

IMPACT — David  H.  Turner,  M.D.,  Chair- 
man 

TMA  Student  Education  Fund — John  H. 

Burkhart,  M.D.,  Chairman 
These  special  reports  were  submitted  to 
the  appropriate  Reference  Committees  and 
acted  upon,  except  the  report  from  IM- 
PACT. This  report  was  for  information 
only.  All  are  on  file  in  the  headquarters 
office. 

Health  Project  Contest  Winners 

The  Eighteenth  Annual  Health  Project 
Contest,  sponsored  by  the  Tennessee  Medi- 
cal Association  and  the  Woman’s  Auxiliary 
to  TMA,  was  again  considered  a success  and 
worthwhile  endeavor.  This  project  was 
under  the  direction  of  the  Health  Project 
Contest  Committee,  Chairmaned  by  Dr.  Wil- 
liam B.  Wadlington. 

Winning  entries  were: 

First  Place:  Chattanooga  High  School,  Twelfth 
Grade  Health  Class,  Chattanooga — ‘‘Pollution” 
—$500.00 

Second  Place:  Bradley  Central  High  School, 
Tenth  Grade  Health  Class,  Cleveland — “These 
Three  D’s  Don’t  Mix — Drinking,  Drugs,  and 
Driving”— $300.00 

Third  Place:  Hume  Fogg  Technical  & Vocational 
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High  School,  Tenth  Grade  Biology  Class,  Nash- 
ville— “Environmental  Pollution” — $200.00 
Fourth  Place:  Dobyns-Bennett  High  School, 

Health  Class,  Kingsport — “Pollution  in  Kings- 
port”— $150.00 

Fifth  Place:  Westwood  Junior  High  School,  Ninth 
Grade  Science  Class,  Manchester — “Drug 
Abuse”— $100.00 


The  Fifth  Place  Award  is  presented  by 
the  Woman’s  Auxiliary  to  the  Tennessee 
Medical  Association. 

The  entries  covered  a variety  of  timely 
health  care  topics  and  reflected  a tremen- 
dous amount  of  work  expended  by  these 
students  and  their  sponsors. 


Abstract  of  the  Minutes  of  the  Meetings  of  the  Board  of 
Trustees,  Tennessee  Medical  Association  ~ 

Read  House  Hotel --Chattanooga,  Tennessee 
April  15  and  April  18,  1971 


The  Board  of  Trustees  of  the  Tennessee 
Medical  Association  held  two  meetings  dur- 
ing the  Annual  Meeting  in  Chattanooga.  The 
dates  of  the  meetings  were  Thursday,  April 
15  and  Sunday,  April  18. 

Resume  of  the  Board  Meeting  of 
April  15,  1971 

The  principal  business  of  the  Board  at 
the  April  15th  session  included  twelve  items 
of  business  as  follows: 

(1)  A letter  from  the  Commissioner  of 
Public  Health  was  submitted  dealing  with 
the  proposed  Committee  on  Health  Man- 
power. The  Department  of  Public  Health 
proposed  that  the  Tennessee  Medical  As- 
sociation examine  the  possibility  that  the 
Regional  Medical  Programs,  and  compre- 
hensive health  planning  agencies  serving 
in  Tennessee,  form  and  provide  staff  for 
a Committee  on  Emerging  Health  Man- 
power which  would  serve  in  a quasi-official 
capacity.  Such  a committee  might  be  made 
up  of  representatives  of  the  Tennessee  Medi- 
cal Association,  Tennessee  Nurses  Associ- 
ation, Tennessee  Hospital  Association,  Ten- 
nessee Hospital  & Research  Foundation, 
Board  of  Medical  Exeminers,  Nursing 
Board,  Department  of  Public  Health  and 
other  appropriate  physicians,  nurses,  hos- 
pital administrators,  etc.,  whose  function 
would  be  to  examine  the  purpose  and 
implementation  of  programs  and  the  cre- 
dentials of  the  personnel  involved,  either 


getting  its  approval  of  the  program  on  sug- 
gesting such  changes  that  would  be  ap- 
propriate for  granting  such  approval.  This 
matter  dealt  primarily  with  physician  as- 
sistants and  other  similar  programs  that 
are  appearing  on  the  scene. 

The  action  taken  by  the  Board  was  that 
the  TMA  President  reply  to  the  Commis- 
sioner of  Public  Health  that  a study  is 
underway  for  such  needs  at  present.  It  was 
recommended  that  action  be  deferred  until 
the  result  of  the  current  survey  is  made 
to  indicate  whether  there  is  a need  for 
such  a program  in  the  eyes  of  physicians, 
and  if  there  appears  to  be  such  a need, 
that  the  committee  be  composed  of  phy- 
sician members  of  the  TMA  and  the  De- 
partment of  Public  Health  as  the  state 
agency  responsible.  It  was  felt  that  only 
physicians  and  Public  Health  people  should 
be  involved  with  such  programs  as  per- 
tained strictly  to  physicians. 

(2)  The  Board  discussed  the  proposed 
highway  safety  bill  and  the  upgrading  of 
emergency  vehicles  to  meet  the  standards 
required  under  the  bill.  The  Board  re- 
ferred this  matter  to  the  Committee  on 
Legislation. 

(3)  The  Board  acted  upon  a request  from 
the  Meharry  Medical  College,  recommend- 
ing Dr.  Matthew  Walker  of  Nashville  as  a 
candidate  to  receive  the  Sheen  Award  given 
by  the  AMA. 
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(4)  The  Board  acted  to  name  Drs.  B.  F. 
Byrd,  Jr.,  Nashville;  William  Dwyer,  Chat- 
tanooga; Francis  Jones,  Knoxville;  and 
Herschel  R.  Graves,  Nashville;  and  Edward 
Cocke,  Memphis;  as  the  physicians  sub- 
mitted to  the  Bi-Regional  Cancer  Registry 
and  Education  Program,  two  of  whom  will 
ultimately  be  appointed. 

(5)  RMPs  Multi-Discipline  Continuing 
Education  Program — The  Board  acted  to 
notify  the  Regional  Medical  Program  that 
TMA  will  cooperate  in  the  continuing  edu- 
cation program  and  recommended  Dr.  Blair 
Erb  of  Jackson,  Tennessee,  to  be  TMA’s 
representative  to  the  planning  meeting 
scheduled  on  April  23  in  Memphis. 

(6)  Commissioner  of  Mental  Health — The 
Board  conducted  a lengthy  discussion  on 
the  legislative  measure  pending  in  several 
bills  in  the  Tennessee  General  Assembly 
pertaining  to  the  search  for  a Commissioner 
of  Mental  Health.  Several  of  the  bills  in 
the  General  Assembly  do  not  call  for  the 
Commissioner  to  be  a doctor  of  medicine  or 
a psychiatrist.  The  Board  of  Trustees  is 
aware  of  the  difficulty  in  obtaining  a quali- 
fied Commissioner,  and  is  cooperating  with 
the  search  committee  to  come  up  with  a 
suitable  candidate  for  submission  to  the 
Governor. 

(7)  Combination  Drugs — This  matter  has 
to  do  with  the  change  in  the  regulation  by 
the  Food  & Drug  Administration  on  combi- 
nation drugs.  The  action  taken  by  the 
FDA  will  greatly  curtail  a number  of  the 
presently  used  combination  drugs  as  well 
as  discontinuing  some  drugs.  It  was  agreed 
that  any  individual  physician  that  desired 
to  reply  to  the  Hearing  Clerk  of  HEW  to 
register  his  views  will  be  in  order.  Mem- 
bers of  the  Board  discussed  various  prob- 
lems faced  by  physicians  in  prescribing 
available  drugs,  and  Dr.  Satterfield  recom- 
mended that  the  HEW  Food  & Drug  Ad- 
ministration should  get  more  opinions  from 
practicing  physicians.  He  recommended  re- 
questing such  action. 

The  Board  adopted  a motion  that  the 
Chairman  of  the  Board  of  Trustees  write 
to  the  Hearing  Clerk  of  the  Department 
of  HEW  re  combination  drugs,  requesting 
more  study  and  more  explanation.  It  was 
stated  that  the  Board  of  Trustees  is  op- 
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posed  to  increasing  the  costs  of  medical 
care  and  also  any  action  that  would  limit 
the  choice  of  drugs  by  the  practicing  phy- 
sician, pointing  out  that  more  explanation 
is  needed. 

(8)  Conference  on  Aging — Dr.  Nesbitt 
presented  a letter  concerning  the  Governor’s 
State  House  Conference  on  Aging.  He  re- 
viewed previous  discussions  on  the  matter. 
This  letter  was  brought  to  the  Board  for 
information  only. 

(9)  Communications  from  the  Atlanta 
District  Office  of  HEW — The  Board  re- 
viewed letters  received  principally  pointing 
out  that  the  governmental  agency  was  de- 
sirous of  meeting  with  state  executive  di- 
rectors as  well  as  physicians  to  tell  what 
the  Regional  Office  of  HEW  is  doing.  Sev- 
eral other  meetings  were  announced  in 
which  TMA  representatives  were  invited 
to  attend.  Due  to  conflicting  schedules,  the 
Board  recommended  that  a letter  be  sent 
to  the  Regional  Office  of  HEW  requesting 
that  TMA  be  kept  advised  of  future  meet- 
ings in  order  to  have  representation  present. 

(10)  Enlargement  of  AM  A Speakers 
Bureau — The  Board  reviewed  a request 
from  the  AMA  Division  of  Public  Affairs 
concerning  knowledgeable  speakers  on 
Medicredit  and  National  health  insurance. 
The  Board  did  not  make  any  additional 
recommendations. 

(11)  TMA-SEF  Board  of  Directors — The 
Board  accepted  the  resignation  of  Dr.  R.  M. 
Finks,  Nashville,  as  a member  of  the  TMA- 
SEF  Board  and  recommended  that  Dr. 
Robert  L.  Chalfant,  Nashville,  be  named 
to  replace  Dr.  Finks. 

(12)  Tennessee  Academy  of  General 
Practice  Office  Space  in  TMA  Headquarters 
Building — A letter  was  presented  from  the 
President  of  the  Tennessee  Academy  of 
General  Practice  expressing  the  desire  of 
that  organization  to  obtain  office  space  in 
the  TMA  headquarters  building. 

The  Board  of  Trustees  approved  the  re- 
quest and  established  several  stipulations 
for  the  use  of  the  space  that  included  the 
use  of  the  conference  rooms,  storage  space 
and  parking.  The  Board  acted  to  lease  the 
available  office  space  to  the  Tennessee  Aca- 
demy of  General  Practice  until  such  time 
that  such  space  would  be  needed  in  the 
headquarters  building  for  TMA  activities. 
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Resume  of  the  Board  Meeting  of 
April  18,  1971 

Members  of  the  Board  present  were: 

J.  Kelley  Avery,  M.D.,  Union  City 
Thomas  K.  Ballard,  M.D.,  Jackson 
E.  Kent  Carter,  M.D.,  Kingsport 
Edward  G.  Johnson,  M.D.,  Chattanooga 
O.  Morse  Kochtitzky,  M.D.,  Nashville 
Tom  E.  Nesbitt,  M.D.,  Nashville 
C.  Gordon  Peerman,  Jr.,  M.D.,  Nashville 
John  H.  Saffold,  M.D.,  Knoxville 
William  T.  Satterfield,  Sr.,  M.D.,  Memphis 
John  O.  Williams,  Jr.,  M.D.,  Mt.  Pleasant 
George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 
Members  of  the  Board  absent  were:  Dr. 
R.  L.  DeSaussure,  Memphis  and  Dr.  John 

K.  Duckworth,  Memphis. 

Also  attending  were:  Dr.  R.  H.  Haralson, 
Jr.,  Maryville,  Vice-Speaker  of  the  House 
of  Delegates;  Dr.  Spencer  Bell,  Knoxville, 
Executive  Secretary  of  the  State  Board  of 
Medical  Examiners;  Mr.  Charles  L.  Cor- 
nelius, Jr.,  TMA  Attorney;  and  Mr.  Leon 
J.  Swatzell,  AMA  Field  Representative, 
Memphis. 

The  following  were  nominated  and  elected 
to  compose  the  committees  of  the  Board: 
Executive  Committee — Drs.  C.  Gordon  Peer- 
man,  Jr.,  J.  Kelley  Avery,  O.  Morse  Koch- 
titzky, Tom  E.  Nesbitt,  John  H.  Saffold, 
William  T.  Satterfield,  Sr.;  Finance  Com- 
mittee— Drs.  Kochtitzky,  Peerman,  Saffold; 
Publications  Committee — Drs.  Addison  B. 
Scoville,  Jr.,  James  M.  Hudgins,  Harry  A. 
Stone,  R.  H.  Kampmeier,  ex-officio,  and  Mr. 
J.  E.  Ballentine,  Executive  Director,  TMA, 
ex-officio;  Committee  on  Malpractice — Drs. 
Wm.  T.  Satterfield,  Sr.,  Thomas  K.  Ballard, 
William  H.  Edwards;  Harry  A.  Stone; 
Tennessee  Committee  for  AMA-ERF — Drs. 
George  A.  Zirkle,  Jr.;  Robert  L.  Chalfant; 
Fenwick  W.  Chappell;  Memoirs  Committee 
— Dr.  William  J.  Sheridan;  Committee  on 
Medical  Licensure — Drs.  Francis  H.  Cole; 
J.  Kelley  Avery;  Spencer  Y.  Bell;  William 
J.  Darby;  Howard  R.  Foreman;  Eugene  W. 
Fowinkle;  O.  Morse  Kochtitzky;  Tom  E. 
Nesbitt;  John  H.  Saffold;  and  Mr.  Charles 

L.  Cornelius,  Jr.,  TMA  Attorney;  Ad  Hoc 
Committee  on  Multiphasic  Screening — Drs. 
Jean  M.  Hawkes;  John  K.  Duckworth; 
Parker  D.  Elrod;  James  J.  Lawson;  Robert 

M.  Metcalfe;  James  N.  Proffitt;  Charles  C. 
Smeltzer;  and  Mr.  Cornelius. 


The  Board  appointed  the  Division  Coordi- 
nators as  follows:  Dr.  E.  Kent  Carter — Di- 
vision on  Scientific  Affairs;  Dr.  J.  Kelley 
Avery — Division  on  Legislation  & Govern- 
mental Medical  Affairs;  Dr.  Edward  G. 
Johnson — Division  on  Health  Services  & 
Socio-Economics;  Dr.  George  A.  Zirkle,  Jr. 
— Division  on  Communications  & Public 
Service;  and  Dr.  John  O.  Williams,  Jr. — 
Division  on  Medical  Education. 

The  Board  completed  appointments  to 
the  Standing  and  Special  Committees  of 
the  Association  for  1971-72. 

New  Business 

(1)  The  Board  considered  a document 
presented  by  Mr.  Charles  Cornelius,  TMA 
Attorney,  for  rescinding  the  TMA  Memorial 
Trust  Fund  inasmuch  as  the  amount  of 
funds  had  never  been  used  and  the  trust 
had  never  actually  functioned.  The  ap- 
pointment of  the  original  Trustees  had  ex- 
pired and  the  Board  previously  named  Drs. 
Peerman,  Kochtitzky  and  Nesbitt  as  the 
new  Trustees  to  the  fund.  The  new  docu- 
ment of  rescission  will  enable  TMA  to  use 
these  funds  for  a similar  purpose  for  which 
the  fund  was  established.  Such  a motion 
was  adopted  by  the  Board. 

(2)  A report  was  rendered  by  Dr.  Ed- 
ward G.  Johnson,  Chattanooga,  concerning 
discussions  that  he  had  had  with  represen- 
tatives of  the  search  committee  for  a Com- 
missioner of  Mental  Health.  The  consensus 
of  the  Board  was  that  sufficient  information 
was  available  to  reply  to  the  letter  from 
the  search  committee  for  a Commissioner, 
and  to  state  to  the  committee  the  feelings 
of  the  Tennessee  Medical  Association,  and 
the  action  taken  by  the  House  of  Delegates 
through  an  appropriate  resolution  that  is 
now  the  policy  of  the  Association. 

(3)  Multiphasic  Screening  — Resolution 
No.  10-71 — This  resolution  was  referred  to 
the  Board  of  Trustees  for  study  by  the 
House  of  Delegates.  The  intent  of  the  reso- 
lution is  to  provide  guidelines  for  Ten- 
nessee physicians  to  have  a standardized 
policy  in  their  relationship  with  multi- 
phasic screening  activities.  This  matter 
was  discussed  by  the  Trustees. 

The  action  taken  was  to  the  effect  that 
the  Board  appointed  an  Ad  Hoc  Committee 
on  Multiphasic  Screening  to  study  and  re- 
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port  to  the  Board.  The  Committee  was 
named  and  composed  of  Dr.  Jean  Hawkes, 
Memphis,  as  Chairman  with  the  Commit- 
tee members  being  Drs.  John  K.  Duck- 
worth, Memphis;  Parker  D.  Elrod,  Center- 
ville; James  J.  Lawson,  Jr.,  New  Johnson- 
ville;  Robert  M.  Metcalfe,  Nashville;  James 
N.  Proffitt,  Maryville;  Charles  C.  Smeltzer, 
Knoxville.  Mr.  Charles  L.  Cornelius,  Jr., 
TMA  Attorney,  was  named  consultant. 

(4)  The  Board  of  Trustees  Third  Quarter 
Meeting — The  Board  of  Trustees  established 
July  11  as  the  date  for  the  Third  Quarter 
Meeting  of  the  Board.  It  was  recommended 
that  if  a decision  was  reached  to  conduct 
the  Board  meeting  at  a location  other  than 
Nashville,  that  the  members  of  the  Board 
would  stand  their  own  travel  expense  to 
go  to  another  location,  if  that  was  the 
choice  of  the  Board.  Final  decision  of  a 
location  of  the  next  meeting  place  was  left 
up  to  the  Executive  Committee. 

(5)  The  First  Quarter  Financial  State- 
ment— The  TMA  financial  operations  for 
the  first  quarter  were  examined  by  the 
Board  and  approved  and  adopted. 

(6)  Abortion  Solicitation  Letters — The 
Board  received  a letter  from  Dr.  J.  J. 
Range,  Johnson  City,  which  requested  that 
the  TMA  Board  take  whatever  action  pos- 
sible to  stop  the  flow  of  abortion  solicitation 
letters  from  other  states. 

(7)  Physician  Assistants — The  matter  of 
physician  assistants  was  discussed  by  the 
Board.  Dr.  Kochtitzky  stated  that  several 
organizations,  including  the  Public  Health 
Council  and  others,  have  discussed  this 
problem.  This  issue  has  previously  been 
referred  to  the  Committee  on  Legislation, 
but  that  Committee  is  one  of  implemen- 
tation and  it  is  not  the  responsibility  of  this 
committee  to  come  up  with  the  recommen- 
dation for  action.  The  action  taken  by  the 
Board  was,  a motion  proposed  by  Dr.  Satter- 
field that  no  policy  position  be  adopted  on 
this  matter  until  the  results  of  the  survey 
being  conducted  are  completed,  and  this 
motion  was  adopted. 

(8)  Upon  the  request  of  the  President 
of  the  University  of  Tennessee  Chapter  of 
SAMA,  the  MECO  Program  was  presented 


for  the  state  medical  association’s  endorse- 
ment. MECO  is  a program  of  preceptorship 
and  is  now  being  run  by  the  Student  Ameri- 
can Medical  Association.  The  program  is 
funded  through  the  AM  A and  the  project 
cannot  be  implemented  in  a state  without 
the  state  medical  association’s  approval. 
It  is  an  AMA  and  SAMA-sponsored  project 
and  is  a part  of  the  preceptorship  program 
for  medical  students. 

(9)  Dr.  E.  Kent  Carter,  Kingsport, 
brought  a matter  to  the  attention  of  the 
Board  pertaining  to  radiologists  reading 
films  for  black  lung  disease  in  the  coal 
mine  areas.  He  brought  this  matter  to  the 
Board  as  it  is  an  increasing  problem  in  the 
practice  of  radiology. 

(10)  Drs.  Nesbitt  and  Satterfield  re- 
viewed the  present  TMA-sponsored  liability 
and  malpractice  insurance  program  and  the 
possibility  of  the  administrative  agency 
merging  with  another  in  Tennessee.  The 
Board  recommended  that  the  Committee 
on  TMA  Group  Insurance  follow  this  matter 
closely  and  keep  the  Board  of  Trustees  ad- 
vised on  any  action  that  might  be  taken. 

(11)  The  Board  also  acted  as  to  the  pri- 
ority for  any  free  tickets  that  might  be- 
come available  from  the  TMA-sponsored 
foreign  tours.  It  was  felt  that  some  policy 
should  be  established  as  to  how  such  tickets 
will  be  distributed  in  the  event  that  the 
tour  is  completely  sold  out,  and  under  the 
conditions  set  forth  in  the  tour,  there  would 
be  from  1 to  4 free  tickets  that  could  be 
made  available  to  TMA.  The  Board  estab- 
lished the  mechanism  of  how  these  tickets 
would  be  utilized.  The  adopted  policy  for 
use  of  such  available  tickets  would  be  made 
mainly  to  the  Past  President,  for  an  expres- 
sion of  appreciation  for  his  service  during 
the  year  he  served,  and  to  the  TMA  staff 
who  conducts  the  actual  work  in  arrange- 
ments, scheduling  and  details  involved  with 
the  travel  agency  running  the  tour. 

There  being  no  further  business,  the 
Board  of  Trustees  adjourned  at  12:20  P.M. 
(EDT) . 

C.  Gordon  Peerman,  M.D.,  Chairman 

J.  E.  Ballentine,  Executive  Director 
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1971  TMA  Annual  Meeting — House  of  Delegates  Composition 
1st  Session:  April  14— 2nd  Session:  April  17 


EX-OFFICIO  MEMBERS 

First 

OFFICERS  Session 

President  Tom  E.  Nesbitt  Present 

President-Elect John  H.  Saffold  Present 

Vice-President E.  Kent  Carter  Present 

Vice-President Wm.  K.  Owen  Present 

Vice-President Wm.  O.  Murray  Present 

Secretary O.  Morse  Kochtitzky  Present 

Speaker R.  L.  DeSaussure  Present 

Vice-Speaker R.  H.  Haralson,  Jr.  Present 

ELECTED  TRUSTEES 

East  Tennessee  Edward  G.  Johnson  Present 

Middle  Tennessee  . . C.  Gordon  Peerman,  Jr.  Present 

AMA  DELEGATES  AND  ALTERNATES 


Delegate  to  AMA  . . 
Delegate  to  AMA  . . 
Delegate  to  AMA  . . 
Delegate  to  AMA  . . 
Alternate  Delegate 
Alternate  Delegate 
Alternate  Delegate 


Bland  W.  Cannon 
John  H.  Burkhart 
Wm.  O.  Vaughan 
Tom  E.  Nesbitt 
Wm.  F.  Meacham 
. A.  Roy  Tyrer,  Jr. 
Julian  K.  Welch,  Jr. 
PAST  PRESIDENTS 

Past  President Francis  H.  Cole 

Past  President Edward  T.  Newell,  Jr. 

Past  President K.  M.  Kressenberg 

Past  President G.  Baker  Hubbard 

Past  President John  H.  Burkhart 

COUNCILORS 

First  District Alvin  S.  Crawford 

Second  District J.  Marsh  Frere,  Jr. 

Third  District Harry  A.  Stone 

Fourth  District Claude  M.  Williams 

Fifth  District  Wm.  D.  Jones 

Sixth  District B.  K.  Hibbett,  III 

Seventh  District Kenneth  J.  Phelps 

Eighth  District  Lee  Rush,  Jr. 

Ninth  District Laurence  W.  Jones 


Present 

Present 

Present 

Present 

Present 


Present 

Present 


Second 

Session 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 


Present  Present 


Present 


Tenth  District 

Commissioner, 
Public  Health  . . . 
Commissioner, 
Mental  Health  . . 
AMA  Judicial 
Council  Member 


B.  G.  Mitchell 

OTHERS 

.Eugene  W.  Fowinkle 
. Frank  H.  Luton 


Present 

Present 

Present 

Present 

Present 

Present 


Present 


Charles  C.  Smeltzer  Present 


Present 

Present 


Present 

Present 

Present 

Present 

Present 


DELEGATES 

EAST  TENNESSEE  GRAND  DIVISION 
County  Society 

BLOUNT James  N.  Proffitt  Present 

H.  T.  Vandergriff  (Alt.)  Present 

BRADLEY Robert  L.  Allen  

Robert  H.  Cofer  (Alt.)  Present  

CAMPBELL James  D.  Crutchfield  

CHATTANOOGA- 

HAMILTON  Thomas  L.  Buttram  Present  Present 

(Alt.) 

C.  Robert  Clark  

Robert  G.  Demos  

Paul  E.  Hawkins 
Durwood  L.  Kirk 
David  P.  McCallie 
Paul  V.  Nolan  (Alt.) 

James  R.  Royal 
(Alt.) 

Robert  A.  Waters 
George  G.  Young 

COCKE  David  McConnell 

CUMBERLAND Joe  K.  Wallace 

GREENE  C.  D.  Huffman 

HAMBLEN  C.  C.  Blake 

HAWKINS  Wm.  E.  Gibbons 

KNOXVILLE 

ACADEMY Walter  H.  Benedict 

Jacob  T.  Bradsher 
Perry  M.  Huggin 
Clifton  E.  Irwin  (Alt.) 

John  0.  Kennedy 
John  E.  Kesterson 
Ira  S.  Pierce 
Richard  L.  Whittaker 
George  A.  Zirkle 

McMINN  Wm.  E.  Foree,  Jr. 

MONROE Telford  A.  Lowry 

ROANE-ANDERSON  E.  C.  Cunningham 
Joe  Tittle 

SCOTT Roy  L.  McDonald  

SEVIER  Charles  L.  Roach  Present  Present 

SULLIVAN-  * 7 

JOHNSON  E.  Kent  Carter  Present  

B.  Y.  Cowan  Present 

Joseph  K.  Maloy  Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 

Present 


Present 

Present 

Present 

Present 


Present 

Present 


Present 

Present 


Present 


Present 

Present 

Present 

Present 


Present 

Present 

Present 

Present 

Present 


Present 


WASHINGTON- 

CARTER-UNICOI 


C.  E.  Allen 
Nat  E.  Hyder,  Jr. 

T.  P.  Potter,  Jr.  (Alt.) 
G.  A.  Rannick 


Present 

Present 


Present 


Present 


Present 

Present 


MIDDLE  TENNESSEE  GRAND  DIVISION 

First 

Session 

BEDFORD John  S.  Derryberry  Present 

Carl  T.  Stubblefield  

(Alt.) 

BENTON- 

HUMPHREYS  James  J.  Lawson  Present 

COFFEE Ralph  L.  Brickell  Present 

NASHVILLE 

ACADEMY Russell  T.  Birmingham  

Robert  L.  Bomar,  Jr.  Present 

George  W.  Bounds  Present 

James  M.  Brakefield  Present 

(Alt.) 

B.  F.  Byrd,  Jr.  

Robert  L.  Chalfant  Present 

Frederic  E.  Cowden  

(Alt.) 

James  W.  Ellis  Present 

James  H.  Fleming  Present 

James  W.  Hays  Present 

Robert  L.  McCracken  Present 

Armistead  Nelson  Present 

(Alt.) 

Eugene  M.  Regen,  Jr 

Louis  Rosenfeld  Present 

Edwin  Williams  

Frank  C.  Womack,  Jr.  Present 

C.  C.  Woodcock,  Jr.  Present 

(Alt.) 

DICKSON  B.  J.  Smith 

FENTRESS  Guy  C.  Pinckley  

FRANKLIN  Dewey  W.  Hood  Present 

GILES  Wm.  K.  Owen  Present 

HICKMAN-PERRY  . . Parker  D.  Elrod  Present 

JACKSON  E.  M.  Dudney  

LAWRENCE Villard  L.  Parrish  Present 

LINCOLN  Anne  U.  Bolner  Present 

MACON  Jack  C.  Clark  

MARSHALL H.  A.  Morgan,  Jr.  Present 

MAURY  Geo.  R.  Mayfield,  Jr.  Present 

(Alt.) 

John  O.  Williams,  Jr.  Present 

MONTGOMERY  Frank  J.  Malone  Present 

OVERTON  W.  G.  Quarles,  Jr.  

PUTNAM  Wm.  A.  Hensley  Present 

ROBERTSON  

RUTHERFORD  Carl  E.  Adams  Present 

SMITH  D.  Gordon  Petty  Present 

SUMNER  Clarence  R.  Sanders  

(Alt.) 

WARREN  James  E.  Phillips  Present 

(Alt.) 

B.  C.  Smoot  Present 

WHITE C.  B.  Roberts  

WILLIAMSON  Joe  Willoughby  Present 

WILSON  J.  C.  Bradshaw,  Jr.  Present 

(Alt.) 

WEST  TENNESSEE  GRAND  DIVISION 

CONSOLIDATED T.  K.  Ballard  Present 

S.  Lane  Bicknell  (Alt.)  Present 

Max  A.  Crocker  Present 

Bobby  Higgs  

Montie  E.  Smith,  Jr.  Present 

HENRY John  E.  Neumann,  Sr.  Present 

MEMPHIS-SHELBY  . J.  Malcolm  Aste  Present 

George  F.  Bale  (Alt.)  Present 

Boyer  M.  Brady  (Alt.)  Present 

Maury  Bronstein  

R.  A.  Calandruccio  Present 

Fenwick  W.  Chappell  

(Alt.) 

Horton  G.  DuBard  Present 

(Alt.) 

John  K.  Duckworth 
Hamel  B.  Eason  Present 

Irvin  D.  Fleming  (Alt.)  Present 

Eugene  W.  Gadberry  Present 

(Alt.) 

O.  B.  Harrington  (Alt.)  Present 

C.  D.  Hawkes  Present 

Jean  M.  Hawkes  Present 

John  D.  Hughes  

Alvin  J.  Ingram  

Gilbert  J.  Levy 

Robt.  P.  McBurney  Present 

Tinnin  Martin,  Jr.  Present 

Raymond  F.  Mayer  Present 

Joseph  H.  Miller  (Alt.)  

Roland  H.  Myers  Present 

Alfred  H.  Page  (Alt.)  

John  D.  Peeples  

Henry  G.  Rudner,  Jr.  Present 

A.  Roy  Tyrer,  Jr.  Present 

John  D.  Young,  Jr.  Present 

NORTHWEST 

ACADEMY J.  C.  Moore 

James  H.  Ragsdale 

TIPTON  Sterling  Ruffin 

WEAKLEY J.  W.  Shore 


Present 

Present 


Second 

Session 


Present 


Present 


Present 

Present 

Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 


Present 

Present 

Present 


Present 

Present 

Present 


Present 


Present 

Present 

Present 

Present 


Present 

Present 


Present 

Present 


Present 

Present 

Present 


Present 

Present 


Present 

Present 


Present 

Present 


Present 

Present 

Present 


Present 

Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 


The  information  in  the  Roll  Call  was  taken  from  the  attendance  record  cards  signed  by  the  Delegates  prior  to  the  meet- 
ings of  the  House,  April  14  and  17. 


ELECTIONS— RESUME  OF  ACTIONS— TMA  HOUSE  OF  DELEGATES 

1971  ANNUAL  MEETING  ATTENDANCE-894  . . . Total  physician  registration 
in  Chattanooga,  April  14-17,  resulted  in  607  doctors  in  attendance,  537 
which  were  TMA  members;  there  were  26  guests  from  the  State,  12  resi- 
dents and  32  MDs  from  other  states*  Others  included  121  exhibitors  and 
166  members  of  the  Woman's  Auxiliary  to  TMA,  bringing  total  attendance 
to  894. 


NEW  OFFICERS  FOR  1971-72  . . . Installed  Dr.  John  H.  Saffold,  Knoxville, 
as  President;  Dr.  William  T.  Satterfield,  Sr.,  Memphis,  President-Elect; 
Dr.  R.  L.  DeSaussure,  Memphis,  Speaker  of  the  House;  Dr.  Robert  H. 
Haralson,  Jr.,  Maryville,  as  Vice-Speaker  of  the  House;  elected  Vice- 
Presidents:  Drs.  Robert  Allen,  Cleveland,  East  Tennessee;  William 
A.  Hensley,  Jr.,  Cookeville,  Middle  Tennessee;  Montie  E.  Smith,  Selmer, 
West  Tennessee  . . • Dr.  Morse  Kochtitzky,  Nashville,  was  appointed 
by  the  Board  as  Secretary-Treasurer. 

yu  «jl»  *ju  «ju  «ju 
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TRUSTEES  AND  COUNCILORS  . . . Elected  to  the  Board  of  Trustees  to 
complete  the  unexpired  term  of  Dr.  Byron  Garner  was:  Dr.  J.  Kelley 
Avery,  Union  City;  Dr.  E.  Kent  Carter,  Kingsport,  to  complete  the  un- 
expired term  of  Dr.  J.  J.  Range;  Dr.  John  K.  Duckworth,  Memphis,  to 
complete  the  unexpired  term  of  Dr.  William  T.  Satterfield,  Sr.  Drs. 
Thomas  K.  Ballard,  Jackson;  Edward  G.  Johnson,  Chattanooga;  Morse 
Kochtitzky,  Nashville;  George  A.  Zirkle,  Jr.,  Knoxville,  were  elected 
Trustees  for  three-year  terms.  Dr.  C.  Gordon  Peerman,  Nashville,  was 
elected  Chairman  of  the  Board,  and  Dr.  Edward  G.  Johnson,  Chattanooga, 
Vice-Chairman.  Trustees  continuing  to  serve  are  Drs.  Peerman, 

Nashville;  DeSaussure,  Memphis,  Speaker  of  the  Houes  ; Nesbitt, 

Nashville,  Immediate  Past-President;  Satterfield,  Sr.,  Memphis,  Presi- 
dent-Elect; and  Williams,  Mt.  Pleasant  . . • MEMBERS  OF  THE  COUNCIL: 
Newly  elected  Councilors  were  Drs.  John  0.  Kennedy,  Knoxville,  Second 
District;  David  G.  Petty,  Carthage,  Fourth  District;  Clarence  C.  Wood- 
cock, Jr.,  Nashville,  Sixth  District;  Lee  Rush,  Jr.,  Somerville,  Eighth 
District;  and  John  B.  Dorian,  Memphis,  Tenth  District.  All  were  elected 
for  two-year  terms.  Dr.  Alvin  S.  Crawford,  Bristol,  was  elected 
Chairman  of  the  Council.  He  is  from  the  First  Councilor  District. 

Dr.  Rush  was  elected  Secretary. 


***** 

AMA  DELEGATES  RE-ELECTED  . . • Dr.  Bland  W.  Cannon,  Memphis,  and  Dr. 
William  0.  Vaughan,  Nashville,  were  re-elected  Delegates  to  the  American 
Medical  Association.  Alternate  Delegates:  Drs.  Julian  K.  Welch,  Jr., 
Brownsville,  and  William  F.  Meacham,  Nashville  • • . Dr.  David 
T.  Turner,  Chattanooga,  was  elected  an  Alternate  Delegate  to  complete 
the  unexpired  term  of  Dr.  Harmon  L.  Monroe,  deceased. 


TWO  PROMINENT  TENNESSEE  PHYSICIANS  HONORED  ...  Dr.  Gilbert  J.  Levy, 
Memphis,  was  elected  by  the  House  of  Delegates  to  receive  the  "Out- 
standing Physician-Of-The-Year  Award"  for  1971  . • . Dr,  Walter 
E.  Boehm,  Chattanooga,  was  selected  by  the  Board  of  Trustees  to  receive 
the  "Distinguished  Service  Award"  for  his  many  contributions  and  strong 
interest  in  birth  defects,  and  the  establishment  of  a Center  in  the 
Chattanooga  area  to  diagnose  and  treat  all  types  of  birth  defects. 

The  Awards  were  presented  at  the  President’s  Banquet  on  April  16  at  the 
Read  House. 
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OFFICER'S  AND  COMMITTEE  REPORTS  ...  The  President,  Secretary,  Board  of 
Trustees,  Treasurer,  Council,  and  Executive  Director  submitted  written 
reports  to  the  House.  The  House  received  twelve  Standing  Committee 
reports  and  the  report  of  the  Editor  of  the  Journal.  Fifteen  Special 
Committee  and  special  reports  were  received  by  the  House. 

MAJOR  RESOLUTIONS  • . . Adopted  a resolution  requesting  the  Board  of 
Trustees  of  AMA  to  restudy  for  clarification,  the  proper  relationships 
of  physicians  to  optometrists,  and  also  requested  AMA's  Judicial  Council 
to  further  clarify  the  matter  • . • Adopted  a resolution  concerning 
teaching  of  optometrists  that  TMA  endorse  and  go  on  record  as  suggesting 
the  AMA  Judicial  Council  to  reconsider  its  position  at  the  June,  1971 
session,  in  reference  to  teaching  of  optometrists  in  their  societies  and 
schools  . . • Adopted  a resolution  to  establish  a category  of  member- 
ship for  interns  and  residents  in  the  Tennessee  Medical  Association 
• . • Adopted  a resolution  urging  county  medical  societies  where  there 
are  residents  or  interns  serving  in  a JCAH  hospital  in  the  area  served 
by  the  county  medical  society  to  establish  a category  of  membership  for 
interns  and  residents  . . • Adopted  a resolution  advising  TMA  to  enlarge 
its  existing  program  of  continuing  education  by  permitting  the  receiving 
of  funds  from  sources  including  the  Regional  Medical  Program  . . . 
Adopted  a resolution  supporting  the  AMA's  Current  Procedural  Terminology 
and  further  resolving  that  all  insurance  carriers,  fiscal  intermediaries 
and  others  concerned,  adopt  it  as  a system  for  description  of  medical 
services  ...  Adopted  a resolution  approving  TMA  sponsoring  a Con- 
ference on  Management  of  Socio-Economics  of  Health  Care  . • • Referred 
to  the  Board  for  study,  a resolution  dealing  with  multiphasic  screening 
test  reports  ...  Adopted  a resolution  calling  on  TMA  to  inform  in- 
surance carriers  that  if  a carrier  wishes  an  insured  client  to  be  seen 
by  another  physician,  after  the  client  has  been  seen  by  his  personal 
physician,  the  attending  physician  and  the  patient  should  both  be 
notified  that  consultation  is  requested,  and  that  the  physician  desig- 
nated by  the  carrier  to  review  the  case,  send  a written  report  to  the 
attending  physician  ...  Adopted  a resolution  that  TMA  adopt  as 
official  policy,  the  position  of  the  AMA  regarding  chiropractic  and  that 
a copy  of  the  resolution  be  forwarded  to  all  health  related  organi- 
zations in  Tennessee  urging  them  to  adopt  a similar  position  ... 
Adopted  a resolution  urging  AMA  to  support  the  President  of  the  United 
States's  Commission  on  the  Malpractice  Problem  and  to  be  active  in  the 
implementation  of  this  project  . • • Adopted  a resolution  to  retain 
present  qualifications  for  the  Commissioner  of  the  Department  of  Mental 
Health  and  superintendents  of  state  mental  hospitals  • . • Adopted  a 
resolution  to  make  it  the  policy  of  the  TMA  to  approve  change  in 
Workmen's  Compensation  Law  for  unlimited  medical  benefits. 


Communications 

Legislation 


Hadley  Williams,  Assistant  Executive  Director 


NEW  FORMS  SENT  TO  PHYSICIANS  FOR  NARCOTICS  REGISTRATION  ...  The  Bureau 
of  Narcotics  and  Dangerous  Drugs  of  the  Department  of  Justice  is  now 
responsible  for  the  annual  registration  of  all  individuals  handling 
narcotics  and  dangerous  drugs.  A copy  of  form  number  BND  224A  has  been 
mailed  to  every  previously  registered  practitioner.  Beginning  May  1st, 
a BNDD  registration  number,  must  be  used  on  all  prescriptions  in  lieu  of 
the  previously  used  Internal  Revenue  Service  registration  number. 
Although  the  law  went  into  effect  May  1st,  the  deadline  for  use  of 
physician  registration  numbers  has  been  extended  to  July  29,  1971. 
Physicians  who  have  applied  for  registration  but  have  not  received  their 
BNDD  numbers  may  continue  to  practice  without  interruption  by  indi- 
cating ’’Federal  registration  applied  for  on  (date)."  After  July  29, 
the  Bureau  reports  no  activity  with  controlled  substances  will  be  per- 
mitted without  use  of  a valid  BNDD  registration  number.  For  further 
information  or  additional  forms,  contact  the  U.S.  Department  of  Justice, 
Bureau  of  Narcotics  and  Dangerous  Drugs,  P.  0.  Box  28083,  Central 
Station,  Washington,  D.C.  20005. 

c 

4*  4»  4* 

T *r  T T 

C 

TENNESSEE  GENERAL  ASSEMBLY  ADJOURNS  ...  The  first  session  of  the  87th 
Tennessee  General  Assembly  has  adjourned.  The  remaining  days  available 
to  the  lawmakers  will  be  used  in  1972  unless  special  sessions  are  called 
during  the  interim.  Several  highly  partisan  legislative  matters  ex- 
tended the  session  into  late  May.  The  Democratic  controlled  House  and 
Senate  made  matters  difficult  for  Republican  Governor  Winfield  Dunn. 

More  than  1200  bills  were  introduced  in  both  houses  with  approximately 
100  of  these  having  some  effect  on  the  practice  of  medicine  and  the 
health  and  welfare  of  Tennesseans.  A large  number  of  these  failed  to 
receive  House  or  Senate  action  and  will  be  carried  over  until  the  next 
session.  A comprehensive  report  on  all  health  related  proposals 
will  again  be  mailed  to  all  TMA  members  in  the  next  issue  of  the  TMA 
newsletter,  THE  TRANSMITTER. 


LEGISLATORS  APPRECIATE  FIRST  AID  FACILITY  ...  The  Capitol  First  Aid 
Station,  co-sponsored  by  TMA  and  the  Tennessee  Hospital  Association, 
again  proved  to  be  invaluable  to  members  of  the  General  Assembly  and 
their  employees.  More  than  forty  TMA  members  volunteered  their  services 
to  staff  the  facility  during  the  past  four  months,  coming  from  one  end 
of  the  state  to  another.  A personable  Registered  Nurse,  furnished 
by  the  Hospital  Association,  was  also  on  hand  each  day  of  operation. 

The  1971  session  was  the,  fourth  consecutive  year  the  service  has  been 
provided  for  legislators.  Fortunately,  no  serious  emergencies  occurred 
during  this  year's  session. 


HANK  HOLDERFIELD  RESIGNS  ...  Mr.  Hank  Holderfield,  TMA  executive 
assistant  for  the  past  two  years,  has  resigned  to  take  a position  as 
Executive  Secretary  of  the  DeKalb  County  (Ga.)  Medical  Society. 

Mr.  Holderfield  assumed  his  new  duties  May  1st  and  will  have  offices  in 
Decatur,  Georgia  just  outside  Atlanta.  While  with  TMA,  Mr.  Holder- 
field  acted  as  Exhibit  Manager  during  the  annual  meetings  and  staffed 
several  important  and  active  committees.  He  also  handled  the  adminis- 
trative functions  for  the  Tennessee  Medical  Association  Student 
Education  Fund.  Mr.  Holderfield  joins  two  other  former  TMA  staff 
members  in  the  Atlanta  area.  Mr.  Tom  Sawyer  is  an  AMA  Field  Represen- 
tative for  four  Southeastern  states  with  headquarters  in  Atlanta  and 
Mr.  Morris  Bradley  is  a Coordinator  for  the  Georgia  Regional  Medical 
Program,  operated  under  the  auspices  of  the  Georgia  Medical  Association. 

NEWSPAPER  EDITORIAL  SUPPORTS  MEDICAL  PROFESSION  ...  The  Crossville 
Times  had  editorialized  on  the  attempt  by  HEW  to  place  price  controls 
on  physician's  charges.  The  editorial,  entitled  "The  Medicare  Pro- 
gram" appeared  in  the  April  14,  1971  issue  as  follows: 

"Juggling  of  physicians'  fees  under  Medicare  program  by  the  federal 
government — the  Health,  Education  and  Welfare  Department — may  be  con- 
fusing to  the  lay  public,  but  so  far  as  the  medical  profession  goes, 
it  means  the  creation  of  arbitrary  price  controls  for  physicians' 
services.  No  matter  how  strongly  one  feels  about  the  problem  of 
rising  health  care  costs,  there  are  certain  principles  concerning  the 
government's  action  that  must  be  considered  by  any  fair-minded 
person. 

Although  a doctor,  by  the  nature  of  his  profession,  is  dedicated  to 
the  healing  of  the  ill,  he  is  subjected  to  the  same  economic  pressure 
as  anyone  else.  He  is  caught  up  in  the  wage-price  spiral  because 
he  employs  people  and  rents  an  office.  In  periods  of  inflation,  he 
has  to  increase  the  salaries  he  pays  his  secretary,  his  nurse  and  his 
technician.  He  has  to  pay  for  services,  and  it  can  only  come  from  the 
fees  he  charges.  Under  Medicare,  doctors  are  supposed  to  be  paid  for 
their  services,  but  if  they  are  to  be  singled  out  for  price  control 
while  inflation  continues  to  progress,  it  simply  means  the  government 
is  asking  them  to  carry  on  their  own  backs  the  growing  cost  of  a 
state-imposed  medical  system. 

Such  action  is  not  only  wrong  in  principle,  but  unworkable.  Doctors 
already  work  more  hours  per  week  under  the  U.S.  medical  system  than 
any  other  group  in  the  country.  Their  charges  are  in  line  with  the 
reality  of  the  times. 

Medical  men,  by  and  large,  opposed  Medicare.  But  once  it  became  law, 
they  accepted  the  responsibility  of  making  it  work.  If  they  are 
now  forced  to  shoulder  the  burden  of  hiding  its  true  cost  by  arbitrary 
government  control  of  physicians'  fees,  the  people  will  ultimately 
be  the  losers  as  we  become  a nation  of  medical  freeloaders  and  the 
availability  of  quality  medical  care  declines." 
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PEER  REVIEW  MANUAL  AVAILABLE  FROM  AMA  ...  The  AMA  has  published  an 
extensive  Peer  Review  Manual  for  the  benefit  of  medical  societies  and 
others  concerned  with  the  review  of  medical  services.  The  manual 
outlines  procedures  for  initiating  or  expanding  a peer  review  program. 

It  covers  quality  evaluation,  hospital  utilization  review,  staffing  and 
sources  of  funding,  data  collection  and  analysis,  pertinent  legal 
considerations,  data  sources  and  forms,  and  AMA  policy.  Copies  are 
available  from  AMA  at  $4  each. 
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June,  1971  will  see  the  House  of  Delegates  of  the  American 
Medical  Association  again  convene  as  it  has  year  after  year.  It 
has  met  in  quite  orderly  proceedings  over  many  decades.  The 
1971  meeting  is  in  Atlantic  City,  a resort  town  in  the  great  Eastern 
Seaboard  population  area.  There  is  probability  that  in  this  par- 
ticular area  of  the  United  States  this  free  association  will  be  meet- 
ing under  duress.  The  American  Medical  Association  has  met 
under  threat  of  violence  and  disruption  in  San  Francisco,  New 
York,  and  Chicago.  Minority  groups  who  are  protected  by  our 
constitution  have,  in  fact,  deprived  us  of  the  very  freedom  that 
they  seek,  that  is,  the  right  to  peaceably  assemble. 

The  grave  problems  and  issues  facing  the  House  of  Delegates 
for  the  past  several  years  have  been  and  are  of  a degree  of  depth  seldom  met  with  in 
free  associations.  In  truth,  the  health  of  our  millions  of  people  depend  on  our  being 
objective,  unemotional,  intelligent,  and  honest  in  our  appraisal  of  the  problems  of  health 
in  America.  Yet,  at  the  very  time  we  need  our  delegates,  officers,  and  staff  to  be  cool, 
deliberate,  unemotional,  and  free  to  make  decisions  in  good  time  and  good  peace,  they  are 
faced  with  the  gravity  of  physical  disruption  of  the  very  orderly  processes  needed  to 
meet  the  problem.  The  substitution  of  emotional  based  deprivation  of  our  own  rights 
to  peacefully  assemble  could  tend  to  produce  emotional  responses  to  our  problems. 

The  confrontations  by  radicals  are  purely  propagandistic  and  offer  no  profitable  possi- 
bility for  either  patients  or  for  doctors.  The  solution  of  health  problems  cannot  be  car- 
ried out  in  this  type  of  environment.  The  radical  base  from  which  these  people  operate 
is  ignorant  of  the  probable  results  of  disruption  of  orderly  processes.  The  officers  and 
delegates  of  the  American  Medical  Association  are  peaceful,  sincere,  honorable  men. 
They  have  succeeded  so  far  in  continued  deliberations  of  sober  and  sane  content  in  spite 
of  attacks  and  physical  threats.  Our  hat  is  off  to  the  men  who  have  performed  so 
ably  under  stress.  No  organization  has  been  so  well  represented  under  such  disruptive 
effort.  Our  officers  and  our  delegates  deserve  every  ounce  of  support  that  we  can 
make  available  to  them  in  efforts  to  save  our  society  and  the  good  health  care  of  our 
people. 


John  H.  Saffold 


Sincerely, 


President 
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EDITORIALS 

THE  INFORMAL  EDUCATOR 

Repeatedly  over  the  years  this  Editorial 
page  has  identified  the  community  hospital 
as  the  major  locus  of  lasting  and  effective 
continuing  education.  The  TMA  Committee 
on  Continuing  Education  has  emphasized 
this  viewpoint  and  has  directed  efforts  to 
reinforce  this  concept  in  given  hospitals. 

The  report  of  an  interesting  piece  of  re- 
search reveals  items  of  significance  in  the 
potential  implementation  of  continuing  edu- 
cation within  a hospital  staff.1  The  investi- 
gators reviewed  the  staffs  and  staff  organi- 
zation of  4 community  hospitals  to  identify 
the  physicians  who  actually  represented 
the  informal  educators  of  the  respective 
staffs.  The  investigation  was  pointed  to- 
ward: (1)  with  what  three  physicians  did 

members  of  the  staff  most  often  discuss 
cases  informally;  (2)  what  three  phy- 
sicians were  called  upon  for  formal  con- 
sultation; and  (3)  what  three  physicians 
were  seen  most  often  socially.  Other  ques- 
tions were  asked  as  well.  Extended  inter- 
views were  held  with  certain  physicians 


as  well  as  a 10-page  questionnaire.  By  a 
study  of  “nominations”  of  staff  physicians 
by  their  peers  on  these  bases,  physicians 
were  identified  as  informal  educators,  “pri- 
mary” or  “secondary,”  the  classification  of 
primary  being  used  for  key  men  who  had  a 
total  score  of  more  than  two  standard 
deviations  above  the  mean  for  the  hospital. 

The  doctors  chosen  by  their  peers  for  fre- 
quent mention  “because  of  their  position, 
personality,  knowledge,  influence,  and  inter- 
personal skills  were  found  to  be  central 
figures  on  the  medical  staffs  of  the  respec- 
tive hospitals.  The  doctors  to  whom  col- 
leagues turn  for  advice  and  information 
and  after  whom  colleagues  pattern  be- 
havior are,  in  fact,  the  informal  educators 
for  the  four  medical  attending  staffs.” 

Of  39  informal  educators  identified,  none 
was  a general  practitioner:  17  were  inter- 
nists, 15  were  surgeons,  2 obstetrician-gyne- 
cologists, 3 radiologists,  one  pathologist  and 
one  anesthesiologist.  These  informal  edu- 
cators spent  more  time  at  the  hospitals, 
served  on  more  committees,  belonged  to 
more  professional  associations,  subscribed 
to  more  journals,  and  relied  more  upon 
written  communication  than  upon  other 
methods  in  extending  their  knowledge. 

The  investigators  draw  certain  conclu- 
sions which  may  be  important  in  develop- 
ing programs  of  continuing  education.  They 
point  to  the  “educational  interaction  which 
occurs  throughout  the  physician  system” 
and  that  “adult  education  among  peers 
tends  to  be  a good  deal  more  reciprocal 
than  the  forms  of  education  experienced  in 
earlier  training.  Every  teacher  is  a learner 
in  some  situations  and  vice  versa.”  They 
emphasize  that  sponsors  of  programs  of 
continuing  education  should  make  it  a point 
to  identify  the  key  or  “primary”  informal 
educators  of  a staff  and  explore  their  edu- 
cational needs.  This  is  especially  true  since, 
the  authors  state,  “the  informal  educator 
may  not  perceive  the  full  impact  of  his 
role  in  the  educational  system.”  They  be- 
lieve hospitals  and  medical  schools  should 
recognize  these  men  and  their  importance. 

Finally,  the  investigators  believe  the  com- 
munity hospital  is  an  “accessible”  and  “func- 
tional” setting  for  continuing  education. 
This  was  well  stated  by  Dryer2  in  1962, 
when  he  reported  the  studies  and  conclu- 


June,  1971 


EDITORIAL— IN  M EMORIAM— PROGRAMS  AND  NEWS  OF  MEDICAL  SOCIETIES 


525 


sions  of  the  Joint  Study  Committee  on 
Continuing  Medical  Education.  This  current 
study  lends  support  to  the  TMA  Committee 
on  Continuing  Education  in  its  insistence 
upon  participation  of  members  of  a hos- 
pital staff  in  its  program  of  continuing 
education. 

R.  H.  K. 
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EVALUATION  OF  CARDIOVASCULAR 
AND  PHYSICAL  FITNESS 

A Committee  on  Physical  Exercise  of  the 
Tennessee  Heart  Association  recently  pub- 
lished a Physician’s  Handbook  for  Evalu- 
ation of  Cardiovascular  and  Physical  Fit- 
ness. This  Committee  of  Tennessee  phy- 
sicians, J.  E.  Acker,  Jr.  of  Knoxville,  Charles 
E.  Allen,  of  Johnson  City,  G.  Daniel  Cope- 
land, of  Memphis,  George  V.  Mann,  of  Nash- 
ville, and  Blair  D.  Erb,  of  Jackson,  its  Chair- 
man, have  devoted  much  time  to  preparing 
the  material  of  this  43  page  booklet. 

The  stimulus  for  this  guide  is  the  in- 
creasing acceptance  by  the  public  and  the 
medical  profession  that  in  our  more  or  less 
sedentary  lives  lie  seeds  of  coronary  dis- 
ease, obesity  and  deterioration  of  physical 
health.  As  a result  of  this  many,  both  lay 
and  professional,  members  of  today’s  so- 
ciety are  increasing  their  physical  activity 
in  jogging,  walking  and  re-entering  the 
field  of  sports. 

The  hazards  lie  in  “do-it-yourself”  pro- 
grams of  exercise  or  the  doctor’s  off-hand 
remark  to  a patient — “you  need  more  exer- 
cise.” That  there  are  inherent  dangers  here 
is  obvious.  What  is  the  proper  degree  of 
exercise?  To  meet  these  questions,  “This 
Handbook  provides  guidelines  for  clearing 
a patient  for  a supervised  exercise  pro- 
grams, outlines  absolute  and  relative  con- 
traindications to  exercise,  and  notes  impor- 
tant precautions,  especially  cardiovascular 
and  orthopedic  ones.” 

The  subjects  of  the  chapters  indicate  the 
content  of  the  Guide: — Subject  Classifica- 
tion; History  and  Physical  Examination; 


Electrocardiography;  Exercise  Testing; 
Exercise  Regimens;  Rehabilitation;  and 
Physician’s  Obligations.  The  subject  ma- 
terial is  well  illustrated  by  excellent  tables 
and  figures. 

The  physician  who  recommends  exercise 
for  anyone  who  has  lived  a sedentary  life, 
or  for  one  as  a rehabilitative  activity  follow- 
ing disease  as,  for  example,  coronary  disease 
assumes  a medicolegal  responsibility.  It 
would  be  well,  then,  to  have  evaluated  the 
patient’s  physical  status  before  he  embarks 
upon  a program  of  exercise.  This  booklet, 
available  from  the  Tennessee  Heart  Associ- 
ation, provides  the  guidelines  for  physical 
evaluation  and  for  the  types  and  degree 
of  exercise  to  be  described. 

R.  H.  K. 


IN  MEMORIAM 


Lee,  Albert  Ray,  Dover.  Died  April  22,  1971. 
Age  62.  Graduate  of  the  University  of  Tennessee 
School  of  Medicine  in  1934.  Member  of  the  Mont- 
gomery County  Medical  Society. 

Parsons,  Joseph  Lawrence,  Sewanee.  Died 
April  6,  1971.  Age  38.  Graduate  of  the  Medical 
College  of  Alabama  in  1957.  Member  of  the 
Franklin  County  Medical  Society. 

Wright,  Janies  Christopher,  Lookout  Mountain. 
Died  April  15,  1971.  Age  62.  Graduate  of  Emory 
University  School  of  Medicine  in  1932.  Member 
of  the  Chattanooga-Hamilton  County  Medical 
Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 


The  Journal  takes  this  opportunity  to  welcome 
these  new  members  of  the  Tennessee  Medical 
Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Fenton  L.  Scruggs,  M.D.,  Cleveland 
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CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

John  F.  Boxell,  M.D.,  Chattanooga 
Harold  E.  Messinger,  M.D.,  Chattanooga 
Juan  Carlos  Nosti,  M.D.,  Chattanooga 

DAVIDSON  COUNTY  MEDICAL  SOCIETY 

Robert  L.  Allred,  M.D.,  Nashville 
William  R.  Gaw,  M.D.,  Nashville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

E.  Gifford  Ammermann,  M.D.,  Knoxville 
Frank  V.  Comas,  M.D.,  Knoxville 
David  F.  Fardon,  M.D.,  Knoxville 
Val  Khairollahi,  M.D.,  Knoxville 
Stephen  Krauss,  M.D.,  Knoxville 
Joe  H.  Leonard,  M.D.,  Knoxville 
Robert  L.  Rubright,  M.D.,  Knoxville 
Billy  C.  Trent,  M.D.,  Knoxville 
William  Vandergriff,  M.D.,  Knoxville 
Leon  Bogartz,  M.D.,  Knoxville 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Jack  P.  Baldwin,  M.D.,  Memphis 
P.  W.  Elsea,  M.D.,  Memphis 
C.  W.  Mercer,  M.D.,  Memphis 
Ray  O.  Sexton,  M.D.,  Memphis 
Owen  B.  Tabor,  M.D.,  Memphis 
Herschel  S.  Jackson,  M.D.,  Memphis 
Freeman  A.  Midyett,  M.D.,  Memphis 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Jerry  N.  Campbell,  M.D.,  Murfreesboro 
W.  D.  Rosborough,  M.D.,  Murfreesboro 

SULLIVAN -JOHNSON  COUNTY 
MEDICAL  SOCIETY 

John  J.  Kennedy,  M.D.,  Kingsport 
Fred  D.  Slaughter,  M.D.,  Bristol 
Ernest  A.  Turpin,  Jr.,  M.D.,  Bristol 
John  Nelson,  M.D.,  Bristol 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

George  H.  Brown,  M.D.,  Johnson  City 
H.  G.  Williams,  M.D.,  Johnson  City 

WARREN  COUNTY  MEDICAL  SOCIETY 

J.  R.  Troop,  M.D.,  McMinnville 

Bradley  County  Medical  Society 

The  Bradley  County  Medical  Society  has 
contributed  $150  to  the  Citizens  Scholarship 
Foundation.  The  Foundation,  established  in 
1964  by  the  society  through  the  efforts  of 
Dr.  Ivan  Humphries,  is  supported  by  citi- 
zens of  Bradley  County  and  provides  non- 
governmental scholarships  for  deserving 
students.  A pre-med  student  and  a nurse 
are  among  those  currently  benefitting  from 
the  scholarships. 


Chattanooga-Hamilton  County 
Medical  Society 

The  Chattanooga-Hamilton  County  Medi- 
cal Society  has  been  nominated  by  the 
Chattanooga  Metropolitan  Council  for  Com- 
munity Services  to  receive  the  1971  national 
volunteer  award.  The  winner  of  the  award 
will  be  announced  in  Washington  in  March 
1972. 

According  to  the  Council,  the  nomination 
is  in  recognition  of  the  outstanding  leader- 
ship of  the  society  in  “identifying  the  seri- 
ous community  problem  of  the  lack  of 
treatment  and  rehabilitation  services  for 
hard  narcotics  users  seeking  detoxification 
or  rehabilitation.” 

The  society’s  Drug  Abuse  Committee 
investigated  the  extent  of  the  drug  problem 
in  Chattanooga  and  recommended  a metha- 
done clinic  which,  consequently,  was  estab- 
lished at  Erlanger  Hospital.  The  society 
provided  medical  direction  for  the  clinic 
and  raised  funds  from  many  community 
organizations  for  its  operation.  To  date, 
more  than  250  persons  have  attended  the 
clinic  and  nearly  100  are  consistent  patients. 
❖ ❖ ❖ 

For  the  19th  year  the  Chattanooga-Ham- 
ilton County  Medical  Society  co-sponsored 
the  Chattanooga  Regional  Science  Fair, 
April  7-9.  The  Fair  attracted  more  than 
1,600  students  and  older  adults  during  its 
3-day  stand  at  the  Maclellan  gym  on  the 
University  of  Tennessee  at  Chattanooga 
campus. 

Hamblen  County  Medical  Society 

The  Hamblen  County  Medical  Society 
met  on  April  6 at  the  Utilities  Building  in 
Morristown.  Guest  speaker  for  the  meet- 
ing was  Dr.  William  Schaffner  of  the  Van- 
derbilt University  School  of  Medicine.  Dr. 
Schaffner  discussed  recently  developed  anti- 
biotics and  their  application.  Another  guest 
was  Mr.  Frank  Grissom,  district  represen- 
tative of  J.  B.  Roerig  and  Company,  who 
sponsored  the  program. 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  met 
on  April  13  in  the  KAM  Building  to  discuss 
the  new  post  of  Executive  Secretary  and  the 
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progress  report  by  the  Post-Graduate  Edu- 
cation Committee.  (The  Tennessee  Medical 
Association  congratulates  a long-time  friend 
and  enthusiastic  supporter,  Mrs.  Polly  B. 
Shoemaker,  who  was  recently  appointed 
the  Academy’s  Executive  Secretary.) 

At  the  May  11th  meeting,  the  Academy 
conducted  its  scientific  session.  The  pro- 
gram included  an  address  by  Dr.  Thomas 
F.  Meaney,  Chairman  of  the  Department 
of  Radiology  of  the  Cleveland  Clinic  in 
Cleveland,  Ohio,  on  “The  Natural  History 
of  Hypertension  as  Seen  by  the  Radiologist” 
and  a panel  discussion  on  “Therapeutic 
Abortions:  Pros  & Cons.” 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  of  Medicine  is 
presently  emphasizing  active  participation 
in  two  areas  of  public  concern:  (1)  Disaster 
planning  and  organization  and  (2)  Drug 
abuse  programs  and  projects. 

On  May  6,  the  Disaster  and  Emergencies 
Committee  and  members  of  four  Academy 
triage  teams  participated  in  a mock  dis- 
aster drill  near  the  Nashville  Metropolitan 
Airport.  “Victims”  were  taken  to  Donelson, 
General,  Madison,  Memorial  and  Miller 
Hospitals. 

The  Academy’s  Committee  on  Alcholoism 
and  Drug  Abuse  has  recommended  the  es- 
tablishment of  a treatment-rehabilitation 
center  in  Nashville  for  persons  with  drug 
problems.  The  Committee  is  supporting  the 
recommendation  of  the  Nashville  Chamber 
of  Commerce  Central  Drug  Abuse  Council 
indicating  the  need  for  the  center. 

According  to  the  Academy,  “The  need 
for  such  a center  became  clear  as  each 
task  force  of  the  Chamber’s  Council  re- 
viewed the  problem  as  it  exists  in  this 
community.  In  1970  alone,  396  drug  and 
narcotics  arrests  were  made.  To  indicate 
that  this  is  not  just  a problem  for  youths, 
49  of  those  arrested  were  over  45  years  of 
age.  It  is  estimated  by  psychiatrists  work- 
ing with  drug  abuse  patients  that  there  are 
probably  1,000  hard-core  narcotic  addicts  in 
Nashville  at  the  present  time.  It  is  further 
estimated  that  one  out  of  100  Nashvillians 
in  the  18-to-35  year  old  age  bracket  have 
some  drug-related  problems.” 


Roane-Anderson  County  Medical  Society 

The  Roane-Anderson  County  Medical  So- 
ciety held  its  April  meeting  on  the  27th  in 
the  cafeteria  of  the  Oak  Ridge  Hospital. 
The  program  speaker  was  Dr.  Bradley  E. 
Smith,  Professor  and  Chairman  of  the  De- 
partment of  Anesthesiology  at  the  Vander- 
bilt University  School  of  Medicine.  Dr. 
Smith  spoke  on  the  topic,  “The  Anesthesi- 
ologist as  a Physician.” 


NATIONAL  NEWS 


Th  is  Month  in  Washington 
(From  Washington  Office,  AMA) 

The  speaker  of  the  American  Medical 
Association’s  House  of  Delegates  has  warned 
against  exaggerated  claims  that  national 
health  insurance  is  the  total  answer  to 
the  nation’s  health  care  problems. 

Testifying  before  the  Senate  Finance 
Committee,  Russell  B.  Roth,  M.D.,  Erie, 
Pa.,  said  the  medical  profession  as  rep- 
resented by  the  AMA  is  “concerned  by  the 
over-promise  which  seems  inherent  in  a 
wide  variety  of  legislative  proposals  placing 
strong  reliance  on  a restructuring”  of  the 
health  care  delivery  system  in  this  country. 

“We  caution  against  the  attractive  but 
totally  impractical  notion  that  one  legisla- 
tive act  can  solve  the  problems  (as  to 
health  care)  of  a profoundly  troubled  so- 
ciety,” he  said. 

“We  commend  to  you  our  specific  pro- 
posal, (Medicredit) , for  attacking  financial 
barriers.  We  also  solicit  your  support  in 
ongoing  efforts  to  augment  manpower,  to 
improve  practice  patterns,  to  apply  effec- 
tive measures  to  moderate  and  contain  costs, 
to  meet  the  challenges  of  the  inner-city  and 
the  rural  scene,  and  in  general  to  meet  the 
goal  that  no  one  shall  be  deprived  of  the 
best  health  care  that  is  within  our  power 
to  provide.” 

“Those  of  us  who  are  in  group  practice, 
and  there  are  over  40,000  of  us,  have  our 
own  concepts  of  its  advantages  to  our  pa- 
tients and  to  us,”  Dr.  Roth  said,  “But  few 
of  us  look  upon  group  practice  as  a panacea. 
The  notion  has  been  advanced  that  the 
AMA  opposes  salaries  for  physicians  and 
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champions  direct  fee-for-service  alone.  This 
would  come  as  news  to  our  large  number 
of  member  physicians  who  derive  their  in- 
come in  whole  or  in  part  from  salary.  It 
is  a false  premise.  Upon  it  is  based  the 
allegation  that  fee-for-service  favors  over- 
treatment and  pre-payment  does  not.  One 
might  as  logically  assert  that  pre-payment 
favors  under-treatment.  Actually  a good 
and  conscientious  physician  responds  with 
consistency  to  the  needs  of  his  patients 
as  he  sees  them. 

“One  hears  over  and  over  the  statistical 
studies  to  show  reduced  utilization  rates 
under  pre-payment.  But  less  prominence 
is  given  to  other  studies  such  as  that  by 
the  Russell  Sage  Foundation  which  con- 
cluded that  nearly  half  of  all  members  of 
the  Health  Insurance  Plan  of  Greater  New 
York  and  also  of  the  Labor-Health  Institute 
go  outside  of  the  plan  for  some  medical 
service.  It  is  not  our  aim  to  downgrade 
prepaid  practice.  Many  physicians,  as  well 
as  many  patients,  like  it.  Under  the  Kaiser 
plan,  only  some  15%  of  beneficiaries  who 
have  opted  into  pre-payment  coverage,  opt 
out  of  it  later  on.  But  mark  you,  they  do 
have  an  option. 

“It  is  implicit  in  our  defense  of  a plu- 
ralistic flexible  system,  that  pre-paid  group 
practice  and  such  modifications  of  it  as  may 
be  devised  under  the  title  of  health  main- 
tenance organizations  should  have  their  op- 
portunity to  demonstrate  their  capacities 
to  provide  effective,  efficient  and  economical 
care.  Any  freeze  into  a single  mold  would 
deprive  our  nation  of  the  benefits  of  com- 
petition and  comparison.  Here,  legislative 
mandate  can  do  more  harm  than  good. 

“In  a somewhat  similar  vein  of  caution 
we  would  note  that  there  is  danger  in 
expecting  too  much  of  professional  services 
review  or  peer  review.  To  attempt  to  legis- 
late it  into  effective  being  may  be  a frus- 
trating experience.  The  frustration  stems 
from  the  fact  that  when  the  question  con- 
cerns the  appropriateness  of  technical,  medi- 
cal care  and  the  equity  of  charges  for 
it,  only  another  physician  can  pass  the  judg- 
ment. This  is  a fact  which  is  forcing  upon 
physicians  the  obligation  to  evaluate  the 
practices  of  their  colleagues.  Large  seg- 
ments of  the  medical  profession  take  sub- 


stantial pride  in  their  accomplishments  in 
this  respect. 

“In  applying  the  principles  of  peer  re- 
view the  reviewing  group  seeks  to  uphold 
quality,  to  promote  efficiency,  and  to  elimi- 
nate departures  from  accepted  practices  and 
equitable  charges.  By  and  large,  practicing 
physicians  accept  the  necessity  for  checks 
and  balances  in  the  paying  out  of  public 
funds  and  private  funds  as  well.  On  the 
other  hand,  they  have  no  appetite  for  the 
job  to  be  done  by  non-medical  persons  or 
agencies  ill-equipped  to  judge.  This  is  why 
they  are  willing  to  redouble  their  efforts 
within  their  professional  organizations  to 
do  the  job  well.  We  know  of  no  successful 
efforts  to  legislate  ethics  or  morals,  which 
must  be  at  the  heart  of  any  system  of 
competent,  conscientious  delivery  of  medi- 
cal care.  On  the  other  hand,  we  know  of 
no  profession  which  has  shown  a better 
motivation  or  performance  through  its  col- 
lective professional  organizations  to  rule 
out  abuses  and  lack  of  competence.  It  is 
of  paramount  importance  to  support  the 
progress  which  has  been  made,  not  to  cast 
it  aside. 

“We  would  also  caution  against  uncrit- 
ical acceptance  of  the  statement  that  it  is 
somehow  possible  to  legislate  American 
medicine  into  a system  of  ‘health  care’  as 
opposed  to  ‘sickness’  care.  The  great  ad- 
vances in  adding  to  life  expectancy  have 
been  achieved  in  world  medicine  by  con- 
trolling epidemics  and  plagues,  draining 
swamps,  purifying  water  and  devising  im- 
munizations. Smaller  gains  have  been  made 
in  individual  physician-patient  encounters, 
removing  diseased  organs,  supporting  fail- 
ing hearts,  controlling  diabetes,  and  the 
like.  Few  gains,  indeed,  have  been  made 
or  can  be  made  through  changing  the  role 
of  the  physician  in  respect  to  well  patients. 
Not  that  there  is  any  shortage  in  things 
to  be  done,  especially  in  the  realm  of  public 
education.  Nutrition  can  be  vastly  im- 
proved, cigarette  smoking  can  be  curbed, 
drug  addiction  and  alcoholism  somehow 
must  be  abated,  proper  exercise  may  be 
promoted,  accident  prevention  is  essential, 
environmental  deterioration  must  be  re- 
versed. But  how  many  of  these  things  can 
be  done  by  the  individual  physician,  be- 
sieged as  he  is  by  those  who  are  or  think 
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they  are  already  sick? 

“The  things  that  are  to  be  done  are  the 
province  of  our  public  health  organizations, 
voluntary  health  agencies,  communications 
media,  government,  and  our  professional 
educational  associations  such  as  the  AMA. 
All  physicians  practice  some  degree  of  pre- 
ventive medicine.  Many  could  do  more. 
But  to  believe  that  some  sort  of  basic  re- 
structuring of  medical  practices  could  yield 
great  dividends  in  this  respect  is  wishful, 

impractical  thinking.” 

^ ^ ^ 

The  American  Medical  Association  urged 
that  the  Food  and  Drug  Administration 
modify  a proposed  new  policy  on  the  con- 
tinuation of  marketing  of  combination 
drugs. 

In  testimony  before  the  House  Health 
Subcommittee,  John  R.  Kernodle,  M.D., 
Burlington,  N.C.,  vice  chairman  of  the 
AMA  Board  of  Trustees,  said: 

“We  recommend  that  all  preparations 
judged  by  the  Drug  Efficacy  Study  as  ‘ef- 
fective’ and  ‘probably  effective’  should  re- 
main on  the  market;  that  all  drugs  judged 
‘ineffective’  be  removed  from  the  market; 
and  that  the  drugs  categorized  as  ‘possibly 
effective’  be  reviewed  by  clinically  experi- 
enced consultants  to  the  FDA,  within  a 
period  of  one  year  (instead  of  the  allowed 
six-month  period) , to  determine  if  further 
scientific  evidence  supports  continued  mar- 
keting.” 

“The  drugs  categorized  as  ‘effective,  but’ 
have  been  resubmitted  to  the  National 
Academy  of  Sciences — National  Research 
Council  panels  and,  accordingly,  we  recom- 
mend that  no  action  should  be  taken  with 
respect  to  this  group  until  that  review  has 
been  completed. 

“Many  of  the  mixtures  categorized  as 
‘ineffective  as  a fixed  combination’  are  com- 
monly prescribed  and  judged  by  physicians 
and  patients  as  highly  satisfactory.  To  sum- 
marily remove  all  such  preparations  would 
result  in  dismay  and  inconvenience  for  a 
large  segment  of  the  public.  Therefore,  we 
recommend  that  preparations  designated 
as  ‘ineffective  as  a fixed  combination’  should 
be  reevaluated  by  practicing  physicians 
who  are  qualified  as  clinical  specialists. 

“We  reaffirm  our  believe  that  continuing 
professional  education  through  AMA-Drug 


Evaluations  and  scientific  journals  is  the 
method  of  choice  for  improving  prescribing 
practices  of  physicians,  and  that  the  phy- 
sician should  continue  to  have  the  fullest 
armamentarium  of  drugs  for  treatment  of 
his  patients. 

Dr.  Kernodle  said  the  medical  profession 
was  concerned  with  the  effect  that  the 
proposed  new  FDA  policy  would  have  on 
medical  practice,  if  it  not  be  modified. 

“Many  fixed  dosage  drug  combinations 
which  have  been  used  by  substantial  num- 
bers of  physicians,  without  harmful  of  ad- 
verse reactions  and  with  what  qualified, 
expert  clinicians  judge  to  be  beneficial  ef- 
fects, will  be  placed  in  jeopardy,”  he  said. 
“We  do  not  believe  that  patients  should 
be  denied  effective  therapy  which  is  safe, 
convenient  and  economical.  Lest  there  be 
any  misconception,  I want  to  point  out 
that  the  ‘safety’  of  the  drugs  is  not  in 
issue,  since  the  drugs  were  earlier  de- 
termined by  the  FDA  to  be  safe  in  order 
for  them  to  be  marketed.” 

In  a letter  to  the  hearing  clerk  of  the 
Department  of  Health,  Education  and  Wel- 
fare, Ernest  B.  Howard,  M.D.,  AMA  execu- 
tive vice  president,  said: 

“The  medical  profession  is  concerned 
with  the  effect  the  proposed  statement 
would  have  on  medical  practice.  Many 
fixed  drug  combinations  which  have  been 
used  by  substantial  numbers  of  physicians 
without  harmful  or  adverse  reactions  and 
with  what  qualified,  expert  clinicians 
judge  to  be  beneficial  effects  will  be 
placed  in  jeopardy.  We  do  not  believe 
that  patients  should  be  denied  effective 
therapy  which  is  safe,  convenient,  and 
economical.” 

The  American  Medical  Association  sup- 
ported legislation  that  would  extend  the 
federal  programs  of  assistance  for  training 
of  physicians,  nurses  and  other  health  man- 
power. 

Walter  A.  Sodeman,  chairman  of  the 
AMA’s  Council  on  Medical  Education,  told 
the  Senate  Health  Subcommittee  that  the 
AMA  supports  the  continued  expansion  in 
enrollment  of  medical  school  students  be- 
cause “the  urgent  need  for  more  physicians 
persists.” 

“To  achieve  expanded  enrollment  it  will 
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be  necessary  to  have  increased  financial 
support  from  both  government  and  private 
sources  for  the  construction  of  additional 
facilities  at  existing  schools  and  creation 
of  new  schools,”  he  said.  “Equally  impor- 
tant will  be  increased  support  for  the  oper- 
ational costs  of  medical  schools  and  for 
education  improvement  and  innovation 
which  could  shorten  the  time  required  for 
medical  education.” 

Dr.  Sodeman  said  that,  while  the  AMA 
strongly  favors  continued  federal  financial 
aid  for  the  operation  of  medical  schools, 
the  association  believes  the  capitation  fig- 
ure should  be  $3,500  instead  of  the  pro- 
posed $5,000.  The  AMA  also  doubts  the 
wisdom  of  tieing  institutional  grants  to 
expansion  of  student  enrollment,  he  said. 

“While  expansion  is  certainly  desirable 
in  view  of  the  urgent  need  for  more  phy- 
sicians, we  have  some  concern  about  con- 
ditioning operational  support  to  expansion,” 
he  said.  “There  are  currently  some  medical 
schools  in  severe  financial  straits.  Some  are 
facing  the  real  danger  of  being  unable  to 
keep  their  doors  open.  These  schools  need 
increased  operational  support  to  maintain 
their  present  facilities  and  activities,  and  a 
requirement  that  they  must  increase  the 
student  load  in  order  to  qualify  for  such 
support  may  serve  to  defeat  the  purpose 
of  the  program. 


MEDICAL  NEWS 
IN  TENNESSEE 


Important — New  Forms  Sent  to  Doctors  to 
Register  for  Handling  Narcotics 

The  Bureau  of  Narcotics  & Dangerous 
Drugs  of  the  Department  of  Justice  will 
be  responsible  for  annual  registration  of 
all  individuals  handling  narcotics  and 
dangerous  drugs  as  of  May  1.  Directions, 
and  a copy  of  Form  No.  BND  224A,  has 
been  mailed  to  previously  registered  prac- 
titioners. Under  item  5 of  this  form  is  a 
BNDD  registration  number,  which  must  be 
used  on  all  prescriptions  beginning  May  1, 
in  lieu  of  the  previously  used  IRS  registra- 
tion number  . . . Mass  confusion  has  re- 
sulted due  to  many  physicians  not  having 
their  BNDD  number,  and  the  pharmacists 
turning  back  the  prescriptions.  The  form 


contains  your  new  BNDD  number  which 
must  be  used  on  all  prescriptions  in  the 
future  ...  If  you  have  your  BNDD  number, 
be  sure  to  use  it  on  all  prescriptions.  If 
you  do  not  have  your  BNDD  number,  use 
your  old  prescription  blank  but  write  on  the 
prescription,  “Federal  Registration  applied 
for  on  (Date)  1971.”  These  will  be  honored 
as  the  Department  of  Justice  has  granted 
a ninety-day  extension  of  time.  If  you  have 
any  questions,  consult  your  telephone  di- 
rectory for  the  nearest  office  of  the  Bureau 
of  Narcotics  & Dangerous  Drugs  of  the  De- 
partment of  Justice,  if  additional  informa- 
tion is  needed. 

❖ ❖ ❖ 

University  of  Tennessee 
College  of  Medicine 

In  the  April  17,  1971  issue  of  Saturday 
Review,  writer  John  Lear  cited  the  Uni- 
versity of  Tennessee’s  accelerated  year- 
round  medical  college  curriculum  as  a 
possible  model  for  other  medical  schools 
to  follow  in  order  to  reduce  the  shortage 
of  physicians  and  the  cost  of  medical  edu- 
cation. The  article  revealed  some  of  the 
conclusions  reported  from  a study  by  the 
Stanford  Research  Institute  study  of  the 
UT  plan:  (1)  It  costs  about  20  per  cent 

less  to  put  a medical  student  through  UT 
than  any  other  medical  school.  (2)  UT  phy- 
sicians are  competent  practitioners.  (3)  UT 
graduates  qualify  in  unusually  large  num- 
bers for  internships  in  the  better  hospitals. 
(4)  UT  students  like  the  program  because 
it  enables  them  to  practice  sooner.  (5)  UT 
faculty  members  work  harder  than  teach- 
ers in  other  medical  schools,  but  they  re- 
ceive additional  compensation  for  the  added 
teaching  load  and  have  freedom  to  do  re- 
search. 

5«c  %z 

Tennessee  Speech  and  Hearing 
Association 

The  following  information  should  be  of 
interest. 

Physicians,  public  health  officials,  and 
health  care  agencies  who  wish  to  obtain 
remedial  and/or  diagnostic  speech  and  hear- 
ing services  for  their  patients  are  reminded 
that  services  to  be  paid  for  under  Medicare 
must  be  provided  by  practitioners  who  meet 
the  certification  requirements  established 
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by  the  American  Speech  and  Hearing  As- 
sociation. 

Persons  qualified  to  provide  speech  and 
hearing  services  for  aphasic,  laryngecto- 
mized,  and  hard-of-hearing  patients  where 
services  could  be  covered  by  Medicare,  or 
for  stuttering,  cerebral  palsied,  cleft  palate, 
voice,  articulation,  deaf,  language  delay 
or  other  communication  problems,  can  be 
found  in  the  hearing  and  speech  centers 
in  the  state,  and  in  many  of  the  city  and 
county  schools. 

An  incomplete  list  of  speech  pathologists 
and  audiologists  in  the  state,  with  their 
academic  and  certification  qualifications,  is 
being  sent  to  the  four  Regional  Health  Dis- 
tricts and  to  the  seven  Regional  Crippled 
Children’s  Services  offices.  If  you  are  not 
aware  of  a qualified  person  in  your  area 
to  whom  referrals  can  be  made,  please 
check  the  list  that  will  be  available  at  one 
of  these  seven  locations. 

^ ^ ^ 

Vanderbilt  University  School  of  Medicine 

Dr.  Philip  Sandblom,  Emeritus  Professor 
of  Surgery  and  former  Head  of  the  Depart- 
ment of  Surgery,  College  of  Medicine,  and 
Former  President  of  the  University  of 
Lund,  Sweden,  is  the  1971  Abraham  Flex- 
ner  Lecturer  at  Vanderbilt  University 
School  of  Medicine.  In  addition  to  giving 
the  Annual  Barney  Brooks  Memorial  Lec- 
ture in  Surgery  on  “Hemobilia — History, 
Diagnosis  and  Treatment.”  Dr.  Sandblom 
was  joined  on  April  17  by  a distinguished 
group  of  physicians  from  Vanderbilt  and 
elsewhere  to  present  a one-day  program, 
named  in  his  honor,  on  Diseases  of  the 
Liver,  Biliary  Tract  and  Pancreas. 

The  visiting  physicians  were:  Dr.  W.  A. 
Altemeier,  Christian  R.  Holmes,  Professor 
of  Surgery  and  Chairman  of  the  Depart- 
ment, University  of  Cincinnati;  Dr.  J.  A. 
Balint,  Professor  of  Medicine  and  Head, 
Division  of  Gastroenterology,  Albany  Medi- 
cal College  of  Union  University;  Dr.  L.  C. 
Carey,  Associate  Professor  of  Surgery,  Uni- 
versity of  Pittsburgh  School  of  Medicine; 
Dr.  W.  H.  Cole,  Professor  of  Surgery  and 
Head  of  the  Department  of  Surgery  (Re- 
tired) , University  of  Illinois  College  of 
Medicine;  Dr.  Frank  Glenn,  Lewis  Atter- 
bury  Stimson,  Professor  of  Surgery  and 
Chairman  of  the  Department  (Emeritus), 


Cornell  University  Medical  College;  Dr. 
C.  G.  Thomas,  Jr.,  Professor  of  Surgery  and 
Chairman  of  the  Department,  University  of 
North  Carolina  School  of  Medicine;  Dr. 
W.  D.  Warren,  Professor  of  Surgery  and 
Chairman  of  the  Department,  University 
of  Miami  School  of  Medicine;  and  Dr.  Har- 
well Wilson,  Professor  of  Surgery  and 
Chairman  of  the  Department,  University 
of  Tennessee  Medical  School. 

5}S  5«S 

The  Paul  Lamson  Memorial  Lecture  of 
the  Department  of  Pharmacology  was  given 
on  May  13  by  Bernard  B.  Brodie,  Ph.D., 
McGill  University,  Montreal  and  New  York 
University,  Professorial  Lecturer  and  Re- 
search Consultant,  George  Washington  Uni- 
versity, Washington,  D.C.,  and  Chief,  Lab- 
oratory of  Chemical  Pharmacology,  Na- 
tional Heart  and  Lung  Institute,  National 
Institutes  of  Health,  Bethesda,  1950-1970, 
speaking  on  “Biochemical  Mechanisms  of 
Drug-Induced  Lesions.” 
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Dr.  James  J.  Acker  and  Dr.  Charles  M.  Wen- 
der,  both  of  Knoxville  have  been  granted  fellow- 
ships in  the  American  College  of  Cardiology. 

Dr.  Joseph  E.  Acker,  Jr.  and  Dr.  Hubert  C. 
Hill,  both  of  Knoxville,  served  on  the  faculty 
of  the  22nd  annual  Cardiovascular  Symposium 
for  Nurses  on  April  21.  The  topic  of  the  sym- 
posium was  “coronary  nursing-coordination  of 
care.” 

Dr.  William  H.  Armes,  Jr.,  Nashville,  will  as- 
sume duties  as  vice  president  and  associate 
medical  director  of  the  Child  Health  Centers 
of  America,  Inc.,  in  Jackson.  Dr.  Armes  recently 
resigned  as  deputy  commissioner  of  the  State 
Department  of  Mental  Health. 

Dr.  Robert  Banner,  Kingsport,  has  been  se- 
lected as  one  of  several  U.S.  physicians  to  serve 
on  the  visiting  staff  of  the  Albert  Schweitzer 
Memorial  Hospital  in  Haiti  for  two  months,  May- 
June  1971.  A member  of  the  surgical  staff  at 
Holston  Valley  Community  Hospital,  Dr.  Ban- 
ner’s work  in  Haiti  will  be  as  a pediatric  surgeon 
treating  children  with  malnutrition  and  disease 
and  training  surgeons  who  are  interning  at  the 
hospital. 

Dr.  Otto  Billig,  Nashville,  has  joined  the  clinic 
for  the  practice  of  adult  psychiatry,  the  Middle 
Tennessee  Psychiatric  Clinic  has  announced. 

Dr.  Eugene  L.  Bishop,  Jr.,  Nashville,  has  an- 
nounced the  limitation  of  his  practice  to  pedi- 
atric and  adolescent  allergy. 
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TENNESSEE  MEDICAL  ASSOCIATION 


ORIENT  ADVENTURE 


Two  fun-filled  weeks  in  exotic  and 
colorful  Japan  and  Hong  Kong. 
Our  complete  Orient  Adventure 
costs  much  less  than  round  trip 
tourist  air  fare,  yet  includes 
direct  707  private  jet  flights, 
deluxe  hotels,  gourmet  meals, 
all  the  freedom  of  individual  travel, 
plus  many  other  exclusive  features. 
The  Orient  Adventure  is  departing 
Nashville  August  6,  1971. 


Space  is  strictly  limited  on  this  exciting 
adventure.  To  confirm  reservations  a $100 
deposit  per  person  is  required. 

Join  us.  Send  your  deposit  now  to 

Tennessee  Medical  Association 
112  Louise  Avenue 
Nashville,  Tennessee  37203 


*H9il 


Plus  $35  Tax 
and  Service 
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Dr.  Benjamin  F.  Byrd,  Nashville,  served  as  a 
guest  speaker  at  a meeting  of  the  newly  formed 
Middle  Region  of  Tennessee  of  the  Order  of  the 
Sword,  a youth  auxiliary  to  the  American  Cancer 
Society,  on  April  9-10  at  Montgomery  Bell  Inn. 

Dr.  Jerry  Campbell,  Murfreesboro,  has  joined 
the  staff  of  the  Murfreesboro  Medical  Clinic  in 
the  pediatric  department.  He  formerly  served 
in  pediatrics  at  Mather  Air  Force  Base,  Sacra- 
mento, California. 

Dr.  Robert  Clendenin  and  Dr.  Merlin  Cohen, 

both  of  Union  City,  served  as  guest  speakers  at 
the  Westover  School  PTA  meeting  on  April  12. 
The  program  theme  was  “Return  our  Concern 
Toward  Continuous  Health  Supervision.” 

Dr.  Albert  Cooper,  Shelbyville,  was  the  guest 
speaker  at  the  Shelbyville  Woman’s  Club  meet- 
ing of  April  14.  Dr.  Cooper  discussed  some  of 
his  interesting  experiences  in  collecting  data  for 
his  new  book,  The  Ancestors  and  Descendants 
of  Isabel  Holt. 

Dr.  John  Derryberry,  Shelbyville,  one  of  six 
on  a public  relations  committee  for  the  American 
Academy  of  General  Practice,  was  in  Los  Angeles 
on  March  19-21  to  attend  the  presentation  of  an 
award  to  the  director  of  “Marcus  Welby,  M.D.” 
television  show. 

Dr.  Jerre  Freeman,  Memphis,  addressed  the 
members  of  the  Tennessee  Diabetic  Association 
on  April  20  at  the  Methodist  Hospital  in  Mem- 
phis. 

Dr.  Thomas  Frist,  Nashville,  discussed  “The 
Process  of  Aging”  at  the  Lawrence  County  Edu- 
cation Association  meeting  of  April  26.  Dr.  Frist 
is  presently  vice-chairman  of  the  AMA’s  Com- 
mittee on  Aging. 

Dr.  W.  G.  Frost,  Elizabethton,  was  honored 
by  local  citizens  on  April  20  “for  45  years  as  a 
general  practitioner  in  Elizabethton,  personifying 
the  image  of  the  ‘family  doctor.’  ” The  event  was 
proclaimed  throughout  Carter  County  as  “Dr. 
W.  G.  Frost  Day.” 

Dr.  James  High,  Nashville,  addressed  a morn- 
ing assembly  at  the  Loretto  High  School  and  a 
luncheon  meeting  of  the  Lawrenceburg  Heart 
Association  on  April  20.  Dr.  High  is  the  di- 
rector of  the  Coronary  Care  Unit  at  Nashville 
Memorial  Hospital. 

Dr.  William  Jernigan,  Columbia,  spoke  on  “il- 
legal drugs  and  their  effects”  at  the  McDowell 
School  PTA  meeting  on  April  13. 

Dr.  Eugene  C.  Klatte,  Nashville,  has  been 
named  a fellow  of  the  American  College  of 
Radiology. 

Dr.  William  F.  Meacham,  Nashville,  has  been 
named  president-elect  of  the  American  Associ- 
ation of  Neurological  Surgeons.  Dr.  Meacham 
is  a neurosurgeon  with  the  Vanderbilt  University 
School  of  Medicine. 

Dr.  Grace  Moulder,  Shelbyville,  spoke  at  the 
April  15  meeting  of  the  Shelbyville  Lions  Club 
on  the  topic,  “Drugs  and  Drug  Abuse.” 


Dr.  John  L.  Montgomery,  Sr.,  and  Dr.  Lester 
H.  Shields,  both  of  Athens,  were  honored  at  a 
Doctor’s  Day  banquet  sponsored  by  the  Sweet- 
water Valley  Medical  Auxiliary.  The  two  phy- 
sicians were  noted  for  contributing  “a  total  of 
80  years  in  the  medical  profession.” 

Dr.  George  W.  Oden,  Greeneville,  presented  a 
program  on  the  “types  and  causes  of  mental 
retardation”  at  a one-day  workshop  for  the  em- 
ployees of  the  local  Department  of  Welfare  on 
March  25.  The  workshop  was  sponsored  by  the 
In-Service  Education  Department  of  Greene 
Valley  Hospital  and  School  of  which  Dr.  Oden 
is  Director  of  the  Medical  Division. 

Dr.  Robert  M.  Roy,  Nashville,  is  limiting  his 
practice  to  hematology  and  clinical  oncology. 

Dr.  Clarence  R.  Sanders,  Gallatin,  has  been 
elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  John  Louis  Shaw,  Greeneville,  has  been 
elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  Terresa  Stallworth,  Knoxville,  has  been 
appointed  acting  superintendent  of  the  Eastern 
State  Psychiatric  Hospital.  She  has  served  as 
clinical  director  of  the  hospital  since  1968. 

Dr.  Joe  Strayhorn,  Nashville,  spoke  at  the 
April  23  meeting  of  the  Woman’s  Auxiliary  to 
the  Nashville  Academy  of  Medicine  on  “Medicine 
in  the  Bible.” 

Dr.  Robert  L.  Summitt,  Memphis,  was  the  guest 
speaker  at  the  Dyersburg  Kiwanis  Club  meeting 
on  April  7.  The  program  director  of  the  Na- 
tional Foundation  of  March  of  Dimes  Defects 
Center  in  Memphis.  Dr.  Summitt  presented  a 
program  on  the  goals  and  accomplishments  of 
the  center. 

Dr.  Robert  Waters,  Chattanooga,  was  one  of 
four  Chattanoogans  presented  a People  Power 
Award  for  leadership  in  planning  the  successful 
East  Tennessee  Health  Careers  Fair  in  1969.  Dr. 
Waters  served  as  general  chairman  of  the  event. 

Dr.  Paul  W.  Wilson,  Dresden,  was  honored  by 
Weakley  Countians  on  May  22,  declared  as  “Dr. 
Paul  W.  Wilson  Appreciation  Day,”  for  “his  long 
years  of  service  . . . his  selfless  dedication  to  the 
welfare  of  all  people.” 

Dr.  Harold  R.  Yarbro,  Jackson,  was  installed 
as  president  of  the  West  Tennessee  Heart  As- 
sociation at  the  group’s  13th  annual  meeting- 

held  recently. 

Dr.  Guy  Zimmerman,  Chattanooga,  has  been 
appointed  superintendent  of  the  Moccasin  Bend 
Psychiatric  Hospital.  He  served  as  clinical  di- 
rector of  the  hospital  from  1968  until  last  Feb- 
ruary when  he  was  named  acting  superintendent. 

H*  ❖ H* 

The  following  TMA  members  attended  the 

1971  Atlanta  Graduate  Medical  Assembly  on 

March  1-3:  Dr.  Walter  C.  Beahm,  Knoxville; 

Dr.  Max  A.  Crocker,  Lexington;  Dr.  James  H. 
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Donnell,  Alamo;  Dr.  John  W.  Ellis,  Jefferson 
City;  Dr.  W.  D.  Jones,  Fayetteville;  Dr.  O.  L. 
Merritt,  Dandridge;  Dr.  Henry  N.  Moore,  Jack- 
son;  Dr.  Nathan  Porter,  Greenfield;  and  Dr.  J.  R. 
Quarles,  Springfield. 

* * * 

TMA  members  contributed  to  the  following 
articles  in  the  May  1971  issue  of  the  SOUTHERN 
MEDICAL  JOURNAL: 

“The  Amount  of  Exercise  Necessary  to  Achieve 
and  Maintain  Fitness  in  Adult  Persons” — Dr. 
George  V.  Mann,  Nashville. 

“The  Effect  of  Rate  of  Influx  and  Concentra- 
tion on  the  Absorption  of  Glucose  by  the 
Human  Small  Intestine” — Drs.  Julio  Golden- 
berg  and  Alvin  J.  Cummins,  both  of  Memphis. 

“Remedial  Operation  for  Dumping  Syndrome 
and/or  Post  vagotomy  Diarrhea” — John  L.  Saw- 
yers, M.D.,  and  J.  Lynwood  Herrington,  Jr., 
both  of  Nashville. 

The  House  of  Representatives  of  the  87th  Gen- 
eral Assembly  of  Tennessee,  with  the  Senate 
concurring,  passed  Joint  Resolution  No.  104,  a 
portion  of  which  reads: 

“That  Dr.  John  H.  Saffold  is  congratulated  on 
his  election  and  installation  as  president  of  the 
Tennessee  Medical  Association  and  the  Ten- 
nessee Medical  Association  is  commended  for 
its  wisdom  and  good  judgment  in  selecting 
him.” 

The  following  members  of  the  Tennessee  Medi- 
cal Association  have  been  elected  as  officers  of 
Specialty  Societies  for  1971-72: 

TENNESSEE  SOCIETY  OF 
ANESTHESIOLOGISTS 

Dr.  Duane  C.  Budd,  Johnson  City,  President 
Dr.  Billie  H.  Putman,  Memphis,  President-Elect 
Dr.  Joanne  Linn,  Nashville,  Secretary-Treasurer 

TENNESSEE  DIABETES  ASSOCIATION 

Dr.  Tom  Meriwether,  Memphis,  President 
Dr.  David  Wade,  Memphis,  Vice-President 
Dr.  Jean  Hawkes,  Memphis,  Secretary-Treasurer 

TENNESSEE  ACADEMY  OF 
GENERAL  PRACTICE 

Dr.  Irving  R.  Hillard,  Nashville,  President 
Dr.  Nat  E.  Hyder,  Jr.,  Erwin,  President-Elect 
Dr.  John  S.  Derryberry,  Shelbyville,  Secretary- 
Treasurer 

TENNESSEE  INDUSTRIAL  MEDICAL 
ASSOCIATION 

Dr.  Robert  E.  Keith,  Kingsport,  President 
Dr.  Robert  E.  Keith,  Kingsport,  President-Elect 
Dr.  Reuben  W.  Holland,  Jr.,  Oak  Ridge,  Secre- 
tary-Treasurer 

TENNESSEE  NEUROSURGICAL  SOCIETY 

Dr.  A.  Roy  Tyrer,  Jr.,  Memphis,  President 
Dr.  Joe  D.  Beals,  Knoxville,  Secretary-Treasurer 


TENNESSEE  STATE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 

Dr.  William  Gardner,  Knoxville,  President 
Dr.  James  Ellis,  Nashville,  President-Elect 
Dr.  Samuel  S.  Binder,  Chattanooga,  Secretary- 
Treasurer 

TENNESSEE  ACADEMY  OF 
OPTHALMOLOGY  AND  OTOLARYNGOLOGY 

Dr.  Rowe  Driver,  Nashville,  President 
Dr.  David  H.  Turner,  Chattanooga,  President- 
Elect 

Dr.  John  Cunningham,  Murfreesboro,  Secretary- 
Treasurer 

TENNESSEE  STATE  ORTHOPEDIC  SOCIETY 

Dr.  Leon  Willien,  Knoxville,  President 

Dr.  Joe  Tittle,  Oak  Ridge,  Vice-President 

Dr.  John  Bell,  Knoxville,  Secretary-Treasurer 

TENNESSEE  SOCIETY  OF  PATHOLOGISTS 

Dr.  George  Mayfield,  Columbia,  President 
Dr.  Stephen  Wilson,  Knoxville,  President-Elect 
Dr.  George  F.  Bale,  Memphis,  Secretary-Trea- 
surer 

TENNESSEE  STATE  PEDIATRIC  SOCIETY 

Dr.  William  B.  Wadlington,  Donelson,  President 
Dr.  Dan  S.  Sanders,  Nashville,  President-Elect 
Dr.  Shed  H.  Coffey,  Memphis,  Secretary-Trea- 
surer 

TENNESSEE  SOCIETY  OF  PLASTIC  AND 
RECONSTRUCTIVE  SURGEONS 

Dr.  Wm.  M.  Cocke,  Jr.,  Nashville,  President 
Dr.  Cauley  W.  Hayes,  Jr.,  Chattanooga,  Vice- 
President 

Dr.  James  H.  Fleming,  Nashville,  Secretary- 
Treasurer 

TENNESSEE  ACADEMY  OF  PREVENTIVE 
MEDICINE  & PUBLIC  HEALTH 

Election  of  new  officers  scheduled  for  May  18  in 
Memphis 

TENNESSEE  DISTRICT  BRANCH— AMERICAN 
PSYCHIATRIC  ASSOCIATION 

Dr.  Frank  Stevens,  Nashville,  President 

Dr.  Harvey  Reese,  Jr.,  Memphis,  President-Elect 

Dr.  Kent  Kyger,  Nashville,  Secretary-Treasurer 

TENNESSEE  RADIOLOGICAL  SOCIETY 

Dr.  Marion  E.  Spurgeon,  Clarksville,  President 
Dr.  Claude  M.  Williams,  Cookeville,  President- 
Elect 

Dr.  Lawrence  R.  Nickell,  Columbia,  Vice-Presi- 
dent 

Dr.  Carl  T.  Subblefield,  Shelbyville,  Secretary- 
Treasurer 

TENNESSEE  CHAPTER— AMERICAN 
COLLEGE  OF  SURGEONS 

Dr.  Robert  W.  Newman,  Knoxville,  President 
Dr.  B.  F.  Benton,  Memphis,  President-Elect 
Dr.  John  Sawyers,  Nashville,  Vice-President 
Dr.  Harry  Stone,  Chattanooga,  Secretary  Trea- 
surer 
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TENNESSEE  THORACIC  SOCIETY 

Dr.  H.  Edward  Garrett,  Memphis,  President 
Dr.  David  Corey,  Knoxville,  Vice-President 
Dr.  Thomas  B.  Haltom,  Nashville,  Secretary- 
Treasurer 


ANNOUNCEMENTS 


Calendar  of  Meetings,  1971 

State 

June  15-16  Upper  Cumberland  Medical 

Society,  Red  Boiling  Springs 

National 


June  14-16 

June  20-24 

June  20-24 

August  23-26 
August  29-30 

Sept.  9-11 

Sept.  12-16 
Sept.  15-18 

Sept.  19-20 

Sept.  20-24 


American  Neurological  Associ- 
ation, Shoreham  Hotel,  Wash- 
ington, D.C. 

American  Medical  Association, 
Chalfonte-Haddon,  Atlantic 
City 

Woman’s  Auxiliary  to  Ameri- 
can Medical  Association,  Tray- 
more  Hotel,  Atlantic  City 

American  Hospital  Association, 
Chicago 

Congress  on  Occupational 
Health,  Jackson  Lake  Lodge, 
Grand  Teton  National  Park, 
Wyoming 

American  Association  of  Ob- 
stetricians and  Gynecologists, 
Homestead  Hotel,  Hot  Springs, 
Virginia 

American  Association  of  Blood 
Banks,  Palmer  House,  Chicago 
American  Association  of  Medi- 
cal Clinics,  Sheraton-Cleveland 
Hotel,  Cleveland 

American  Association  of  Oph- 
thalmology, Stardust  Hotel, 
Las  Vegas,  Nevada 

American  Academy  of  Oph- 
thalmology and  Otolaryngol- 
ogy, International  Hotel,  Las 
Vegas,  Nevada 


Annual  Southern  OB-GYN  Seminar 

The  17  th  Annual  Southern  Obstetric  and 
Gynecologic  Seminar  will  be  held  this  year  at 
the  Grove  Park  Inn  in  Asheville,  North  Caro- 
lina from  Sunday,  August  1 through  Friday, 


August  6.  A wide  variety  of  obstetric  and  gyne- 
cologic subjects  will  be  covered.  The  Seminar 
is  designed  for  informal  teaching  with  many 
open  discussions  and  panels.  Registration  is 
limited  to  the  first  50  applicants.  For  informa- 
tion and  registration,  please  write  Dr.  George 
T.  Schneider,  Ochsner  Clinic,  1514  Jefferson 
Highway,  New  Orleans,  Louisiana  70121. 

Symposium  for  the  Cardiovascular  Nurse 

The  American  College  of  Cardiology,  in  co- 
operation with  the  Baptist  Hospital  of  Nashville 
and  the  Cardiovascular  Education  Program  of 
the  Mid-South  Regional  Medical  Program,  will 
co-sponsor  a continuing  medical  education  pro- 
gram entitled  “A  Symposium  for  the  Cardio- 
vascular Nurse  on  Electrocardiography  and  the 
Principles  of  Antiarrhythmic  Management”  on 
September  20-23,  1971,  at  the  Baptist  Hospital, 
Nashville. 

Symposium  on  Pharmacology  in 
Clinical  Medicine 

A symposium  on  “Pharmacology  in  Clinical 
Medicine”  will  be  held  on  July  21-22,  1971,  at 
the  Lake  Barkley  Lodge,  Land  Between  the 
Lakes,  Cadiz,  Kentucky.  Discussion  topics  will 
include  Antibiotics,  Psychopharmacology,  Cardi- 
ac Drugs,  and  Special  Problems  (drug  inter- 
actions, birth  control,  drugs  and  pregnancy, 
diabetic  oral  agents).  Sponsors  for  the  sym- 
posium are  the  Division  of  Continuing  Educa- 
tion at  Vanderbilt  University  School  of  Medicine, 
Tennessee  Mid-South  Regional  Medical  Program, 
and  Kentucky  Academy  of  General  Practice. 

Symposium  on  Psychiatric  Problems  in 
Practice  of  Medicine 

A symposium  on  “Psychiatric  Problems  in  the 
Practice  of  Medicine”  will  be  conducted  at  the 
University  Club  of  Nashville  on  September  18, 
1971,  from  8:30  a.m.  to  5:00  p.m.  The  event  is 
being  sponsored  by  the  Department  of  Pharma- 
cology (Psychopharmacology)  and  Division  of 
Continuing  Education  at  Vanderbilt  University 
School  of  Medicine,  Tennessee  Mid-South  Re- 
gional Medical  Program,  and  the  Tennessee 
Academy  of  General  Practice.  The  program  will 
include  discussions  on  psychotic  emergencies, 
diagnosis  and  treatment  of  depression,  use  of 
lithium  in  M-D  disorders,  minor  tranquilizers 
versus  barbiturates,  drug  abuse  (hard  narcotics, 
“speed,”  “pot,”  “phenobarbs”),  how  to  refer  to 
psychiatrists,  dealing  with  death,  suicidal  pa- 
tient, psychiatric  problems  in  surgery,  psychiatric 
problems  in  ob-gyn,  and  geriatric  problems. 


when  manhood  ebbs 

r\r  io  Hnlo\/D/H  due  to  testicular 
vJi  lO  UwldyWvl  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 


eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure...  and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2, 5,  and  1 0 mg. 

Halotestin v.s 

(fluoxymesterone 
Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


TENNESSEE  MEDICAL  ASSOCIATION  1971-72  STANDING  COMMITTEES 


Committee  on  Scientific  Affairs — Harry  A.  Stone,  Chairman, 
Chattanooga  (1972);  R.  L.  DeSaussure,  Memphis  (1972);  John 
H.  Burkhart,  Knoxville  (1972);  Harrison  J.  Shull,  Nashville 
(1972);  Charles  E.  Allen,  Johnson  City  (1972);  R.  H. 
Kampmeier,  Nashville,  Ex-Officio  (1972);  Max  A.  Crocker, 
Lexington  (1972);  (E.  Kent  Carter,  Kingsport,  Division  Co- 
ordinator). 

Committee  on  Legislation — O.  Morse  Kochtitzky,  Chairman, 
Nashville  (1973);  A.  Roy  Tyrer,  Jr.,  Vice  Chairman,  Memphis 
(1973);  E.  Kent  Carter,  Kingsport  (1974);  John  H.  Burkhart, 
Knoxville  (1972);  David  H.  Turner,  Chattanooga  (1973); 

D.  Gordon  Petty,  Carthage  (1974);  John  O.  Williams,  Jr., 
Mt.  Pleasant  (1972);  O.  M.  McCallum,  Henderson  (1974); 
Bryon  O.  Garner,  Union  City  (1972);  R.  H.  Kampmeier,  Nash- 
ville, Ex-Officio;  (Chairman  of  Legislative  Committees  of 
four  Metropolitan  Societies):  Thomas  L.  Buttram,  Chatta- 

nooga; Robert  L.  Bomar,  Jr.,  Nashville;  Jack  M.  Mobley, 
Knoxville;  John  K.  Duckworth,  Memphis;  (J.  Kelley  Avery, 
Union  City,  Division  Coordinator). 

Liaison  Committee  to  the  Public  Health  Department — 
William  A.  Hensley,  Jr.,  Chairman,  Cookeville  (1976);  Warren 
B.  Henry,  Chattanooga  (1972);  C.  D.  Hawkes,  Memphis  (1973); 
John  P.  Fields,  Nashville  (1974);  William  O.  Murray,  Dyers- 
burg  (1975);  John  H.  Beveridge,  Nashville  (1974);  (J.  Kelley 
Avery,  Union  City,  Division  Coordinator). 

Committee  on  Governmental  Medical  Services — Francis  H. 
Cole,  Chairman,  Memphis  (1974);  Tom  E.  Nesbitt,  Nashville 
(1974);  J.  Kelley  Avery,  Union  City  (1973);  Edwin  W.  Edwards, 
Jackson  (1972);  William  T.  Satterfield,  Sr.,  Memphis  (1973); 
William  H.  Edwards,  Nashville  (1972);  O.  Morse  Kochtitzky, 
Nashville  (1973);  John  H.  Saffold,  Knoxville  (1974);  Robert  G. 
Demos,  Chattanooga  (1972);  (J.  Kelley  Avery,  Union  City, 
Division  Coordinator). 

Committee  on  Tennessee  Medical  Association  Group  In- 
surance— William  T.  Satterfield,  Sr.,  Chairman,  Memphis 
(1974);  Garth  E.  Fort,  Nashville  (1972);  Robert  W.  Newman, 
Knoxville  (1973);  (Edward  G.  Johnson,  Chattanooga,  Division 
Coordinator). 

Committee  on  Constitution  & By-Laws — John  H.  Burkhart, 
Chairman,  Knoxville  (1973);  R.  L.  DeSaussure,  Memphis 
(1973);  David  H.  Turner,  Chattanooga  (1972);  William  H. 
Edwards,  Nashville  (1972);  Rufus  E.  Cravens,  Memphis  (1974); 
Charles  A.  Trahern,  Clarksville  (1974);  R.  H.  Haralson,  Jr., 
Maryville  (1974). 

Committee  on  Hospitals — A.  Roy  Tyrer,  Jr.,  Chairman, 
Memphis  (1974);  Robert  H.  Cofer,  Cleveland  (1974);  Ira  L. 


Arnold,  Chattanooga  (1972);  Eugene  R.  Nobles,  Jr.,  Memphis 
(1972);  George  R.  Mayfield,  Jr.,  Columbia  (1973);  Harry  T. 
Moore,  Jr.,  Nashville  (1973);  (Edward  G.  Johnson,  Chatta- 
nooga, Division  Coordinator). 

Mediation  Committee — Edward  T.  Newell,  Jr.,  Chairman, 
Chattanooga  (1972);  Francis  H.  Cole,  Memphis  (1973);  Tom 

E.  Nesbitt,  Nashville  (1974);  (Edward  G.  Johnson,  Chatta- 
nooga, Division  Coordinator). 

Peer  Review  Committee — John  H.  Burkhart,  Chairman, 
Knoxville  (1972);  G.  Baker  Hubbard,  Jackson  (1973);  Edward 
T.  Newell,  Jr.,  Chattanooga  (1974);  Francis  H.  Cole,  Mem- 
phis (1975);  Tom  E.  Nesbitt,  Nashville  (1976);  (Edward  G. 
Johnson,  Chattanooga,  Division  Coordinator). 

Communications  and  Public  Service  Committee — Henry  G. 
Rudner,  Jr.,  Memphis,  Chairman  (1972);  Fenwick  W.  Chappell, 
Memphis  (1974);  Julian  K.  Welch,  Brownsville  (1973);  Richard 
E.  Green,  Murfreesboro  (1973);  Herman  J.  Kaplan,  Nashville 
(1974);  John  O.  Williams,  Mt.  Pleasant  (1972);  Burgin  E. 
Dossett,  Jr.,  Johnson  City  (1973);  John  O.  Kennedy,  Knoxville 
(1974);  David  H.  Turner,  Chattanooa  (1972);  R.  H.  Kampmeier, 
Nashville,  Ex-Officio;  (George  A.  Zirkle,  Jr.,  Knoxville,  Divi- 
sion Coordinator). 

Interprofessional  Liaison  Committee — William  H.  Edwards, 
Chairman,  Nashville  (1973);  Thomas  J.  Ellis,  Johnson  City 
(1973);  Thomas  K.  Ballard,  Jackson  (1973);  John  D.  Young, 
Jr.,  Memphis  (1972);  Robert  A.  Waters,  Chattanooga  (1972); 
Arnold  Haber,  Nashville  (1972);  Laurence  W.  Jones,  Union 
City  (1974);  Vernon  H.  Young,  Knoxville  (1974);  Charles  R. 
Brite,  Columbia  (1974);  (George  A.  Zirkle,  Jr.,  Knoxville, 
Division  Coordinator). 

Committee  on  Socio-Economics  of  Health  Care— R.  A. 

Calandruccio,  Chairman,  Memphis  (1973);  Robert  L.  Chalfant, 
Nashville  (1973);  David  P.  McCallie,  Chattanooga  (1972); 
Lawrence  R.  Nickell,  Columbia  (1972);  Curtis  P.  McCammon, 
Knoxville  (1974);  (Edward  G.  Johnson,  Chattanooga,  Division 
Coordinator). 

Committee  on  Continuing  Medical  Education — John  B. 
Thomison,  Chairman,  Nashville  (1973);  R.  H.  Kampmeier, 
Nashville  (1973);  Blair  D.  Erb,  Jackson  (1973);  J.  Pervis 
Milnor,  Jr.,  Memphis  (1972);  Charles  A.  Trahern,  Clarksville 
(1972);  Robert  C.  Coddington,  Chattanooga  (1972);  Helen  M. 
Richards,  Athens  (1972);  Alfred  D.  Beasley,  Knoxville  (1974); 
Tom  E.  Nesbitt,  Nashville  (1974);  Ira  S.  Pierce,  Knoxville 
(1974);  (John  O.  Williams,  Jr.,  Mt.  Pleasant,  Division  Co- 
ordinator). 


SPECIAL  COMMITTEES  1971-72 


Rural  Health  Committee — Charles  A.  Trahern,  Chairman, 
Clarksville;  Julian  K.  Welch,  Jr.,  Brownsville;  Julian  C. 
Lentz,  Jr.,  Maryville;  Lester  F.  Littell,  Dayton;  Joseph  L. 
Willoughby,  Franklin;  F.  Houston  Lowry,  Jr.,  Madisonville; 
Mr.  Vernon  Darter,  University  of  Tennessee,  Knoxville, 
Consultant;  Mr.  Kenneth  Cherry,  Tennessee  Farm  Bureau, 
Columbia,  Consultant;  (George  A.  Zirkle,  Jr.,  Knoxville, 
Division  Coordinator). 

Committee  on  Hospital  Accreditation — James  N.  Proffitt, 
Maryville  (Knoxville  Hospital  Council),  Chairman;  George  R. 
Livermore,  Jr.,  Memphis  (Memphis  Hospital  Council);  Robert 
R.  Young,  Jr.,  Union  City  (West  Tennessee);  Richard  P. 
Ownbey,  Nashville  (Middle  Tennessee);  George  R.  Mayfield, 
Jr.,  Columbia  (South-Middle  Tennessee);  Moore  J.  Smith,  Jr., 
Chattanooga  (Chattanooga  Hospital  Council);  William  A. 
Hensley,  Jr.,  Cookeville  (Mid-East);  Charles  E.  Allen,  John- 
son City  (Upper  East);  (Edward  G.  Johnson,  Chattanooga, 
Division  Coordinator). 

Committee  on  Emergency  Medical  Services — C.  Robert 
Clark,  Chairman,  Chattanooga;  Robert  C.  Reeder,  Memphis; 
James  C.  Prose,  Knoxville;  Thomas  L.  Buttram,  Chattanooga; 
Joseph  C.  Lougheed,  Memphis;  Stanley  Bernard,  Nashville; 
Horace  B.  Cupp,  Jr.,  Johnson  City;  Byron  O.  Garner,  Union 
City;  David  R.  Pickens,  Nashville;  C.  Harwell  Dabbs,  Knox- 
ville; Edmund  W.  Benz,  Nashville;  Daniel  J.  Scott,  Jr., 
Memphis;  Harris  T.  Vandergriff,  Maryville;  William  I. 
Proffitt,  Cleveland;  James  H.  Donnell,  Alamo;  (E.  Kent 
Carter,  Kingsport,  Division  Coordinator). 

Committee  on  Environmental  & Occupational  Health — 
James  J.  Lawson,  Jr.,  Chairman,  New  Johnsonville;  Robert 
G.  Kiger,  Nashville;  Paul  V.  Nolan,  Chattanooga;  Horton  G. 
DuBard,  Memphis;  George  Lovejoy,  Memphis;  Robert  E. 
Keith,  Kingsport;  James  B.  Ely,  Knoxville;  (E.  Kent  Carter, 
Kingsport,  Division  Coordinator). 

Advisory  Committee  to  Woman’s  Auxiliary — Howard  A. 
Boone,  Chairman,  Memphis;  James  W.  Ellis,  Nashville;  Jacob 
T.  Bradsher,  Knoxville;  (George  A.  Zirkle,  Jr.,  Knoxville, 
Division  Coordinator). 

Committee  on  Blood  Banks  and  Medical  Laboratories — 

John  K.  Duckworth,  Chairman,  Memphis;  Frank  C.  Womack, 
Nashville;  Charles  C.  Smeltzer,  Knoxville;  Thomas  C. 
Gladding,  Memphis;  E.  Steve  Dummit,  Jr.,  Columbia;  Daniel 

F.  Beals,  Knoxville;  Alvin  S.  Crawford,  Bristol;  Richard  A. 
Gillespie,  Knoxville;  David  P.  Hall,  Chattanooga;  George  F. 
Bale,  Memphis;  Harry  G.  Browne,  Nashville;  (E.  Kent 
Carter,  Kingsport,  Division  Coordinator). 

Committee  on  Mental  Health — Frank  W.  Stevens,  Chair- 
man, Nashville;  James  S.  Cheatham,  Vice-Chairman,  Chat- 
tanooga; Marion  C.  Glasgow,  Union  City;  G.  H.  Aivazian, 
Memphis;  Carl  C.  Gardner,  Jr.,  Columbia;  Clifton  E.  Irwin, 
Knoxville;  Robert  G.  Jordan,  Memphis;  John  H.  Wolaver, 


Knoxville;  William  A.  Wiley,  Jr.,  Johnson  City;  Frank  H. 
Luton,  Nashville,  Ex-Officio;  (E.  Kent  Carter,  Kingsport, 
Division  Coordinator). 

Committee  on  Health  Project  Contest — William  B.  Wad- 
lington,  Chairman,  Nashville;  Fred  G.  McConnell,  Kingsport; 
Robert  G.  Demos,  Chattanooga;  James  W.  Pate,  Memphis; 
Mrs.  William  F.  Mackey,  Memphis;  (George  A.  Zirkle,  Jr., 
Knoxville,  Division  Coordinator). 

Committee  on  Youth  and  Education — Joe  E.  Tittle,  Chair- 
man, Oak  Ridge;  Lloyd  C.  Davis,  Knoxville;  Robert  L.  Bomar, 
Jr.,  Nashville;  Kent  Kyger,  Nashville;  Laurence  G.  Thorne, 
Johnson  City;  Harold  F.  Vann,  Clarksville;  James  R.  Royal, 
Chattanooga;  Lawrence  L.  Cohen,  Memphis;  Edward  F. 
Crocker,  Jackson;  Robert  E.  Clendenin,  Jr.,  Union  City; 
(George  A.  Zirkle,  Jr.,  Knoxville,  Division  Coordinator). 

Committee  on  Medicine  and  Religion — Ira  L.  Arnold, 
Chairman,  Chattanooga;  Homer  L.  Isbell,  Maryville;  John  P. 
Nash,  Memphis;  John  A.  Wilson,  Nashville;  Lawrence  G. 
Schull,  Nashville;  Paul  E.  Hawkins,  Chattanooga;  George  H. 
Finer,  Knoxville;  Gordon  L.  Mason,  Johnson  City;  Joseph  H. 
Miller,  Memphis;  James  H.  Ragsdale,  Union  City;  H.  H. 
Barham,  Bolivar;  (George  A.  Zirkle,  Jr.,  Knoxville,  Division 
Coordinator). 

Committee  on  Rehabilitation — James  C.  Gardner,  Chair- 
man, Nashville;  Greer  Ricketson,  Nashville;  Durwood  L. 
Kirk,  Chattanooga;  Sidney  L.  Wallace,  Knoxville;  Robert 
Tooms,  Memphis;  Robert  A.  Utterback,  Memphis;  Gene  H. 
Kistler,  Chattanooga;  Dan  C.  Gary,  Union  City;  (E.  Kent 
Carter,  Kingsport,  Division  Coordinator). 

Committee  on  Regional  Medical  Programs — W.  O.  Vaughan, 
Chairman,  Nashville;  B.  G.  Mitchell,  Memphis;  J.  Malcolm 
Aste,  Memphis;  Joe  Campbell,  Union  City;  Joseph  K.  Maloy, 
Kingsport;  Joe  H.  Henshaw,  Sweetwater;  Tom  E.  Nesbitt, 
Nashville;  Addison  B.  Scoville,  Jr.,  Nashville;  Robert  A. 
Waters,  Chattanooga;  John  H.  Burkhart,  Knoxville;  (John  O. 
Williams,  Jr.,  Mt.  Pleasant,  Division  Coordinator). 

Liaison  Committee  to  Medical  Schools  in  Tennessee — 
Louis  Rosenfeld,  Chairman,  Nashville;  John  O.  Williams, 
Jr.,  Mt.  Pleasant;  David  P.  McCallie,  Chattanooga;  Ben  D. 
Hall,  Johnson  City;  Blair  D.  Erb,  Jackson;  John  D.  Hughes, 
Memphis;  Dorothy  Brown,  Nashville;  Tom  E.  Nesbitt,  Nash- 
ville; Francis  H.  Cole,  Memphis;  Alvin  J.  Ingram,  Memphis; 
John  H.  Saffold,  Knoxville,  President,  TMA;  (John  0. 
Williams,  Jr.,  Mt.  Pleasant,  Division  Coordinator). 

Committee  on  Comprehensive  Health  Planning— Edward  W. 
Reed,  Chairman,  Memphis;  G.  Baker  Hubbard,  Jackson; 
Harold  B.  Boyd,  Memphis;  William  A.  Hensley,  Jr.,  Cooke- 
ville; Charles  C.  Smeltzer,  Knoxville;  Lloyd  C.  Elam,  Nash- 
ville; Pope  B.  Holliday,  Chattanooga;  Francis  H.  Cole, 
Memphis;  Eugene  W.  Fowinkle,  Nashville,  Ex-Officio;  (J. 
Kelley  Avery,  Union  City,  Division  Coordinator). 
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The  author  considers  the  role  of  sodium  in  the  pathogenesis  of  hypertension. 

Chronic  Salt  Excess  and  Hypertension 
A Cultural  Epidemic 

R.  G.  McALLISTER,  JR.,  M.D.f  Nashville,  Tenn. 


Since  man  ceased  his  nomadic  wander- 
ings and  established  fixed  communities,  salt 
has  been  a constant  ingredient  in  his  diet. 
At  times  a precious  commodity,1  salt 
today  is  common  on  tables  throughout  more 
affluent  societies.  Although  the  chemical 
and  physical  properties  of  both  sodium  and 
chloride  are  documented  in  minute  detail, 
the  effects  of  dietary  salt  in  man  are  less 
widely  known  or  appreciated,  and  the  role 
of  salt  in  human  nutrition  has  received 
little  attention  in  the  medical  community. 

Although  the  origins  of  man  are  still 
shrouded  in  anthropologic  obscurity,  com- 
parisons of  his  dietary  salt  intake  with  that 
of  his  warm-blooded  relations  are  of  some 
interest.  Herbivores,  who  appear  to  have 
an  intrinsic  drive  for  salt  and  will  travel 
long  distances  to  reach  salt  licks,  eat  a 
diet  with  a high  potassium:  sodium  ratio, 
about  20:1, 2 whereas  the  carnivores,  in- 
different to  salt  licks,  eat  a diet  with  only 
5 times  as  much  potassium  as  sodium.  The 
diet  of  a man  who  consumes  an  average  of 
10  gm  of  salt  each  day  will  contain  about 
equal  amounts  of  sodium  and  potassium, 
differing  significantly  from  both  the  her- 
bivores and  carnivores. 

The  actual  need  for  salt  in  a normal  adult 
man  has  been  clearly  shown  to  be  quite 
small — probably  less  than  10  mEq  (230  mg) 
daily,3  and  Meneely4  and  others  have 
pointed  out  that  the  practice  of  adding  salt 

*Presented  to  the  Tennessee  Dietetic  Associa- 
tion, Spring  Symposium  for  Professional  Dieti- 
cians, April  28,  1971,  Nashville,  Tenn. 

tFrom  the  Division  of  Clinical  Pharmacology, 
Vanderbilt  University  School  of  Medicine,  Nash- 
ville, Tenn. 

This  work  supported  in  part  by  a grant  from 
the  U.S.  Public  Health  Service,  2 TOl  HE05545. 


to  food  is  an  acquired,  culturally-deter- 
mined habit.  Whether  or  not  the  reversal 
of  the  potassium:  sodium  ratio  found  in  the 
diets  of  herbivores  and  carnivores  to  pro- 
duce the  ratio  in  man’s  diet  is  itself  a 
detrimental  event,  it  is  perhaps  pertinent 
that  no  animal  except  man  deliberately  re- 
moves the  potassium  from  his  diet  (by 
boiling  and  discarding  the  water) . It  would 
seem  that  man  has  achieved  his  low 
potassium:  sodium  ratio  both  by  decreasing 
his  potassium  ingestion  and  increasing  his 
sodium  intake. 

The  average  daily  sodium  intake  in  this 
country  varies  widely  and  is  affected  by 
cultural,  geographic,  and  economic  factors, 
the  first  being  perhaps  the  most  important. 
Estimates  are  only  meaningful,  however, 
as  they  relate  to  actual  salt  need:  for  the 
normal  adult  eating  as  little  as  4 gm  of 
sodium  daily,  his  intake  is  at  least  20  times 
greater  than  his  need! 

Sodium  restriction  does  not  appear  to  be 
harmful  to  normal  persons.  Many  non- 
industrialized  societies,  including  some 
Chinese5  and  Eskimo6  peoples,  take  diets 
containing  less  than  2 gm  of  sodium 
daily,  and  without  apparent  harm.  Further- 
more, many  clinical  studies  of  patients 
maintained  for  prolonged  periods  on  severe 
salt  restriction  have  shown  no  untoward 
effects,3  and  other  studies  have  revealed 
that  subjects  with  normal  renal  function 
are  able  to  maintain  sodium  balance  with- 
out difficulty  on  diets  containing  less  than 
200  mg  daily.7  Adaptive  mechanisms, 
largely  mediated  through  the  hormone 
aldosterone,  include  marked  reduction  of 
sodium  levels  in  the  urine,8  and  sweat  and 
saliva.9 
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Whereas  there  is  no  evidence  to  suggest 
that  a low-sodium  diet  is  a hazard  to  health, 
there  is  an  abundance  of  studies  suggesting 
that  excessive  sodium  intake  is  associated 
with  a markedly  increased  incidence  of 
hypertension.  Animal  studies  by  Meneely 
and  associates10'11  have  clearly  demon- 
strated that  the  chronic  ingestion  of  an  ex- 
cess of  salt  by  rats  produces  hypertensive 
disease  quite  similar  to  that  seen  in  man, 
with  the  degree  and  severity  of  the  disease 
roughly  paralleling  the  degree  of  increase 
in  dietary  salt.  In  1954,  Dahl  and  Love12 
suggested  a relationship  between  sodium 
intake  and  human  hypertension,  and  in  a 
classic  study  3 years  later  described  a high- 
ly significant  correlation  between  dietary 
salt  and  high  blood  pressure  in  a large 
population.13  Many  other  workers  have 
reported  data  which  appear  to  substantiate 
Dahl’s  hypothesis,  including  a recent  study 
evaluating  two  racially-similar  but  isolated 
Polynesian  populations  who  differed  prin- 
cipally in  their  dietary  salt  intake;  as  ex- 
pected, the  group  with  the  higher  salt 
ingestion  showed  higher  levels  of  blood 
pressure  at  all  ages  than  their  fellows  with 
a lower  sodium  diet.14  Similar  indirect  evi- 
dence reveals  that  restriction  of  dietary 
sodium  may  be  beneficial  in  patients  with 
already-established  hypertension.15 

Of  interest  are  the  observations  by 
Meneely’s  group16  that  rats  made  hyper- 
tensive by  excess  dietary  sodium  often  dis- 
played a lowering  of  their  blood  pressure 
when  increased  amounts  of  potassium 
chloride  were  added  to  their  diets;  as  these 
workers  wrote,  “If  one  were  issuing  life 
insurance  to  rats  determined  to  eat  excess 
salt,  it  would  be  well  to  insist  on  a con- 
current increase  in  potassium  chloride.” 
This  finding,  suggestive  of  the  importance 
of  the  dietary  potassium:  sodium  ratio,  may 
have  further  import  in  view  of  the  current 
widespread  use  of  diuretic,  saluretic  agents 
in  the  treatment  of  hypertension  in  man, 
often  with  less  than  optimal  potassium  re- 
placement. No  human  studies  on  the  pos- 
sible beneficial  effects  of  a high-potassium 
diet  in  regard  to  hypertension  have  yet 
been  reported. 

The  detrimental  effects  of  hypertensive 
cardiovascular  disease  are  well  known,  and 


because  of  the  high  incidence  of  side  effects 
from  the  commonly-used  antihypertensive 
drugs,  it  would  seem  prudent  to  avoid  the 
development  of  hypertension  if  at  all  pos- 
sible. The  relationship  between  excess 
dietary  sodium  intake  and  the  development 
of  hypertension  is  firmly  established,  if 
etiologically  yet  unclear. 

Dahl3  has  recommended  that  a maximum 
human  salt  intake  should  be  no  greater 
than  5 gm  per  day.  To  achieve  this  would 
require  only  that  a person  avoid  frankly 
salty  foods  and  the  use  of  added  salt.  More 
importantly,  however,  it  would  require  a 
general  re-education  in  good  dietary  prac- 
tices and  substantial  alterations  in  our 
culturally-acquired  dietary  habits.  Phy- 
sicians, especially  those  involved  in  the  role 
of  primary  care,  can  be  key  figures  in  coun- 
seling patients  and  their  families  in  the 
need  for  restriction  of  dietary  sodium. 
Even  if  this  produced  only  a small  decrease 
in  the  incidence  of  essential  hypertension, 
that  in  itself  might  effect  a highly  sig- 
nificant reduction  in  the  incidence  of  heart 
disease  and  stroke.  Requiring  much  simpler 
dietary  manipulation  than  lipid-restricted 
regimens,  sodium  restriction  is  an  im- 
portant therapeutic  modality  too-often 
ignored  in  modern  medical  practice. 
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The  author  defines  the  place  these  drugs  have  in  the  management  of  diabetes  mellitus.  Certainly 
indications  for  their  use  are  much  fewer  than  their  common  employment  would  imply. 


Use  and  Misuse  of  Oral  Hypoglycemic  Drugs 


ALAN  L.  GRABER,  M.D.,  Nashville,  Tenn. 


The  University  Group  Diabetes  Program 
(UGDP)  study  has  received  wide  publicity 
in  both  medical  and  lay  press,  even  before 
its  publication1  in  December,  1970.  This 
long-term  prospective  study  with  12  co- 
operating institutions  is  attempting  to  de- 
termine whether  oral  hypoglycemic  drugs 
or  insulin  are  more  effective  than  diet  alone 
in  the  treatment  of  vascular  complications 
of  mild,  stable,  ketosis-resistant,  maturity- 
onset  diabetes  mellitus.  Surprisingly,  the 
mortality  rate  from  cardiovascular  disease 
in  the  study’s  patients  receiving  tolbuta- 
mide was  significantly  higher  than  in  the 
study’s  patients  receiving  either  diet  alone 


of  the  American  Diabetes  Association  has 
recommended  that  when  dietary  treatment 
fails  to  control  blood  sugar  in  adult-onset 
diabetes  of  mild  or  moderate  severity,  in- 
sulin should  be  used  in  preference  to  oral 
agents.  Tolbutamide  and  other  sulfonyl- 
ureas  were  considered  to  be  indicated  in 
treatment  of  such  patients  only  if  they 
were  unable  or  unwilling  to  take  insulin. 
Similar  statements  have  been  made  by  the 
Council  on  Drugs  of  the  American  Medical 
Association  and  by  the  Food  and  Drug 
Administration.1 

Studies  on  the  use  of  tolbutamide  in  En- 
gland and  Sweden  have  reached  different 


Fig.  1.  Cumulative  Mortality  Rates  Per  100  Population  At  Risk  By  Year  of  Follow-Up 


TOLB  = tolbutamide,  1.5  gm/day 
IV AR  = insulin,  variable  dosage,  aiming  to 
maintain  “normal”  blood  glucose 

ISTD  = lente  insulin,  10-16  u/day  depending 


on  patient’s  body  surface,  in  fixed  dosage 
PLBO  = diet  plus  oral  placebo.  Reproduced 
with  the  permission  of  the  American  Diabetes 
Association 


or  insulin  (Fig.  1).  As  a result  of  this,  an 
ad  hoc  Editorial  and  Advisory  Committee 

*From  the  Department  of  Medicine,  Vander- 
bilt University  School  of  Medicine,  Nashville, 
Tenn.  37203. 


conclusions,2’3  and  many  clinicians  in  this 
country  have  vigorously  refuted  the  design 
and  conclusions  of  this  study  and  the  asso- 
ciation of  oral  hypoglycemic  drugs  and 
cardiovascular  disease.  The  controversy  has 
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focused  on  the  safety  of  tolbutamide.  The 
clinical  use  of  any  drug  should  be  accomp- 
anied by  consideration  of  its  expected  bene- 
fits versus  the  risks  of  side  effects  or 
undesired  reactions.  Therefore,  we  recom- 
mend that  the  decision  of  whether  or  not 
to  use  the  oral  hypoglycemic  drugs  be 
preceded  by  an  assessment  of  their  proven 
benefits. 

It  has  been  known  for  several  years  that 
the  oral  hypoglycemic  drugs  are  effective 
in  lowering  the  blood  glucose  in  selected 
patients  with  mild  diabetes.  Hopefully, 
lowering  the  blood  glucose  in  these  patients 
would  provide  beneficial  long-term  effects. 
However,  objective  evidence  to  date  to  sup- 
port the  hypothesis  that  the  oral  hypo- 
glycemic drugs  either  prolong  life  or  reduce 
the  incidence  or  severity  of  microangio- 
pathy or  ischemic  cardiovascular  disease  is 
inconclusive.  Therefore,  the  long-term 
benefits  of  these  drugs  have  not  been  es- 
tablished. 

With  unproven  long-term  benefits  and 
with  an  average  yearly  cost  to  a patient 
taking  1.5  grams  of  tolbutamide  daily  of 
about  $100,  the  widespread  use  of  the  oral 
hypocemic  drugs  is  difficult  to  understand. 
The  convenience  of  tablets,  rather  than 
insulin  injections,  and  the  relative  rarity  of 
hypoglycemic  reactions  have  been  factors 
in  their  acceptance.  Nevertheless,  even  be- 
fore the  UGDP  study  raised  questions 
about  the  safety  of  tolbutamide,  the  oral 
hypoglycemic  drugs  were  being  misused  in 
a sizeable  proportion  of  patients.  Brief  case 
reports  of  such  patients  seen  recently  at  the 
Vanderbilt  Medical  Center  illustrate  this 
point. 

Case  1. — This  67  year  old  housewife  was  ad- 
mitted to  Vanderbilt  University  Hospital  in 
hyperosmolar,  nonketotic  coma.  Diabetes  had 
been  discovered  3 years  previously.  She  had 
been  treated  with  tolbutamide  by  her  physician. 
However,  she  had  never  been  placed  on  a dia- 
betic diet  nor  even  taught  the  fundamentals  of 
urine  testing  for  glucose.  The  coma  had  been 
preceded  by  several  days  of  polyuria  and  gly- 
cosuria. Presumably,  coma  could  have  been 
prevented  if  the  patient  had  understood  the 
fundamentals  of  diabetic  self-management. 

This  case  illustrates  that  some  physicians 
have  disregarded  the  fundamental  princi- 
ples of  diet  and  patient  education,  while 


misusing  the  oral  hypoglycemic  drugs  as  an 
easy  way  to  treat  diabetes. 

Case  2. — A 61  year  old  secretary  was  seen  be- 
cause of  weakness  and  inability  to  gain  weight. 
She  was  about  20  pounds  under  her  ideal 
weight.  Five  years  earlier  she  had  developed 
diabetes  with  polyuria,  thirst,  and  a 48  pound 
weight  loss.  She  had  been  treated  with  tolbuta- 
mide and  phenformin.  The  fasting  blood  glucose 
was  300  mg,  and  glycosuria  was  present  in  all 
specimens.  When  insulin  treatment  was  begun, 
she  gained  20  pounds  within  a month,  and  felt 
much  stronger. 

This  patient  illustrates  the  misuse  of  the 
oral  hypoglycemic  drugs  in  treating  pa- 
tients who  are  not  adequately  controlled  by 
these  drugs  and  actually  require  insulin. 

Case  3. — A 70  year  old  woman  with  a history 
of  diabetes  for  7 years  had  had  a below-the- 
knee  amputation  of  the  right  foot  for  gangrene 
in  1969.  Postoperatively  she  was  begun  on  tol- 
butamide. In  October,  1970,  she  ran  out  of 
medication.  When  seen  a month  later,  the  fast- 
ing blood  glucose  was  142  mg/100  ml.  She  had 
no  glycosuria  and  was  asymptomatic  insofar  as 
the  diabetes  was  concerned. 

In  this  patient  the  vascular  complications 
of  diabetes  were  far  advanced  before  any 
hypoglycemic  treatment  was  begun.  She 
illustrates  the  misuse  of  the  oral  hypogly- 
cemic drugs  in  treating  elderly  patients 
with  asymptomatic  mild  hyperglycemia, 
regardless  of  the  presence  or  absence  of 
vascular  disease.  It  is  difficult  to  define 
what  objective,  if  any,  could  be  fulfilled  in 
drug  treatment  of  such  patients. 

Case  4. — A 33  year  old  man  was  found  to  have 
diabetes  when  an  oral  glucose  tolerance  test 
was  done  because  his  daughter  had  been  found 
to  have  insulin-dependent  diabetes.  He  was 
asymptomatic  but  was  markedly  overweight, 
weighing  313  pounds.  His  fasting  blood  glucose 
was  148  mg/100  ml.  He  was  instructed  in  a 1500 
calorie  diabetic  diet  and  advised  to  exercise 
regularly  at  the  YMCA.  When  seen  one  month 
later,  he  had  lost  22  pounds,  and  his  fasting 
plasma  glucose  was  102  mg/100  ml. 

This  patient  illustrates  the  point  that  diet 
and  exercise  for  weight  reduction  are  suf- 
ficient treatment  for  the  majority  of  over- 
weight, mild,  asymptomatic  diabetics.  The 
addition  of  oral  hypoglycemic  drugs  to  this 
patient  would  have  hardly  been  expected  to 
produce  better  results.  The  use  of  pills  in 
this  situation  might  have  detracted  from 
the  importance  of  diet,  exercise,  and  weight 
loss. 

Case  5. — A 44  year  old  housewife  was  seen 
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because  of  polyuria  and  pruritus  vulvae.  The 
fasting  blood  glucose  was  200  mg/100  ml.  She 
was  treated  with  tolbutamide  with  improvement 
in  her  symptoms,  disappearance  of  glycosuria, 
and  improvement  in  vulvitis.  After  she  had  been 
asymptomatic  for  several  weeks,  tolbutamide 
was  discontinued.  The  fasting  blood  glucose  in- 
creased to  pretreatment  levels,  and  she  again 
developed  glycosuria  and  vulvitis. 

This  patient  illustrates  symptomatic  dia- 
betes which  requires  treatment  with  effec- 
tive hypoglycemic  agents.  In  her  case, 
either  insulin  or  oral  agents  would  be  ef- 
fective in  relieving  her  symptoms.  Insulin 
was  prescribed.  If  she  had  been  unable  or 
unwilling  to  take  insulin,  tolbutamide  or 
one  of  the  other  oral  agents  could  have 
been  used.  There  is  no  incontrovertible 
evidence  which  proves  the  superiority  of 
either  insulin  or  oral  hypoglycemic  drugs 
in  this  situation,  in  which  symptoms  of 
diabetes  can  be  relieved  by  either  type  of 
treatment.  The  clinician’s  choice  of  treat- 
ment is  therefore  guided  by  individual  con- 
siderations. 

Discussion 

These  brief  case  reports  were  selected  to 
illustrate  that  oral  hypoglycemic  drugs  are 
being  misused  in  many  patients.  Some 
patients  are  being  inadequately  treated  and 
actually  require  insulin;  in  other  cases,  diet 
alone  would  be  just  as  effective.  In  a small 
minority  of  cases,  as  typified  by  the  last 
case  report,  symptomatic  diabetes  can  be 
effectively  treated  with  oral  hypoglycemic 
agents,  but  even  in  these  cases,  the  relative 
long-term  advantages  and  disadvantages  of 
the  oral  agents  should  be  weighed  against 
those  of  insulin. 

Our  objectives  in  the  management  of 
diabetes  include  the  following: 

(1)  Prevention  of  ketoacidosis  and  hyper- 
osmolar coma — This  requires  treatment 
with  insulin  and  an  effective  patient-educa- 
tion system  to  teach  the  patient  to  recog- 
nize signs  of  impending  coma. 

(2)  Prevention  of  symptoms  of  diabetes 
(polyuria,  weight  loss,  infections,  etc.)  — 
This  is  accomplished  by  effective  hypogly- 


cemic drugs.  Occasionally,  oral  agents  ful- 
fill this  objective. 

(3)  Prevention  of  hypoglycemia — This  is 
accomplished  by  spacing  of  meals,  snacks, 
and  avoidance  of  an  over-zealous  attempts 
to  attain  normal  blood  glucose  values. 

(4)  Education  of  the  patient  in  long-term 
management — This  is  necessary  to  accom- 
plish any  of  the  other  objectives,  since  most 
of  the  treatment  occurs  at  home. 

(5)  Maintenance  of  normal  nutritional 
status — This  is  accomplished  by  thorough 
diet  counseling  in  overweight  patients,  and 
by  diet  plus  insulin  in  underweight  pa- 
tients. 

(6)  Prevention  of  vascular  complications 
(retinopathy,  nephropathy,  ischemic  cardio- 
vascular disease) — Present  knowledge  of 
the  pathogenesis  of  these  disorders  is  in- 
adequate to  determine  definitive  treatment. 
Elimination  of  other  co-existing  risk  factors, 
such  as  obesity,  hypertension,  hypercholes- 
terolemia, and  cigarette  smoking  might  de- 
crease the  risk  of  development  of  cardio- 
vascular disease. 

The  oral  hypoglycemic  drugs  have  not 
been  of  proven  benefit  in  fulfilling  these 
objectives  in  most  patients  in  whom  they 
are  now  being  used.  Because  of  their 
limited  effectiveness  in  fulfilling  these  ob- 
jectives, it  seems  unwise  to  continue  their 
widespread  use.  The  University  Group 
Diabetes  Program’s  finding  of  a slight  ex- 
cess mortality  in  the  study  patients  receiv- 
ing tolbutamide  has  served  as  an  important 
catalyst  in  re-evaluating  the  presumed 
benefits  of  these  drugs. 
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Rural  Health  Care  Systems 

VERNON  E.  WILSON,  M.D.f 


Rural  health  is  a problem  of  two  basic 
dimensions:  financial  status  and  geographic 
location. 

As  to  financial  status,  rural  areas  are 
characterized  by  below-average  incomes 
and  considerable  poverty.  The  great  ma- 
jority of  the  poorest  counties  in  the  United 
States  are  rural. 

As  to  geographic  location,  the  term 
“rural”  generally  means  a cluster  of  factors 
that  are  adverse  to  adequate  health  ser- 
vices. Along  with  population  densities  that 
range  from  low  to  sparse,  rural  areas  usual- 
ly have  a limited  tax  base,  scarce  and  wide- 
ly dispersed  health  facilities,  extreme 
shortages  of  health  manpower,  and  negative 
attraction  for  new  manpower. 

And  yet,  despite  that  somewhat  grim 
summary,  I think  the  outlook  for  rural 
health  is  more  encouraging  than  at  any 
previous  time. 

The  most  encouraging  development  on 
the  income  dimension  is  a growing  realiza- 
tion that  abject  poverty  is  a national  dis- 
grace. No  country  as  affluent  as  the  United 
States  can  knowingly  tolerate  welfare  pay- 
ments which  fail  to  provide  even  minimum 
requirements  for  existence. 

The  Administration’s  welfare  reform  pro- 
posal, which  would  place  a nationally  ac- 
ceptable floor  under  the  income  of  every 
family  with  children,  is  not  generally  re- 
garded as  a health  measure.  Yet  in  his 
health  message  of  February  18,  the  Presi- 
dent rightly  emphasized  that  welfare  re- 
form will  have  a great  impact  on  health. 

Both  the  Administration  and  the  Ameri- 
can Medical  Association,  through  somewhat 
different  financing  mechanisms,  have  pro- 
posed that  comprehensive  private  health 
insurance  be  extended  to  most  American 
families,  including  low-income  and  medi- 
cally indigent  families. 


*Read  at  the  24th  National  Conference  on 
Rural  Health,  sponsored  by  AMA,  on  March 
25,  1971,  Atlanta,  Ga. 

t Administrator,  Health  Services  and  Mental 
Health  Administration,  U.  S.  Department  of 
Health,  Education,  and  Welfare. 


As  you  know,  the  Congress  is  also  con- 
sidering several  other  major  proposals  to 
finance  the  purchase  of  health  care.  Most 
of  the  national  debate  is  still  to  come,  and 
it  would  serve  no  purpose  to  speculate  on 
the  nature  of  the  final  consensus.  But  since 
the  country  is  aware  of  the  need  for  syste- 
matic and  orderly  financing,  we  can  have 
no  lasting  doubt  that  a consensus  will 
emerge. 

One  of  the  results  for  which  we  can  begin 
to  plan  will  certainly  be  a great  new  in- 
fusion of  purchasing  power  in  Rural 
America.  A floor  under  family  income,  plus 
the  assurance  of  payment  for  health  ser- 
vices, will  for  the  first  time  raise  the  living 
standards  in  even  the  most  impoverished 
rural  sections  to  Twentieth  Century  levels, 
and  generate  an  effective  demand  for 
health  services  that  few  of  us  have  dared 
to  contemplate. 

But,  as  we  know  from  the  experience  of 
many  rural  counties  in  which  incomes  are 
moderate  or  even  better,  demand  for  health 
services  does  not  necessarily  generate  a 
supply.  Although  income  maintenance  will 
be  a leap  forward,  and  for  the  first  time 
make  it  possible  to  pay  for  health  care  all 
over  the  country,  the  income  dimension 
alone  does  not  deal  with  the  geographic 
barriers  to  comprehensive  care. 

As  a general  goal,  I would  like  to  men- 
tion the  health  services  that  I regard  as 
fundamental  to  comprehensive  care: 

1.  Inpatient  services,  either  close  at  hand 
or  made  accessible  by  a transportation  sys- 
tem. 

2.  Ambulatory  services,  including  dental 
care,  mental  health,  maternal  and  child 
care,  and  family  planning. 

3.  Home  health  services. 

4.  Preventive  health  services  and  dis- 
ease avoidance. 

Except  in  perhaps  a few  counties  with 
unusually  active  health  departments,  rural 
communities  have  never  had  access  to  that 
range  of  health  services. 

What  we  think  of  as  the  classical  model 
of  health  care  in  rural  areas  has  been  one 
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or  more  solo  doctors,  no  longer  getting 
around  by  horse  and  buggy  but  by  auto- 
mobile, and  supplemented  by  a hospital 
and  a State  and  local  health  department  to 
provide  some  preventive  services  and  per- 
haps visiting  nurses. 

An  AMA  survey  in  1966  showed  that 
rural  communities,  particularly  the  isolated 
communities,  on  the  average  have  only  half 
as  much  access  to  health  resources  as  the 
rest  of  the  country  has.  It  is  therefore  ap- 
parent that  the  classic  health-care  model 
must  be  supplemented  in  many  locations  by 
additional  systems  fashioned  to  meet  the 
diverse  conditions  found  in  rural  areas. 

It  would  seem  evident  that  no  monolithic 
national  plan  and  no  single  health  care  sys- 
tem can  serve  both  the  prosperous  farm 
lands  and  the  depressed  rural  counties. 
When  more  than  three-quarters  of  the 
population  is  below  the  poverty  level  and 
the  subculture  has  no  concept  of  modern 
health  care,  special  problems  exist. 

The  Council  on  Rural  Health  is  to  be 
commended  for  encouraging  and  publicizing 
a diversity  of  experimental  systems  and 
subsystems  for  the  delivery  of  health  ser- 
vices in  rural  areas.  Most  of  them  are  still 
in  the  development  stage,  and  it  is  too 
early  to  tell  which  if  any  of  them  will  prove 
widely  applicable. 

Moreover,  they  are  likely  to  be  changed 
and  amplified  as  legislative  components  of 
the  national  health  strategy  proposed  by 
the  President  are  enacted  and  funded. 

Perhaps  the  most  important  feature  of 
that  strategy  is  the  effort  to  encourage 
medical  societies,  medical  schools,  teaching 
hospitals,  neighborhood  health  centers — or 
consortia  of  several  of  those  or  other  ele- 
ments— to  form  health  maintenance  organi- 
zations, known  as  HMO’s.  The  organiza- 
tional format  is  very  flexible.  But  through 
one  arrangement  or  another,  the  HMO 
brings  together  a comprehensive  range  of 
medical  services,  which  it  provides  to  all 
subscribers  for  a fixed  contract  fee  paid  in 
advance. 

Among  other  sources  of  funds,  payments 
under  Medicare  and  Medicaid  (or  the  pro- 
posed Family  Health  Insurance  Plan)  can 
make  up  all  or  part  of  the  contract  fee. 
These  guaranteed  prepayments  should  pro- 


vide a substantial  incentive  for  health 
maintenance  organizations  to  offer  services 
to  the  poor  and  the  aged. 

To  help  new  HMO’s  get  started,  the  Ad- 
ministration is  asking  for  a new  $23  million 
program  of  planning  grants  to  aid  potential 
sponsors,  in  both  the  private  and  public 
sectors.  To  cover  the  special  risks  of  HMO’s 
in  underserved  areas,  a program  of  direct 
Federal  operating  grants  and  loans  is  being 
requested. 

Congress  is  being  asked  to  provide  ad- 
ditional support  to  help  sponsors  raise  the 
necessary  capital,  construct  needed  facili- 
ties, and  sustain  initial  operating  deficits 
until  their  enrollment  increases  to  the 
break-even  point.  For  that  purpose,  a pro- 
gram of  Federal  loan  guarantees  has  been 
submitted  which  will  enable  private  loans 
during  the  first  year  of  the  program. 

Although  the  health  maintenance  organi- 
zation, as  a term,  has  gained  widespread 
currency  only  in  the  past  two  years,  it 
does  not  represent  an  entirely  new  concept 
in  rural  life.  One  of  the  successful  proto- 
types of  the  HMO  concept  is  Group  Health 
of  Puget  Sound  in  the  State  of  Washington, 
which  was  originally  the  “brain  child”  of 
the  Washington  State  Grange  and  other 
rural  agencies. 

At  present,  about  7 million  people  re- 
ceive their  medical  care  through  health 
maintenance-like  organizations.  Within  the 
next  5-year  period  that  figure  may  well 
increase  to  45  million,  including  a substan- 
tial membership  in  rural  areas  and  small 
towns.  A service  to  rural  people  using  HMO 
concepts  poses  some  unique  and  currently 
unresolved  problems  of  distance,  organiza- 
tion, and  personal  relationships. 

One  set  of  the  Administration’s  key  pro- 
posals is  to  fund  a large  number  of  family 
health  centers  in  rural  and  urban  medical 
scarcity  areas,  to  integrate  existing  com- 
munity health  centers,  maternal  and  child 
health  and  mental  health  centers  in  or- 
ganizations for  comprehensive  care,  and  to 
begin  the  process  of  transforming  them  into 
full-fledged  health  maintenance  organiza- 
tions. 

We  will  also  encourage  community 
mental  health  centers  to  develop  coopera- 
tive relationships  with  HMO’s  to  include 
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mental  health  services  in  their  prepayment 
package.  These  centers  have  shown  a re- 
markable ability  over  the  past  few  years  to 
penetrate  quite  isolated  rural  areas.  Their 
approach  to  comprehensive  mental  health 
care  has  served  as  a model  for  community 
development  of  broader  health  care  de- 
livery systems. 

Like  the  community  health  centers  that 
came  later,  the  mental  health  centers  have 
pioneered  in  the  emphasis  on  ambulatory 
care.  They  were  among  the  first  to  recog- 
nize and  to  stress  outreach  services  to  over- 
come the  barriers  of  emotion  and  ignorance 
that  prevent  many  rural  families  from  seek- 
ing care.  They  have  taken  pains  to  recruit 
and  train  indigenous  workers  who  can  re- 
late to  the  patients  and  their  families  in 
ways  that  middle-class  professionals  can- 
not. And  they  have  made  successful  efforts 
to  mobilize  the  therapeutic  strengths  of  the 
patient’s  family,  and  of  the  patient  himself. 

For  many  years  I have  been  convinced 
that  the  greatest  single  untapped  source  of 
manpower  for  participating  in  the  health 
care  process  resides  with  patients  them- 
selves and  their  families.  Their  awareness 
and  initiative  are  not  only  of  importance  in 
preventing  severe  mental  illness  but  are  at 
the  crux  of  preventive  medicine  in  general. 
Unless  they  come  in  for  immunization, 
health  check-ups,  and  neonatal  and  post- 
natal care,  our  rural  preventive  services 
will  do  little  to  prevent  disease.  In  contrast, 
a community  in  which  the  people  have  been 
educated  to  seek  out  such  services,  can 
achieve  spectacular  reductions  in  prevent- 
able diseases  and  raise  its  general  health 
level.  The  abuse  of  tobacco,  alcohol,  nar- 
cotics, and  so  on  is  an  individual  matter, 
subject  ultimately  to  the  patient’s  control 
and  his  alone. 

Furthermore,  I can  envision  the  “acti- 
vated patient”  as  a powerful  force  for  re- 
lieving the  health  care  disciplines  of  count- 
less routine  and  time-consuming  tasks 
which  he,  the  patient,  can  learn  to  per- 
form efficiently  and  well.  It  is  not  a new  or 
even  novel  concept.  I was  raised  with  “Dr. 
Sadler’s  How  to  Get  Well”  on  top  of  our 
kitchen  cabinet.  The  AMA  is  currently  con- 
structing a “Health  Bible.”  But  more  than 
this  is  going  to  be  required. 


I suggest  strongly  that  one  of  the  most 
productive  and  least  explored  avenues  for 
improving  community  health,  while  at  the 
same  time  economizing  on  the  use  of  scarce 
resources  of  manpower  and  facilities,  is  the 
activation  of  the  patient  as  one  who  “de- 
livers” his  own  health  care.  Rural  health 
care  systems  particularly  need  to  give  this 
concept  serious  and  concerted  thought.  Two 
way  television  via  existing  cable  TV  links, 
radio,  and  telephone  need  careful  study  for 
their  supportive  role. 

Health  delivery  organizations  of  the  fu- 
ture will  need  to  clearly  delineate  the  geo- 
graphic territories  and  populations  they 
intend  to  cover  if  they  are  to  serve  as  out- 
reach systems.  Whether  the  boundaries  are 
political,  such  as  the  lines  of  a State  or 
county,  or  enclose  a natural  medical-service 
area,  they  must  be  defined  in  the  practical 
terms  of  the  population’s  health  care  needs. 
No  good  methodical  preventive  program 
can  work  properly  unless  it  is  based  upon 
some  outreach  mechanism  such  as  a regis- 
try with  followup  professional  guidance. 

Two  of  the  needs  that  have  been  least 
adequately  dealt  with  are  accessible  and 
easy-to-find  points  of  entry  into  the  health 
delivery  system  and  a continuous  outreach 
system  of  health  education  that  I discussed 
a moment  ago.  It  would  seem  that  points 
of  entry  and  education  and  activation  of 
patients  on  a community-wide  basis  would 
require  special  kinds  of  instrumentalities. 
What  we  might  look  for  would  be  com- 
munity institutions  with  certain  attributes, 
such  as:  organized  coverage  of  the  entire 
population;  available  physical  facilities; 
some  form  of  transportation  system;  an  edu- 
cated staff  with  some  available  time;  a 
reservoir  of  organized  volunteer  help  upon 
which  to  draw. 

We  are  fortunate  that  such  an  institution 
happens  to  exist  in  every  community  in  the 
United  States.  I refer,  of  course,  to  the 
public  school  system — the  only  personal 
outreach  system  that  covers  our  entire 
population.  In  most  rural  areas  the  con- 
solidated school,  covering  a sufficiently 
large  population  to  justify  modern  facilities, 
has  replaced  the  one-room  schoolhouse. 
But  the  wider  implications  of  that  change 
have  not  been  fully  exploited. 
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Every  public  school  district  has  its  fleet 
of  yellow  buses  that  are  in  use  perhaps  20 
hours  of  the  168-hour  week,  and  its  build- 
ings that  are  in  use  40  hours — for  the  most 
parts  only  nine  months  of  the  year.  It  has  a 
highly  trained  and  motivated  staff,  em- 
ployed— again  for  the  most  part — on  a 9V2 
month  basis.  It  has,  through  the  Parent- 
Teacher  Associations,  a well-organized  and 
highly  motivated  channel  for  community 
outreach  and  volunteer  support. 

Would  it  be  practicable  to  use  the  public 
school  district  as  a catchment  area  for  the 
prevention  of  disease  through  education 
and  activation  of  the  patient?  It  would  re- 
quire an  active  and  strenuous  commitment 
to  cooperation  on  the  part  of  the  com- 
munity’s medical  and  educational  resources. 

We  already  have  in  operation,  within  the 
health  field,  one  type  of  catchment  area 
which  shares  some  of  these  attributes.  I 
am  referring  again  to  the  Community 
Mental  Health  Center,  with  its  emphasis  on 
outreach  to  the  population  of  a defined  area. 
Perhaps  we  need  to  seek  an  alignment 
which  capitalizes  on  the  strengths  of  both 
the  school  district  and  the  mental  health 
center  models. 

The  health  strategy  recognizes  the  addi- 
tional need  for  both  facilities  and  man- 
power to  achieve  a balanced  development 
of  rural  health  care  delivery  systems.  The 
1970  extension  of  the  Medical  Facilities 
Construction  Act — long  referred  to  as  “Hill- 
Burton”  gives  priority  to  rural  and  other 
areas  with  relatively  small  financial  re- 
sources, with  emphasis  on  construction  or 
modernization  of  outpatient  facilities  or 
conversion  of  inpatient  space  to  ambulatory 
care. 

In  health  manpower  production,  the  Ad- 
ministration has  set  an  ambitious  goal — to 
produce  a 50  percent  increase  in  medical 
school  graduates  by  1975 — and  proposes  in- 
creased funds  and  other  incentives  to  help 
the  medical  schools  to  achieve  it. 

Another  set  of  proposals  would  offer  in- 
centives to  selected  health  professionals  to 
practice  in  areas  of  severe  manpower  short- 
ages. The  loan  programs  for  medical  stu- 
dents are  to  include  a forgiveness  provision 
for  graduates  who  move  to  scarcity  areas. 

In  addition,  the  National  Health  Corps, 


which  was  authorized  by  the  Magnuson- 
Rogers  Act  last  year  but  not  funded  as  yet, 
will  be  implemented  through  a request  for 
$10  million  in  1972.  This  sum  will  support 
about  660  physicians,  dentists,  nurses,  and 
physicians’  assistants  and  nurse  practition- 
ers, in  areas  where  critical  need  is  certified 
both  by  the  local  government  and  the  pro- 
fessional societies. 

We  do  not  propose  to  assign  a young  phy- 
sician to  an  isolated  community  all  by  him- 
self, where  he  would  have  little  chance  to 
practice  to  his  own  satisfaction  or'  that  of 
his  patients.  Instead  we  plan  to  assign 
teams  that  will  fit  into  a health  service  sys- 
tem. In  instances  where  an  individual  must 
be  assigned  to  a distant  outpost,  even  there 
he  will  not  be  on  his  own,  but  will  be  in 
communication  with  the  staff  of  a larger 
center,  and  have  the  support  and  backup  of 
experienced  men. 

Some  teams  will  include  new  types  of 
health  personnel.  The  new  jobs  must  be 
well-defined,  the  arrangements  for  super- 
vision and  direction  must  be  clear,  the  lines 
of  communication  must  be  ready  and  open, 
the  training  for  the  new  job  must  be  com- 
plete, and  there  must  be  acceptance  by  both 
the  professionals  and  the  assistants  of  their 
respective  roles  and  responsibilities.  If 
these  provisions  are  made,  the  use  of  new 
types  of  health  manpower  will  greatly  en- 
hance both  the  quantity  and  quality  of  care. 

Authority  will  be  sought  to  support 
Health  Education  Centers  in  areas  which 
are  now  deficient  in  teaching  facilities  for 
the  health  professions.  These  would  typi- 
cally be  community  facilities — a community 
hospital,  a community  health  center  or 
clinic,  an  HMO,  or  the  public  school  sys- 
tem— that  can  provide  linkage  between  the 
educational  function  and  the  care  process. 
To  maintain  the  quality  of  education,  they 
would  be  affiliated  with  Medical  schools  or 
university  health  centers  at  a distance. 

I have  long  been  convinced  that  young 
physicians  are  deterred  from  practicing  in 
deprived  areas  not  by  the  smaller  financial 
rewards — after  all,  Medicare  and  Medicaid 
are  available  everywhere — but  by  the  real 
or  perceived  potentially  unfavorable 
climate  of  practice.  One  of  the  useful  by- 
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products  of  conducting  educational  pro- 
grams in  the  small  towns  and  rural  areas 
is  that  it  makes  them  better  able  to  attract 
physicians,  dentists,  and  nurses. 

Of  course,  it  is  not  educational  opportuni- 
ties alone  but  the  living  conditions  as  a 
whole  that  make  people  decide  between 
urban  and  rural  living.  Evidence  that  a 
new  look  is  being  taken  at  high  levels  is  the 
March  5 message  on  Urban  Community  De- 
velopment, in  which  the  President  asked  for 
measures  “to  encourage  more  development 
and  settlement  in  the  less  densely  populated 
areas  of  our  country.”  Last  year,  the  Presi- 
dent’s Task  Force  on  Rural  Development 
recommended  that  health  care  in  rural 
areas  be  upgraded  as  part  of  the  process  of 
improving  rural  communities  as  places  to 
live  and  hence  more  attractive  to  industry, 
and  to  business,  health,  and  other  profes- 
sional workers.  Concurrently,  in  the  Agri- 
cultural Act  of  1970,  Congress  declared  that 
“the  highest  priority  must  be  given  to  the 
revitalization  and  development  of  rural 
areas.” 

The  Extension  Service  of  the  Department 
of  Agriculture  is  responding  to  this  Con- 
gressional challenge  by  organizing  itself  to 
be  more  responsive  to  rural  community 
needs  for  assistance  in  community  resource 
development.  Much  of  this  renewed  effort 
will  be  focused  around  “Growth  centers,” 
identified  as  communities  with  potential  for 
development.  Health  is  of  considerable  in- 
terest to  most  of  them. 

Some  of  these  growth  centers  will  be  ap- 
propriate locations  for  the  development  of 
health  maintenance  organizations.  Others 
may  be  sites  for  health  centers  with  a 
smaller  staff  but  with  back-up  support  from 
a central  location.  In  every  case,  the 
growth  center  is  likely  to  be  an  important 
focal  point  in  a health  service  network 
designed  to  serve  the  entire  population  of 
the  area.  For  balanced  planning,  the  health 
component  must  be  considered  with  indus- 
trial expansion,  job  development,  training, 
and  other  aspects  of  rural  development. 

Although  the  prospects  for  an  improve- 
ment in  the  quality  of  rural  life  have  be- 
come brighter,  the  sobering  truth  is  that 
the  accumulated  deficits  of  facilities  and 


manpower  will  not  be  fully  made  up  for  a 
long  time  to  come.  Rural  areas  will  need  to 
make  the  most  of  their  scarce  resources, 
perhaps  by  consolidating  and  sharing  ser- 
vices and  manpower  in  multiple-community 
or  regional  health  care  systems,  as  Dr. 
Snyder  has  suggested. 

One  of  the  greatest  lacks,  which  hampers 
both  the  State  and  areawide  health  plan- 
ning councils  as  well  as  all  other  planning 
bodies,  is  a data  base  that  includes  at  least 
the  health  facilities  and  manpower  avail- 
able in  each  area. 

It  is  not  premature  to  tell  you  that  the 
Health  Services  and  Mental  Health  Ad- 
ministration is  planning  a cooperative  Fed- 
eral-State-Local Statistics  System  which 
would  greatly  expand  on  the  established 
vital  registration  system  that  covers  every 
part  of  the  country.  The  initial  planning  is 
already  underway  and  we  expect  to  make 
at  least  a modest  start  in  the  coming  fiscal 
year.  In  addition  to  data  collected  regu- 
larly, through  normal  vital  records  channels 
and  the  National  Health  Survey,  we  expect 
the  system  to  maintain  inventories  of  health 
facilities  and  manpower,  and  to  conduct 
periodic  in-depth  surveys  of  resources, 
health  care  utilization,  the  health  problems 
and  health  care  needs  of  people,  and  related 
health  data. 

There  are  no  existing  data  capable  of  pro- 
viding validated  information  on  multi- 
dimensional, multidisciplinary  questions  of 
health  care  delivery.  We  think  that  the 
proposed  system  will  meet  an  urgent  need, 
not  only  nationally  but  in  every  State  and 
county,  for  a central  source  of  valid  and 
creditable  health  information. 

If  I can  put  in  capsule  form  rural  health 
needs,  in  a paragraph,  we  must  begin  with 
an  infusion  of  adequate  incomes,  health 
facilities,  and  manpower.  Planning  agencies 
need  to  take  stock  of  all  resources  and  weld 
them  into  health  systems  that  make  optimal 
use  of  all  the  components.  And  beyond  that, 
we  need  broader  measures  that  raise  the 
general  quality  of  rural  life.  Those  are  not 
tasks  for  the  Federal  government  alone  or 
even  primarily.  But,  speaking  for  the  prin- 
cipal health  agency  of  government,  we  will 
go  more  than  halfway  with  organizations 
such  as  yours  to  help  achieve  them. 
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THE  RIDDLES  OF  EDUCATION* 

MAX  RAFFERTY,  Ph.D.,f  Troy,  Alabama 


A generation  and  more  of  Progressive 
Education  is  this  country  has  produced 
some  interesting  results,  not  the  least  of 
which  is  the  odium  which  has  come  to 
cling  about  the  word  “controversial.”  Have 
you  noticed,  incidentally,  how  many  for- 
merly harmless  English  words  have  become 
villains  of  late?  “Propaganda”  and  “in- 
doctrination,” for  instance,  were  originally 
neither  good  nor  bad  in  connotation.  “Dis- 
crimination” used  to  be  used  right  along 
with  “good  taste”  to  indicate  a perfectly 
desirable  and  highly  cultural  human  attri- 
bute, but  not  any  more.  Today,  it  has  a new 
meaning,  and  a bad  one.  Similarly,  the 
word  “controversy”  has  come  to  be  a 
naughty  one,  especially  among  educators. 

The  other  day,  I got  up  to  speak  to  a 
gathering  of  my  professional  colleagues  and 
found  myself  being  introduced  as  “the  most 
controversial  figure  in  modern  education.” 
The  reaction  was  fascinating.  Those  nearest 
me  on  the  platform  eyed  me  askance  with 
an  air  of  respectful  revulsion,  and  the 
audience  shifted  in  its  seats  uneasily,  mur- 
muring behind  its  hands  in  well-bred  but 
horrified  attention,  like  a bird  about  to  be 
charmed  by  a snake.  The  very  fact  that  I 
was  up  there  in  front  of  those  people  at  all 
was  indicative  of  the  phenomenal  180- 
degree  change  in  direction  which  American 
education  is  now  undergoing.  In  the  past, 
as  soon  as  a school  administrator  became 
controversial,  he  found  himself  well  on  the 
way  to  becoming  an  ex-school  administra- 
tor altogether.  Controversy  was  frowned 
upon,  you  see.  It  occupied  the  same  dog 
house  as  competition,  and  for  the  same 
reason.  The  Brahmins  of  my  profession, 
who  had  imbibed  Progressive  Education 
like  their  mother’s  milk  from  the  abun- 
dantly flowing  bosoms  of  their  education 
professors  in  teachers  college,  could  tolerate 
almost  anything  but  disagreement. 

* Presented  at  the  136th  Annual  Meeting  of  the 
Tennessee  Medical  Association,  April  16,  1971, 
Chattanooga,  Tenn. 

fDean,  School  of  Education,  Troy  State  Uni- 
versity, Troy,  Ala. 


The  “life  adjustment”  cult  preaches  co- 
operation at  any  cost.  Anyone  who  has  sat, 
as  I have,  in  solemn  conclave  with  the 
Progressive  Educationists  knows  that  the 
unpardonable  sin  in  their  eyes  is  ultimate 
disagreement.  Oh,  a little  initial  dissent  is 
tolerated  if  only  to  make  the  inevitable 
happy  ending  more  blissful  and  savory. 
But  to  rise  from  the  council  table  before 
togetherness  and  in-groupness  have  been 
finally  achieved?  Unheard  of!  If  it’s  neces- 
sary to  dilute  and  to  muddle  and  to  water 
down  the  original  area  of  disharmony  until 
it  becomes  so  bland  and  so  pablumized  as  to 
be  completely  unrecognizable,  then  so  be 
it.  Draw  the  charmed  circle  wide  enough  to 
let  in  every  shade  of  opinion,  and  then  color 
them  all  the  same  warm,  friendly,  harmless, 
gutless  shade  of  gray.  Never  mind  if  the 
results  of  the  meeting  are  so  neutral,  so 
cautious,  so  conditional  that  the  partici- 
pants might  just  as  well  have  stayed  at 
home  for  all  the  good  they  have  accom- 
plished. 

Yet  education  exists  to  disagree,  to  prod, 
to  stimulate.  Once  let  the  current  yearning 
for  togetherness  pass  the  point  of  no  return, 
and  real  education  might  just  as  well  shut 
up  shop.  It  looked  for  quite  a while  in  my 
line  of  work  as  though  the  next  generation 
were  being  conditioned  to  believe  almost 
as  an  article  of  faith  that  agreement  is  al- 
ways and  forever  good,  and  that  disagree- 
ment is  to  be  avoided  like  the  plague. 

It’s  against  this  backdrop,  then,  that  the 
startling  events  of  the  last  two  or  three 
years  must  be  considered.  For  education 
has  of  late  convulsed  violently  against  this 
cult  of  gray-flanneled  facelessness.  Fire- 
works are  going  off  all  over  the  educational 
map  these  days — things  which  would  have 
been  absolutely  unthinkable  just  a short 
time  ago. 

Dr.  Conant,  for  example,  came  out  quite 
recently  for  more  home  work  for  pupils  and 
less  credentialling  for  teachers.  Heretics 
have  burned  for  less. 

Then  the  National  Council  of  Teachers  of 
English  announces  that  English  teachers  are 
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ill-trained,  and  that  many  of  them  have 
never  had  a course  in  grammar.  This  is  the 
first  time  in  more  than  a generation  that 
anyone  has  even  cared,  just  so  long  as  the 
English  teacher  could  deal  successfully 
with  such  units  as  “How  to  Talk  on  the 
Telephone,”  “Principles  of  Toastmaster- 
ship,”  and  “The  Dynamics  of  Committee 
Membership.” 

In  a good  many  elementary  schools  to- 
day, kindergarteners  are  actually  being 
taught  to  read.  Why,  it  seems  only  yester- 
day when  the  slightest  hint  of  formal  in- 
struction of  any  kind  in  this  privileged 
sanctuary  of  nose  blowing  and  toilet  train- 
ing would  have  brought  every  primary 
grade  supervisor  within  500  miles  swarming 
to  the  attack  like  so  many  maddened  bar- 
racuda. 

More  recently,  Admiral  Rickover  has 
referred  rashly  to  the  ladies  of  the  PTA  as 
“infernal  nuisances,”  thus  demonstrating  a 
brand  of  sheer,  chrome-steel  nerve  which  I 
for  one  would  never  dare  to  share,  but 
which  I presume  has  been  standard  equip- 
ment for  naval  heroes  ever  since  the  days  of 
John  Paul  Jones. 

So,  as  better  teachers  than  I have  done 
since  time  began,  let  me  cloak  my  message 
in  an  allegory: 

Once,  long  ago,  so  the  legends  say,  a 
young  man  named  Oedipus  set  out  to  rid 
the  ancient  city  of  Thebes  of  a curse  which 
had  been  sent  against  her  by  the  gods  them- 
selves. Through  the  forests  and  the  plains 
which  bordered  the  great  walls  of  the  city 
there  roamed  a fierce,  remorseless  monster 
called  the  Sphinx,  which  preyed  upon  the 
unwary  traveller.  As  quizzical  as  it  was 
carnivorous,  the  creature  posed  a single,  in- 
variable riddle  to  its  victims,  and  immedi- 
ately devoured  them  when  their  answers 
proved  unsatisfactory. 

Of  Oedipus,  when  that  youth  had  sought 
out  the  monster,  it  asked  its  famous  ques- 
tion: “What  is  it  which  walks  on  four  legs 
in  the  morning,  two  legs  at  noon,  and  three 
in  the  evening?”  But  this  time  the  answer 
was  instantly  forthcoming.  “Man,”  declared 
Oedipus,  “who  crawls  on  all  fours  in  in- 
fancy, walks  upright  in  the  prime  of  life, 
and  totters  with  the  aid  of  a cane  as  he 
approaches  the  twilight  of  existence.”  The 


Sphinx,  lashing  its  tail,  cast  itself  from  the 
cliff  on  which  it  crouched  and  Oedipus  was 
free  to  proceed  to  Thebes,  which  hailed  him 
as  a hero.  It  is  not  recorded  that  he  ever 
had  to  solve  any  more  riddles,  or  to  answer 
any  further  questions. 

Would  that  Education  were  that  lucky! 
If  only  we  who  are  in  this  supremely  puz- 
zling profession  could  purchase  the  freedom 
of  our  own  walled  city  from  the  malignant 
enemies  who  prowl  about  it  increasingly 
these  days,  merely  by  coming  up  with  the 
answer  to  a single  question!  But  unlike 
Oedipus,  Education  is  confronted  not  with 
one  question,  but  with  four.  Upon  our 
ability  as  educators  to  come  up  with  the 
right  responses  to  all  of  them  hangs  in  a 
very  real  sense  the  key  to  our  survival  as  a 
profession.  Let’s  look  for  a few  minutes  at 
the  Four  Great  Riddles  which  now  confront 
us,  and  which  we  must  find  answers  to,  or 
be  devoured  by  the  Sphinx  of  Time. 

RIDDLE  No.  I:  Who's  Going  to 

Control  Education? 

We’ve  been  hearing  a lot  recently  about 
various  fringe  groups  throwing  their  weight 
around  and  trying  to  dictate  what  goes  on 
in  the  classroom,  but  have  we  stopped  view- 
ing with  alarm  long  enough  to  ask  why  this 
sort  of  thing  is  happening?  It’s  happening 
because  of  some  of  us.  Whether  we  like  it 
or  not,  the  great  public  which  supports  and 
populates  the  schools  is  becoming  increas- 
ingly concerned  about  the  antics  of  some 
schoolmen  who  have  become  of  late  so  out 
of  step  with  the  great  parade  of  public 
opinion  that  they  have  wound  up  on  an- 
other street  entirely  from  the  rest  of  the 
marchers. 

Quite  recently,  the  chairman  of  the  board 
of  trustees  of  one  of  our  largest  state  col- 
lege systems  ventured  to  tell  a Commence- 
ment Day  crowd  that  Communist  speakers 
on  campus  should  be  rebutted,  in  his  opin- 
ion, by  speakers  of  equal  importance  and 
persuasiveness  from  the  other  end  of  the 
political  and  economic  spectrum.  The  re- 
sult was  predictable:  a rash  of  resolutions 
from  horrified  faculty  associations  demand- 
ing that  the  chairman  resign,  on  the 
grounds  that  he  was  infringing  upon  aca- 
demic freedom.  I’m  sure  that  if  the  chair- 
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man  had  suggested  that  one  of  the 
professors  resign,  there  would  have  been 
anguished  breastbeatings  and  Macedonian 
outcries  from  every  professional  group  in 
the  country,  from  the  American  Association 
of  University  Professors  on  down.  But  the 
professors  had  no  scruples  whatever  about 
trying  to  get  the  president’s  job,  did  they? 
And  without  even  attempting  to  argue  the 
merits  of  the  case  he  was  endeavoring  to 
make. 

I guess  what  I’m  trying  to  say  is  that 
academic  freedom  cuts  both  ways. 

I’ve  always  believed  that  a teacher, 
operating  within  the  scope  of  his  special 
competence,  lecturing  on  his  assigned  sub- 
ject, clearly  identifying  his  personal  be- 
liefs and  hobbies  as  such  to  his  students, 
giving  the  pros  and  cons  of  controversial 
issues  fairly,  should  be  protected  to  the 
utmost  by  the  institution  which  employs 
him.  His  superiors  should  have  an  obliga- 
tion to  defend  him  against  cranks  and  pres- 
sure groups  and  crusaders  in  behalf  of 
personal  causes. 

On  the  other  hand,  an  instructor  who  is 
more  interested  in  promoting  a certain 
ideology  than  he  is  in  seeking  truth,  who 
parades  a train  of  whimsical  crotchets  and 
beliefs  in  the  guise  of  facts,  who  neglects  or 
ridicules  all  facets  of  argumentative  issues 
except  the  one  to  which  he  is  personally 
committed,  is  not  entitled  to  the  protection 
of  academic  freedom.  Indeed,  he  is  not  an 
educator  at  all,  but  a promoter.  And  who 
ever  heard  of  a promoter  being  entitled  to 
academic  freedom?  Anyone  who  deliber- 
ately places  himself  beyond  the  pale  of  his 
own  profession’s  ethics  can  hardly  expect 
that  same  profession  to  spring  to  his  de- 
fense when  he  runs  into  trouble.  If  the 
profession  does  so  spring,  it  is  laying  up  a 
store  of  potential  mischief  for  itself. 

The  proper  thing  for  us  schoolmen  to  do 
is  to  deal  with  abuses  of  academic  freedom 
ourselves,  and  so  effectively  that  it  will  be 
unnecessary  for  outsiders  to  come  in  and 
do  it  for  us.  This  is  the  way  medicine  and 
the  law  and  the  other  learned  professions 
handle  their  occasional  mavericks.  If  we 
refuse  to  follow  their  example,  and  if  the 
outsiders  do  eventually  come  in  to  fill  the 
vacuum  thus  created,  this  will  not  consti- 


tute a violation  of  academic  freedom;  it  will 
be  an  abdication  of  academic  responsibility. 

The  purpose  of  an  educational  institution 
is  not  to  bring  about  a new  social  or  politi- 
cal order,  nor  to  preach  the  gospel  accord- 
ing to  Saint  Anybody,  nor  to  serve  as  an 
ornithological  sanctuary  for  odd  birds.  Its 
purpose  is  to  instill  in  young  people  a 
reverence  for  accurate  and  logical  thinking, 
to  share  with  them  the  intellectual  artifacts 
of  the  past  which  combine  to  form  the  firm 
foundation  of  our  cultural  present,  and 
above  all  to  inspire  within  them  an  insati- 
able curiosity  about  life  and  learning.  The 
graduate  who  leaves  the  hallowed  halls  of 
academe  convinced  that  his  teachers  have 
found  the  answers  for  him  and  have  shared 
those  answers  with  him  has  failed  to  get  an 
education,  regardless  of  what  those  answers 
may  have  been  or  how  feverishly  they  may 
have  been  promulgated. 

Remember  this:  if  we  insist  upon  indoc- 
trinating kids  with  certain  points  of  view 
which  we  believe  to  be  right,  we  have 
opened  wide  the  door  to  every  wayout  out- 
fit which  has  a doctrine  to  put  over,  and  the 
votes  to  take  over.  The  schools  do  not  exist 
to  pander  to  a certain  point  of  view — even 
ours.  If  we  schoolmen  will  only  concen- 
trate on  teaching  instead  of  promoting,  the 
schools  will  continue  to  be  controlled  by 
the  only  group  which  ought  to  control  them 
— the  general  public. 

RIDDLE  No.  2:  Professionalism  or  Trade 
Unionism  in  Education? 

The  Sphinx  is  laughing  at  us  educators 
when  we  try  to  answer  this  one,  because  we 
ourselves  are  responsible  for  the  question 
being  asked  at  all.  We  schoolmen  have  paid 
lip-service  all  our  lives  to  the  ideal  of  pro- 
fessionalization. We’ve  reacted  with  ex- 
pressions of  outraged  indignation  whenever 
anyone  has  ventured  to  suggest  that  Educa- 
tion is  not  a learned  profession.  We’ve 
fought  for  “professional  salaries”  and  “pro- 
fessional status,”  and  we’ve  drawn  up 
elaborate  codes  of  “professional  ethics.”  I 
only  wish  I had  the  money  represented  by 
the  countless  man  hours  we’ve  spent  trying 
to  build  up  the  image  of  Education  as  a 
profession  in  the  mind  of  the  public. 

Yet  today,  quite  a few  of  us  seem  to  be 
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working  just  as  busily  and  just  as  diligently 
trying  to  tear  the  image  down.  Our  breth- 
ren in  New  York  don’t  beat  around  the 
bush  at  all.  They’re  a craft  union,  they  say, 
and  they  go  out  on  strike  whenever  they 
feel  like  it,  leaving  the  classrooms  unsuper- 
vised and  the  children  uninstructed.  Out  in 
my  state,  some  of  us  are  demanding  “collec- 
tive bargaining”  and  the  rest  of  us  look  on 
complacently  while  “sanctions”  are  en- 
forced against  school  districts  whose  duly- 
elected  boards  of  education  may  happen  to 
disagree  with  us  in  some  particular.  We 
educators,  who  went  into  this  demanding 
and  highly  complex  calling  in  order  to  help 
children,  now  find  ourselves  in  the  impos- 
sible position  of  boycotting  those  same  chil- 
dren, urging  teachers  to  refuse  to  teach,  and 
trying  to  prevent  other  teachers  from  tak- 
ing their  places  in  the  classrooms. 

This  is  helping  children? 

Who  suffers  when  we  do  anything  which 
hinders  the  instructional  program  in  a 
given  school?  Not  the  board  members,  nor 
the  voters,  nor  the  parents.  They’ve  already 
gotten  their  education.  No,  it’s  always  the 
children  who  suffer — the  very  ones  we  are 
sworn  to  help,  not  hurt.  How  can  we  pos- 
sibly expect  anyone  to  take  seriously  our 
protestations  that  we  are  indeed  a profes- 
sion when  we  insist  upon  using  such  un- 
professional methods  to  achieve  our 
objectives? 

To  each  his  own.  To  labor  the  proper  and 
legitimate  weapons  of  labor — the  strike,  the 
boycott,  collective  bargaining.  To  a pro- 
fession, the  proper  and  legitimate  weapons 
of  a profession — logic,  reasoning,  and  per- 
suasion. If  we  educators  can’t  educate  the 
public  into  doing  the  things  we  want  them 
to  do,  then  maybe  we’re  in  the  wrong  oc- 
cupation. Perhaps  if  we’ve  given  up  on 
the  whole  idea  of  Education  as  a learned 
profession,  we  should  make  no  bones  about 
calling  ourselves  skilled  labor,  and  feel  free 
to  adopt  all  the  methods  of  labor  to  achieve 
our  ends.  But  I don’t  believe  this  for  one 
moment. 

We  are  public  employees.  We  work  for 
the  people.  They  don’t  work  for  us.  We 
are  specialized  experts,  true  enough,  and 
as  experts  we  have  the  right  and  the  obliga- 
tion to  request  and  to  receive  the  treatment 


and  consideration  due  us.  If  we  don’t  get 
it  in  one  school  district,  we  have  the  ancient 
right  of  every  professional  to  to  take  our 
services  elsewhere.  We  have  the  further 
right  of  every  American  citizen  to  petition 
and  to  remonstrate  and  to  engage  in  at- 
tempts through  the  ballot  to  change  policy 
in  the  communities  in  which  we  live  and 
work.  But  we  have  no  right  to  threaten  and 
to  intimidate  and  to  coerce. 

We  school  people  today  run  the  very 
grave  risk  of  painting  ourselves  into  a cor- 
ner on  this  issue.  And  this  is  one  question 
we  cannot  leave  to  the  public  to  decide.  We 
must  face  the  Sphinx  ourselves,  and  in  the 
not  too  distant  future.  Upon  the  answer  we 
come  up  with  will  depend  the  whole  future 
course  of  Education. 

RIDDLE  No.  3:  "Life  Adjustment"  or 
"Education  in  Depth"? 

Ever  hear  these  catch  phrases  mouthed 
around  your  local  school? 

‘Tacts  are  the  least  important  things  we  teach 
the  children.  They  forget  all  of  them  within  a 
short  time,  anyhow.” 

and 

“Memorization  is  stultifying.  Besides,  how  do 
we  know  that  these  names  and  places  and  events 
are  important  enough  to  memorize.  Is  anything, 
really?” 

and 

“It’s  a waste  of  time  teaching  children  to  spell. 
The  English  language  is  simply  too  hard  to  spell. 
Why  not  just  get  an  agreement  on  how  most 
people  spell,  and  change  the  dictionaries  to 
suit?  It’s  much  simpler  that  way.” 
and 

“Johnny  isn’t  adjusting  to  his  peer  group 
properly.  Sometimes  I don’t  think  he’s  in- 
terested in  what  they’re  doing.  If  this  keeps  up, 
who  knows  what  might  happen  to  Johnny.  He 
might  even  end  up  unpopular!” 

These  little  gems  represent  the  thinking 
of  a considerable  minority  of  our  socalled 
“Avant  garde”  educational  philosophers. 
They  illustrate  a couple  of  other  things  too: 

(1)  the  reason  we’ve  raised  a generation 
containing  so  many  quasi-illiterates,  and 

(2)  the  reason  so  many  parents  throughout 
the  land  take  such  a dim  view  of  educa- 
tional philosophy,  and  philosophers. 

Johnny  daydreams,  and  refuses  to  so- 
cialize with  the  group.  Of  course,  so  did 
Shelley  and  Beethoven  and  Michelangelo 
and  even  Winston  Churchill.  But  the  day 
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of  the  lone  thinker  is  past,  it  seems.  Today, 
Johnny  must  learn  to  practice  togetherness 
and  in-groupness  and  democratic  socializ- 
ing with  his  peers  even  if  it  means  Miss 
Smith  constructing  a class  sociogram  and 
calling  in  the  district  psychologist. 

Ignorance,  inaccuracy,  unenlighten- 
ment— all  the  immemorial  enemies  and 
targets  of  education  must  take  a back  seat 
now  to  the  new  and  supreme  offense:  un- 
popularity. But  the  purpose  of  a school  is 
not  to  make  pupils  popular  or  well-adjusted 
or  universally  approved.  It  is  to  make  them 
learned.  It  is  to  teach  them  to  use  the  tools 
which  the  race,  over  the  centuries,  has 
found  to  be  indispensable  in  the  pursuit  of 
truth. 

I don’t  want  the  schools  teaching  any- 
body to  adjust  to  his  environment.  To  ad- 
just easily  and  comfortably  and  happily  to 
what  we  see  around  us  every  day  in  the 
headlines  and  on  the  “boob  tube”  would  be 
to  come  to  terms  with  madness.  If  the  men 
or  women  who  crossed  those  thousand 
leagues  of  stormy  sea  to  found  this  country 
so  long  ago  had  taught  their  children  to 
adjust  to  their  environment,  we  their  de- 
scendants today  would  be  living  still  along 
a narrow  strip  of  the  Atlantic  seaboard  in 
log  cabins  and  fighting  off  Indians,  for  this 
would  have  represented  a perfect,  optimum 
adjustment  to  the  environment  which  they 
found  here.  Instead,  they  taught  their  chil- 
dren to  take  that  environment — a raw  and 
savage  continent — into  their  hands,  and 
mold  it  and  shape  it  a little  closer  to  their 
heart’s  desire,  and  in  so  doing  they  produced 
this  nation,  which  is  at  once,  the  wonder 
and  the  envy  of  the  human  race. 

It  is  said  by  some  that  subject  matter  is 
secondary  to  the  main  goal  of  Education, 
which  is  acceptance  and  adjustment  and 
appreciation.  But  I say  to  you  that  the 
schools  exist  to  teach  organized,  systematic, 
disciplined  subject  matter  to  the  children. 
For  this  they  were  created;  for  this  they  are 
maintained  by  the  millions  of  Americans 
who  support  and  populate  them.  I say 
further  that  the  schools  are  the  only  societal 
agencies  specifically  designed  to  perform 
this  function.  And  I say  finally  that  if  the 
schools  do  not  so  teach  subject  matter,  the 
children  are  never  going  to  learn  it.  “Life 


adjustment”  is  taught  by  the  home,  the 
church,  by  society  itself  in  a hundred  forms. 
Only  the  school  can  forge  for  the  child  the 
wonderful  shining,  sharpedged  sword  of 
subject  matter. 

The  progressive  educationists  have  long 
held  the  only  eternal  verity  to  be  that  of 
constant  change  and  flux.  All  values  are 
relative.  All  truths  are  mutable.  All  stan- 
dards are  variable.  So  the  only  thing  worth 
teaching  to  youngsters  is  the  ability  to  react 
to  an  ever-shifting  environmental  kaleido- 
scope. It  is  the  philosophy  of  the  man  on 
the  roller  coaster.  It’s  a way  of  thinking 
and  of  teaching  with  which  American  de- 
mocracy cannot  co-exist.  Within  it  lie  the 
seeds  of  the  rumbles  and  the  riots,  the 
frantic  search  for  “kicks,”  the  newsstand 
filth  and  the  cinematic  garbage  which  mark 
the  last  descent  into  the  cloying,  clinging 
sickness  of  ultimate  decay  by  every  civili- 
zation which  has  ever  permitted  this  in- 
fection to  overcome  its  resistance. 

None  of  the  other  Great  Riddles  are  so 
important  as  this  one  . . . 

RIDDLE  No.  4:  Patriotism  or  Indoctrination 
in  the  Schools? 

In  no  other  area  of  instruction  is  there 
such  a wide  divergence  of  opinion,  and 
such  a plethora  of  emotion.  The  papers  out 
California  way  are  full  of  stories  about 
teachers  refusing  to  lead  the  salute  to  the 
Flag,  the  pupils  declining  to  join  in  it. 
Rightist  groups  clash  with  leftist  organiza- 
tions about  how  the  Bill  of  Rights  should 
be  taught.  And  so  it  goes. 

This  is  the  strange  phenomenon,  confined 
to  our  own  time.  Other  generations  of 
Americans  thought  very  little  about  “teach- 
ing patriotism.”  They  concentrated  instead 
on  teaching  American  history  and  geog- 
raphy and  civics,  and  without  any  non- 
sense about  “social  studies”  or  “social  liv- 
ing” either,  and  they  took  for  granted  the 
natural,  healthy  love  of  country  which  rose 
out  of  the  organized  and  systematic  study 
of  our  nation’s  past.  When  the  occasion 
seemed  to  call  for  it,  of  course,  our  ances- 
tors were  not  ashamed  to  speak  simply  and 
openly  of  their  devotion  to  America.  They 
told  their  children  of  the  great  national 
holidays,  and  how  they  came  to  be  in  the 
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calendar.  They  recited  the  homely,  affec- 
tionate anecdotes  about  our  country’s  heroes 
until  the  names  of  Washington  and  Lincoln, 
Franklin  and  Jefferson  and  all  the  rest  be- 
came as  friendly  and  familiar  to  the  school 
children  as  were  the  names  of  their  own 
class-mates.  They  told  the  story  of  Old 
Glory,  and  its  meaning  to  whole  generations 
of  American  patriots. 

But  they  saw  no  need  to  examine  the 
meaning  of  patriotism,  and  psychoanalyze 
it,  and  take  it  apart  to  see  what  makes  it 
tick.  They  regarded  it  rightly  as  an  emotion 
closely  akin  to  love,  and  hence  beyond 
analysis.  They  took  such  love  for  granted, 
and  they  regarded  the  occasional  unpatri- 
otic American  as  an  unaccountable  curiosi- 
ty, of  the  same  general  ilk  as  Barnum’s 
“What-Is-It.”  In  such  an  environment,  the 
schools  had  little  to  do  in  the  way  of  patri- 
otic instruction  except  to  reinforce  the 
teachings  of  the  home  and  of  society  in 
general.  They  did  not  in  consequence  re- 
gard Americanism  as  a problem  at  all,  but 
as  a natural  process  rather  like  growing  up. 

It  has  remained  for  our  own  generation 
to  change  this  picture.  Today,  quite  a num- 
ber of  Americans  have  become  reluctant 
publicly  to  proclaim  their  love  of  country 
and  their  reverence  for  the  great  heroes  out 
of  our  past.  We  run  the  very  real  danger 
of  letting  ourselves  be  sold  a bill  of  goods, 
which  runs  this  way: 

“There  must  be  no  open  expression  of 
patriotism  in  the  schools,  for  this  would 
constitute  indoctrination,  and  this  we  must 
not  have. 

“We  must  teach  American  history  and  the 
Constitution  dispassionately  and  without 
emotion,  taking  care  to  balance  every  great 
national  virtue  with  an  equally  prominent 
national  vice,  regardless  of  how  deeply  we 
may  have  to  dig  in  order  to  dredge  up  one 
of  the  latter.” 

Anyone  who  openly  and  proudly  voices 
his  belief  in  the  greatness  and  goodness  of 
our  country  as  our  ancestors  did  as  a matter 
of  course  for  the  better  part  of  two  cen- 
turies today  runs  the  very  real  risk  of  being 
branded  a “right-wing  extremist,”  a “para- 
noiac patriot,”  or  a member  of  the  John 
Birch  Society.  What  have  we  done  to  our- 


selves and  to  the  children  to  abdicate  in 
this  way  to  random  splinter  groups  from 
one  end  or  another  of  the  political  spectrum 
the  precious  birthright  of  every  American 
to  love  his  country,  openly  and  unashamed- 
ly? Where  does  this  sick,  shamefaced 
philosophy  leave  the  schools?  How  can  we 
carry  on  our  function  of  perpetuating  our 
national  values  and  handing  on  the  great 
heritage  of  the  past  to  the  citizens  of  the 
future? 

The  schools  alone  will  be  helpless  to  rem- 
edy this  evil.  It  will  take  the  united 
efforts  of  all  of  us  to  make  it  acceptable — 
yes,  and  even  fashionable — once  again  to 
love  our  country,  and  to  say  so  before  all 
men,  simply  and  without  fustian,  but  very 
determinedly,  nonetheless.  The  schools 
must  be  a witness  to  the  truth.  And  the 
truth  is,  and  always  has  been,  that  this  is 
the  greatest,  and  the  freest,  and  the  finest  of 
all  countries  of  the  world.  Somehow,  we 
must  get  the  idea  across  to  the  boys  and 
girls  now  listening  to  our  words.  The  little 
groups  and  societies  have  their  own  axes 
to  grind,  their  own  techniques  to  promul- 
gate. To  help  them  is  indeed  to  indoctrinate 
the  children.  But  to  teach  love  for  a won- 
derful country,  the  last,  best  hope  of  men 
on  earth — this  cannot  be  evil  or  indoctrina- 
tion. It  has  been  a function  of  the  schools 
since  the  founding  of  the  Great  Republic. 
The  facts,  naked  and  unadorned,  about 
America’s  magnificent  past  were  enough  for 
the  children  who  grew  up  to  be  our  grand- 
parents. They  will  be  enough  for  our 
grandchildren  too,  if  we  can  just  be  sure 
that  the  great  story  continues  to  be  told. 

These,  then,  are  the  Four  Riddles  of  Mod- 
ern Education.  All  of  you,  I’m  sure,  can 
think  of  many  more.  But  these  four  strike 
at  the  very  roots  of  the  professional  dilem- 
ma in  which  we  find  ourselves  today — 
briefly  and  brutally,  that  we  have  diverged 
increasingly  during  the  past  thirty  years 
from  the  mainstream  of  American  public 
opinion.  If  we  will  but  remember  that  the 
children  belong  not  to  us,  but  to  their  par- 
ents— that  Education  exists  not  only  to  en- 
able each  child  to  realize  his  maximum 
potential  but  also  to  ensure  the  survival  of 
the  United  States  of  America  in  the  second 
half  of  the  twentieth  century — and  finally, 
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that  we  are  the  proud  practitioners  of  the 
most  ancient  and  marvelous  Art  in  all  the 
history  of  the  human  race,  the  Art  of 
Teaching — then  in  very  truth  will  bridges 
spring  up  to  span  the  rift  which  has  sepa- 
rated us  for  so  long  from  the  sources  of  our 


true  strength — and  we  will  go  forward  hand 
in  hand  with  the  children  who  have  been 
given  into  our  charge  for  good  or  ill,  into 
the  broad,  sunny  uplands  of  a future  in 
which  all  riddles  will  find  their  answers, 
and  every  Sphinx  her  Oedipus. 
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CASE  REPORT 

AN  UNUSUAL  COMPLICATION  DUE 
TO  ELECTRIC  CONVULSIVE  THERAPY. 
Mesenteric  Hemorrhage 

James  A.  Wallace,  M.D.* 

Electric  convulsive  therapy  (ECT)  was 
introduced  by  Cerletti  and  Bini  of  Rome  in 
1938.  It  has  proven  to  be  an  effective 
method  of  treating  certain  psychiatric  dis- 
orders, particularly  the  depressions.  A sum- 
mary review  of  the  literature  reveals  that 
gastrointestinal  complications  associated 
with  the  treatment  are  extremely  rare. 
Kalinowsky1  mentioned  a case  of  diver- 
ticulitis with  rupture  causing  peritonitis. 
Maclay2  reviewed  deaths  due  to  ECT  in 
England  during  the  period  1947-1952.  Of 
the  total  of  67  deaths,  34  were  listed  as 
cardiovascular,  19  respiratory  and  4 cere- 
bral. Of  the  5 remaining  deaths,  one  was 
due  to  rupture  of  the  intestine  and  peritoni- 
tis. This  patient  was  a 28-year-old  man  who 
had  ruptures  in  the  ileum  and  the  duode- 
num. Norman  and  Worthington3  reported 
a gastric  hemorrhage  following  the  third 
ECT  in  a 56  year-old  woman  who  had  a 
peptic  ulcer.  Ziegler4  reported  a patient 
who  had  bleeding  from  a gastric  ulcer  fol- 
lowing a shock  treatment. 

The  purpose  of  this  report  is  to  describe 
a patient  who  developed  intestinal  com- 
plications after  ECT  for  which  he  had  been 
given  preshock  medication. 

The  patient,  a 60  year-old  man,  was  admitted 
to  the  hospital  with  depressive  symptoms  of 
about  5 weeks  duration.  He  complained  of  in- 
somnia, anorexia  and  loss  of  weight  and  had 
felt  blue  and  hopeless. 

On  initial  examination,  he  appeared  depressed 
and  showed  marked  retardation  in  motor  activity 


*From  the  Tennessee  Psychiatric  Hospital  and 
Institute,  and  the  Department  of  Psychiatry, 
University  of  Tennessee  College  of  Medicine, 
Memphis,  Tenn.  38104. 


and  progression  of  thought.  He  expressed  ideas 
of  self-depreciation,  hopelessness  and  somatic 
preoccupation.  He  stated  that  he  often  had 
thought  of  suicide  but  had  not  made  a definite 
suicidal  attempt. 

The  physical  examination  indicated  no  serious 
defects  and  he  appeared  to  be  in  a satisfactory 
bodily  condition  for  his  age.  Routine  laboratory 
examinations  and  x-ray  of  the  chest  were  within 
normal  limits.  An  EKG  was  normal. 

A diagnosis  of  psychotic  depressive  reaction 
was  made  and  it  was  decided  to  start  ECT. 

The  patient  was  given  the  usual  preshock 
medication  of  succinyl  choline  and  sodium 
pentothal  intravenously.  Nothing  unusual  was 
noticed  during  the  treatment.  However,  after 
awakening  he  complained  of  abdominal  discom- 
fort and  a short  time  later  slight  distention  of 
the  abdomen  was  present.  The  distention  grad- 
ually increased,  and  the  abdominal  pain  and 
tenderness  became  more  severe.  There  was  no 
nausea  nor  vomiting.  A KUB  study  was  re- 
ported as  follows:  “there  is  a large  amount  of 
gas  in  the  small  intestine  and  moderate  accumu- 
lation of  gas  in  the  colon.  If  obstruction  is 
present,  it  is  incomplete  and  is  probably  in  the 
small  intestine.  However,  the  picture  fits  very 
well  that  of  paralytic  ileus  which  could  be 
secondary  to  an  inflammatory  process,  such  as 
ruptured  appendix.” 

Consultation  was  requested  and  an  operation 
was  recommended.  The  patient  was  transferred 
to  a general  hospital  and  was  operated  upon. 
The  operative  report  indicated  1000  ml  of  blood 
in  the  peritoneum  and  a ruptured  vessel  in  the 
mesentery  of  the  jejunum.  The  vessel  was 
ligated  and  a segment  of  small  bowel  was  re- 
sected. An  end-to-end  anastomosis  was  done. 

The  patient  made  an  uneventful  recovery  and 
no  longer  complained  of  the  severe  depressive 
symptoms  that  were  present  upon  admission. 
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CURRENT  MEDICARE  INFORMATION 
OF 

IMPORTANCE  TO  ALL  PHYSICIANS 

Following,  is  a statement  covering  sev- 
eral changes  of  importance  to  physicians  as 
these  matters  deal  with  reimbursement  for 
services  under  Medicare  supplementary  in- 
surance (Part  B)  program.  This  informa- 
tion has  been  submitted  to  the  Tennessee 
Medical  Association  from  the  Social  Se- 
curity Administration,  Department  of 
Health,  Education  and  Welfare.  The  follow- 
ing is  a clarification  of  recent  regulatory 
changes  in  reasonable  charge  computation. 

Reimbursement  for  Physician's  Services 

Under  the  Medicare  Supplementary 
Insurance  (Part  B)  Program 

Under  Part  B Medical  Insurance,  the  law 
provides  for  Medicare  payment  of  80  per- 
cent of  the  “reasonable  charge”  for  a phy- 
sician’s services  (after  the  $50  yearly  de- 
ductible is  met). 

The  law  also  specifies  the  essential  cri- 
teria for  determining  the  reasonable  charge. 
These  criteria  are  the  individual  physician’s 
customary  charge  for  the  given  service  and 
the  prevailing  rate  among  physicians  in  the 
area  for  that  service.  Also,  for  any  service, 
the  Medicare  carrier  shall  not  recognize  for 
Medicare  purposes  a charge  higher  than 
would  be  applicable  for  a comparable  ser- 
vice, rendered  under  comparable  circum- 
stances, to  the  carrier’s  own  policyholders 
and  subscribers.  Various  fees  for  a given 
type  of  service  may  be  charged  in  an  area, 
so  that  determination  of  what  fees  are 
“prevailing”  for  any  given  period  requires 
a statistical  analysis  of  fees  for  that  period. 
It  has  not  seemed  reasonable  to  take  the 
highest  or  lowest  fees  charged  for  a given 
service  as  the  prevailing  fee,  but  rather  to 
take  a point  somewhere  between  the  two. 

What  is  actually  taken  as  the  prevailing 
or  going  rate  for  the  respective  services  of 
physicians  in  an  area  is  not  the  simple 
average  of  the  various  fees  charged  for 
those  services,  although  it  has  often  been 


suggested  that  the  average  or  mean  fee  is 
the  one  that  should  be  taken  as  the  prevail- 
ing rate.  The  fact  is  that  Medicare  goes 
well  above  the  average  and  takes  as  the 
prevailing  rate  the  75th  percentile  of  the 
range  of  charges  for  a particular  service  in 
a locality. 

Until  recently,  the  Medicare  carriers’  in- 
structions called  for  their  setting  the  pre- 
vailing rate  at  “the  mean  plus  one  standard 
deviation.”  In  a normal  range  of  charges, 
this  would  result  in  taking  the  83rd  per- 
centile as  the  prevailing  charge,  but  the 
mathematics  could  work  out  to  a lower  or 
higher  percentile,  depending  on  the  distri- 
bution of  the  various  charges  in  the  set  of 
data.  The  concept  was  an  awkward  one  for 
the  Medicare  carriers  to  put  into  practice, 
and  consideration  was  given  early  in  1970 
to  changing  the  instructions  on  how  to 
arrive  at  prevailing  rates.  Then  in  1970 
both  Houses  of  the  Congress  passed  a bill, 
H.R.  17550,  which  contained  a provision  on 
the  point.  Section  224  of  that  bill  provided 
for  the  75th  percentile  to  be  used.  Although 
the  bill  was  not  finally  enacted  in  the  91st 
Congress,  the  sense  of  the  Congress  in  ap- 
proving the  use  of  the  75th  percentile  was 
given  effect  in  regulations  issued  in  Janu- 
ary, 1971. 

What  actual  effect  the  use  of  the  75th 
percentile  rather  than  the  “mean  plus  one 
standard  deviation”  may  have  on  the 
amount  established  as  the  prevailing  rate 
for  a given  service  depends  on  the  range  of 
customary  charges  in  the  area  for  that  ser- 
vice and  the  frequency  with  which  the 
service  is  rendered  at  the  various  charge 
levels.  For  example,  if  over  the  time  period 
considered,  there  were  1000  customary 
charges  at  $10  for  a service,  1000  at  $11,  and 
1000  at  $12,  the  prevailing  rate  would  be 
taken  as  $12  under  either  the  75th  per- 
centile or  the  83rd  percentile  approach.  Or 
if  all  physicians  in  the  area  had  the  same 
charge  for  the  service,  that  charge  would  be 
the  prevailing  charge,  for  it  would  repre- 
sent all  percentiles.  In  brief,  the  prevailing 
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rate  for  any  service  is  intended  to  cover  the 
full  customary  charges  of  those  physicians 
whose  billings  accounted  for  at  least  75  per- 
cent of  all  billings  in  the  area  for  that 
service.  Where  a patient  goes  to  a physician 
whose  charges  for  the  service  exceed  that 
level — that  is,  are  higher  than  those  charged 
by  his  colleagues  for  75  percent  of  similar 
services  in  the  area — Medicare  payment  is 
based  on  the  prevailing  rate. 

The  statistical  compilations  of  the  cus- 
tomary and  prevailing  rates  now  in  use  by 
Medicare  carriers  are  based  on  data  for  the 
full  year  1969.  Beginning  July  1,  1971,  the 
figures  for  the  year  1970  are  to  be  used,  with 
a corresponding  progression  at  the  begin- 
ning of  each  fiscal  year  thereafter.  There 
are  several  reasons  for  not  updating  the 
data  more  frequently.  One  is  that  a charge 
must  be  made  over  a reasonable  time  be- 
fore it  is  customary.  Also,  the  statistical 
analysis  itself  takes  time  to  accomplish. 
And,  were  Medicare  to  recognize  increases 
in  charges  very  quickly  as  they  are  made, 
there  would  be  room  for  rapid  escalation  of 
the  rates. 

It  is  of  course  true  that  where  Medicare 
reimburses  for  a physician  fee  on  the  basis 
of  a figure  lower  than  the  billed  amount, 
the  patient  may  be  called  upon  to  make  up 
the  difference,  but  this  occurs  only  in  a 
minority  of  cases.  If  the  physician  accepts 
assignment  of  the  claim  and  sends  his  bill 
directly  to  Medicare,  as  he  does  nationally 
in  three  out  of  five  cases,  he  must  as  part  of 
the  arrangement  agree  to  accept  as  his  full 
charge  the  amount  set  as  the  reasonable 
charge  for  Medicare  purposes.  In  the  other 
cases,  where  the  physician  bills  the  patient 
and  looks  to  him  for  payment,  with  the 
latter  making  claim  to  Medicare,  the  patient 
may  be  asked  to  pay  any  difference  between 
the  reasonable  charge  set  for  Medicare  pur- 
poses and  the  amount  of  the  physician’s  bill. 
In  practice,  in  some  of  these  cases  the  phy- 
sician does  not  ask  the  patient  to  pay  the 
difference. 

The  Social  Security  Administration  real- 
izes that  any  result  that  causes  beneficiaries 
to  be  liable  for  more  than  the  20  percent 
coinsurance  amount,  which  Medicare  does 
not  cover,  will  have  its  detractors  and  can 
be  difficult  for  an  individual  beneficiary  to 


cope  with.  The  alternative,  however — that 
of  recognizing  increases  in  rates  of  charges 
very  quickly  as  they  are  made,  or  even 
recognizing  charges  in  full  regardless  of 
how  high — could  greatly  increase  the  cost 
of  the  program  by  failing  to  offer  discour- 
agement to  increases  in  charges. 

Physician  Visits  for  Prescriptions 

Physician  visits  made  only  to  obtain  or 
renew  a prescription  are  not  covered  ser- 
vices when  no  other  medical  service  is  in- 
volved and  the  need  for  the  prescription 
was  previously  determined  so  that  no  ex- 
amination of  the  patient  is  performed. 

Modification  of  Nursing  Service  Requirements 
for  Rural  Hospitals 

A recent  amendment  to  Title  XVIII,  sec- 
tion 1861  (e)  (5)  of  the  Social  Security  Act 
modifies  the  nursing  service  requirement 
which  an  institution  must  meet  in  order  to 
qualify  as  a hospital.  The  purpose  of  the 
legislation  is  to  liberalize  the  nursing  ser- 
vice requirements  for  certain  small  rural 
hospitals. 

The  amendment  provides  that  until  Janu- 
ary 1,  1976,  the  Secretary  is  authorized  to 
waive  for  any  one-year  period  the  require- 
ment that  a hospital  must  provide  24-hour 
nursing  service  rendered  or  supervised  by 
a registered  professional  nurse  (except  that 
in  any  event  a registered  professional  nurse 
must  be  present  on  the  premises  to  render 
or  supervise  the  nursing  service  provided 
during  at  least  the  daytime  shift),  where 
immediately  preceding  such  1-year  period 
he  finds  that — 

“ (A)  the  hospital  is  located  in  a rural 
area  and  the  supply  of  hospital  services  is 
not  sufficient  to  meet  the  needs  of  in- 
dividuals residing  in  the  area, 

“ (B)  the  failure  of  the  hospital  to  qualify 
would  seriously  reduce  the  availability  of 
such  services  to  those  individuals,  and 
“ (C)  the  hospital  has  made,  and  con- 
tinues to  make,  a good  faith  effort  to  com- 
ply with  the  nursing  service  requirement, 
but  compliance  is  impeded  by  the  lack  of 
qualified  nursing  personnel  in  the  area.” 
The  waiver  of  the  24-hour  registered 
nurse  requirement  will  be  granted  on  an 
annual  basis  for  not  more  than  one  year  at 
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a time.  The  waiver  authority  expires  at  the 
end  of  1975.  The  purpose  of  the  expiration 
date  is  to  allow  Congress  to  reassess  the 
supply  of  nursing  personnel  at  that  time  to 
determine  whether  the  waiver  provision  is 
still  needed. 

When  Routine  Foot  Care  is  not  "Routine" 

Routine  foot  care  is  excluded  from  cover- 
age under  Medicare.  However,  for  in- 
dividuals with  certain  disease  processes,  the 
nonprofessional  performance  of  some  rou- 
tine foot  care  procedures  can  present  a 
hazard.  When  a beneficiary  is  currently 
under  the  care  of  a doctor  of  medicine  or 
osteopathy  for  a metabolic  disease  (e.g. 
diabetes  mellitus)  or  for  any  other  condi- 
tion which  has  resulted  in  circulatory  em- 
barrassment or  desensitization  of  the  legs  or 
feet,  payment  can  be  made  for  services  such 
as  cutting  or  removal  of  corns,  calluses  or 


warts,  trimming  of  toenails  and  similar 
procedures  which  might  present  a hazard  if 
performed  on  a nonprofessional  basis. 
When  a podiatrist  renders  services  to  a 
patient  under  these  special  circumstances, 
the  claim  must  identify  the  name  of  the 
M.D.  or  D.O.  currently  treating  the  patient, 
and  specifically  describe  the  patient’s  com- 
plicating systemic  disease  or  other  condi- 
tion. 

More  Items  Concerning  Foot  Care  Coverage 

Payment  may  be  made  for  laboratory 
tests  ordered  by  podiatrists — where  per- 
mitted by  State  law  and  when  the  tests  are 
reasonably  related  to  the  legal  scope  of 
podiatric  practice — if  the  laboratory  tests 
are  reasonable  and  necessary  for  the  diag- 
nosis or  treatment  of  a patient’s  condition 
and  if  they  are  not  in  connection  with  ex- 
cluded services. 


* * * 


INDICATIONS  OF  THE  QUALITY  OF 
AMERICAN  MEDICINE 

The  Nobel  Prize  in  Physiology  and  Medicine 
is  recognized  throughout  the  world  as  one  of  the 
highest  awards  in  medicine.  Since  1950  Ameri- 
cans have  won  awards  in  16  of  the  21  years. 
Further,  in  the  20  year  period  prior  to  1950, 
Americans  had  won  awards  on  9 separate  oc- 
casions. By  contrast,  from  1910  to  1930,  Ameri- 
cans had  won  Nobel  Prizes  in  Physiology  and 
Medicine  in  only  3 of  the  years. 

Since  the  beginning  of  the  Nobel  Prize  awards 
in  1901,  American  Medicine  has  steadily  im- 
proved and  is  now  a frequent  winner  among 
the  countries  of  the  world.  Our  most  recent 
laureate  Doctor  Julio  Axelrod,  a 1970  winner, 
has  maintained  the  tradition  of  American  medi- 
cine with  his  excellent  work  on  the  mechanisms 
which  regulate  the  formation  and  inactivation 
of  norepinephrin. 

This  year’s  Lasker  Awards  suggest  a high 
level  of  sophistication  in  American  Medical  re- 
search. Doctor  Earl  W.  Sutherland,  one  of  the 
two  Lasker  Award  winners,  described  a new 
chemical  intermediary,  cyclic  adenylic  acid 
(AMP),  and  demonstrated  that  it  participates 
in  a wide  range  of  bio-chemical  and  physiologi- 
cal control  and  regulatory  mechanisms.  The 
other  winner,  Doctor  Robert  A.  Goud,  “trans- 


planted bone  marrow  cells  into  immunologically 
deficient  children,  thus  reconstituting  both  sys- 
tems of  immunologically  active  cells  and  saving 
the  children  from  heretofore  uniformly  fatal 
infection.” 

As  an  appropriate  climax  to  these  gratifying 
events  Oxford  University  in  Great  Britain  re- 
cently reached  across  the  Atlantic  to  invite 
Doctor  Paul  B.  Beeson  of  Yale  University  to 
assume  a chair  in  its  medical  school  and  the 
prestigious  title  of  Nuffield  Professor  in  Clinical 
Medicine. 

Each  year  a stream  of  the  graduates  of  for- 
eign schools  is  attracted  to  the  United  States  for 
training  in  general  medicine  and  the  specialties. 
In  some  foreign  countries  the  chances  for  pro- 
motion are  markedly  increased  if  one  has  had 
at  least  part  of  his  training  in  the  United  States. 
The  large  volume  of  excellent  medical  research 
in  America  as  reported  in  medical  journals  of 
world-wide  circulation  and  the  names  of  famed 
teachers  and  investigators  are  a powerful  attrac- 
tion for  these  temporary  visitors.  Some  foreign 
graduates  who  receive  their  post  doctoral  train- 
ing in  America  return  to  their  own  countries  and 
become  world  renowned  in  their  own  right.  One 
such  individual  is  Christian  Barnard.  The  great 
medical  centers  of  North  America  now  offer  the 
attractions  which  were  once  the  hallmark  of 
England  and  the  continent.  ( From  the  Rhode 
Island  Medical  Journal ) 


TENNESSEE  MEDICAL  SCHOOLS  RECEIVE  $42,819.17  . . . The  American  Medical 
Association's  Education  and  Research  Foundation  recently  awarded  checks 
to  Tennessee  Medical  Schools  • . . Vanderbilt  University  received 
$13,897.80;  University  of  Tennessee  College  of  Medicine,  $23,486.76; 
and  Meharry  Medical  College  $5,434.61  • • . The  checks  were  presented 
to  representatives  of  the  three  medical  schools  by  the  TMA  Committee 
on  AMA-ERF  during  the  first  session  of  the  House  of  Delegates  during 
the  state  meeting  in  Chattanooga  ...  In  1970,  more  than  $1,000,000 
was  contributed  to  AMA-ERF,  including  $515,569  from  physicians,  $88,917 
from  medical  societies,  and  $494,692  from  the  Woman's  Auxiliaries  . . . 
Of  the  participating  50  state  and  4 area  medical  societies,  Tennessee 
contributed  the  ninth  largest  amount  to  the  Foundation  ($34,580).  Only 
the  populous  states  of  California,  Illinois,  Indiana,  Michigan,  New 
York,  Ohio,  Pennsylvania  and  Texas  made  a larger  contribution.  The  TMA 
Woman's  Auxiliary  contribution  of  $26,763  was  the  fourth  largest  after 
California,  Michigan  and  Ohio.  Tennessee  physicians  contributed  $7,816. 

* * * * # 

TMA  BOARD  COMMITTEE  PLANS  STUDY  OF  MEDICAL  LICENSURE  ...  The  TMA  Board 
of  Trustees  has  established  a study  committee  on  medical  licensure.  The 
committee  will  have  a heavy  responsibility  in  considering  the  necessary 
revisions  in  the  medical  practice  act  as  a result  of  the  FLEX  program 
(Federal  Licensure  Examination),  sponsored  by  the  Federation  of  State 
Boards  of  Medical  Examiners.  FLEX  is  basically  an  institute  for  exam- 
ining. Efforts  are  underway  to  establish  a national  uniform  licensing 
board  procedure  for  all  states.  All  but  13  states  have  now  adopted  the 
FLEX  examination.  As  of  1972,  those  states  who  do  not  participate  in 
the  FLEX  program  will  not  be  eligible  to  reciprocate  licensure  with 
other  states.  If  Tennessee  does  not  choose  to  adopt  the  program,  it 
will  work  a hardship  on  Tennessee  physicians.  Tennessee  doctors  taking 
the  examination  after  1972  would  not  be  able  to  reciprocate  in  any 
other  state  for  a medical  license.  Tennessee  does  not  now  participate 
m the  FLEX  program.  To  do  so,  the  Medical  Practice  Act  will  have  to  be 
changed.  Such  a step  is  full  of  danger  as  recognized  by  TMA  ...  If 
Tennessee  adopts  the  FLEX  program  it  would  replace  the  Medical  Examiners 
Board  Examination.  This  does  not  affect  the  Basic  Science  Examination. 
Thirty-six  of  the  fifty  states  however  do  not  now  require  basic  science 
examinations  . . . The  Committee  is  scheduled  to  begin  its  deliberations 
with  the  first  meeting  on  July  18,  and  results  of  the  action  taken  will 
affect  many  physicians  in  the  state. 

EXHIBITORS  REPORT  . . . TMA  is  informed  that  the  Medical  Exhibitors  Asso- 
ciation evaluation  has  found  that  80 % of  the  technical  exhibitors  at 
the  1971  Annual  Meeting  gave  the  meetings  exhibit  a favorable  mating  ; 

34  of  38  surveyed  indicated  that  physicians  registered  showed  interest 
m the  exhibits,  and  35  of  38  surveyed  (92%)  of  the  exhibitors  were 
pleased  with  the  traffic  passing  their  displays. 
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WHAT  ARE  OTHER  STATE  MEDICAL  ASSOCIATIONS  MEMBERSHIP  DUES. 


Of  the  50 


state  medical  societies  (including  the  District  of  Columbia),  14  have 
annual  dues  of  $100  or  more.  The  blue  ribbon  winners  in  this  derby  ares 
Minnesota  ($100),  Arizona  ($105),  New  Mexico  ($105),  Illinois  ($105), 
Idaho  ($120),  Michigan  ($125),  Oregon  ($125),  North  Dakota  ($125), 

South  Dakota  ($125),  Hawaii  ($140),  North  Carolina  ($145),  Wisconsin 
($145),  Iowa  ($150),  and  Alaska  ($200)  • • . Then  there  are  32  state 
associations  with  annual  dues  between  $60  and  $90  (including  Tennessee), 
and  finally,  only  5 with  dues  under  $60.  These  five  are  Massachusetts 
($35),  Connecticut  ($50),  Ohio  ($50).  New  Jersey  ($55),  and  Texas 
($55).  In  other  words,  if  you  list  the  state  medical  societies  in  order, 
according  to  amount  of  dues.  New  Jersey  is  48th  from  the  top-$55  a year 
in  dues,  compared  with  the  median  at  $85  • . . TMA  dues  are  $5  less 
than  the  median  average. 
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QUESTIONS  OFTEN  ASKED-ETHICS  OF  PHYSICIAN  OWNERSHIP  OF  HOSPITALS  . . . 

An  opinion  on  the  ethics  of  physician  ownership  of  for-profit  hospitals 
has  been  submitted  by  the  AMA  Judicial  Council  and  adopted  by  the  AMA 
House  of  Delegates.  The  statement  follows:  "(1)  Under  no  circumstances 
may  the  physician  place  his  own  financial  interest  above  the  welfare  of 
his  patients.  The  prime  objective  of  the  medical  profession  is  to 
render  service  to  humanity;  reward  for  financial  gain  is  a subordinate 
consideration  . • . (2)  When  in  the  course  of  the  physician-patient 
relationship  a conflict  develops  between  the  physician's  financial 
investments  and  the  physician's  allegiance  to  his  patient,  the  conflict 
must  be  resolved  to  the  patient’s  benefit  . • . (3)  It  is  not  in  itself 
unethical  for  a physician  to  own  a for-profit  hospital  or  interest 
therein.  The  use  the  physician  makes  for  his  ownership  or  interest  may, 
however,  be  definitely  unethical.  For  example,  for  a physician  to  send 
a patient  to  such  a hospital  or  to  prolong  a patient's  stay  in  the 
hospital  for  his  financial  benefit  rather  than  solely  for  the  patient's 
need  and  benefit  would  be  unethical  • . • (4)  When  a physician  has  an 
interest  in  or  owns  a for-profit  hospital  to  which  he  sends  his 
patients,  he  has  an  affirmative  ethical  obligation  to  disclose  this 
fact  to  his  patient." 


* * * * * 


TELEPHONE  LISTINGS  ...  A physician's  telephone  listing  should  be 
followed  by  "MD"  but  not  by  the  abbreviations  "SC"  (Service  Corpora- 
tion), "PA"  (Professional  Association),  or  other  than  that  intended  to 
describe  the  corporate  nature  of  his  practice,  AMA's  Judicial  Council 
has  recommended.  In  1966,  the  Judicial  Council  and  the  American 
Telephone  & Telegraph  Company  developed  Guidelines  for  Telephone 
Directory  Listings  that  would  be  helpful  to  the  public  and  in  keeping 
with  the  dignity  with  professional  medical  practices.  Since  then,  there 
has  been  a trend  toward  incorporating  medical  practice  and  some  phy- 
sicians have  sought  to  use  telephone  directory  listings  describing  the 
business  or  corporate  nature  of  their  practice.  Such  listings  are  for 
personal,  business  or  purported  legal  reasons  and  are  not  helpful  to 
the  public,  the  Judicial  Council  stated.  Legal  experts  advised  that  the 
evidentiary  value  of  such  listings  is  minimal.  If  a physician  wishes  to 
obtain  an  additional  listing  to  describe  the  business  or  corporate 
nature  of  his  practice,  this  is  a matter  to  be  resolved  between  him  and 
the  telephone  company,  the  Judicial  Council  opinion  stated. 


Hadley  Williams,  Public  Service  Director 


CHANGE  IN  SOCIAL  SECURITY  DISABILITY  CLAIMS  IN  EFFECT  ...  Dr.  James  C. 
Gardner,  Administrative  Medical  Consultant  for  disability  determination 
under  Vocational  Rehabilitation  and  chairman  of  the  TMA  Committee  on 
Rehabilitation  reports  certain  changes  in  the  medical  report  procedures 
for  social  security  disability  claims.  The  following  explanation  has 
been  submitted  by  Dr.  Gardner  for  the  benefit  of  all  TMA  members: 

"Under  the  provisions  of  the  Social  Security  Act,  state  agencies  have 
the  responsibility  for  rendering  decisions  on  the  disability  claim 
filed  by  residents  of  the  state.  The  decisions  for  Tennessee 
residents  are  made  by  the  Disability  Determination  Section  of  the 
Division  of  Vocational  Rehabilitation,  1808  West  End  Avenue, 

Nashville,  Tennessee  37203,  through  an  agreement  with  the  Social 
Security  Administration. 

When  the  claimant  files  for  disability  benefits  at  the  local  Social 
Security  Office,  he  is  advised  of  his  responsibility  to  furnish 
medical  evidence  in  support  of  his  claim.  In  the  past.  Social 
Security  offices  have  assisted  the  claimant  in  securing  medical 
evidence  from  physicians,  hospitals  and  other  treating  sources.  On 
claims  filed  after  June  10,  1971,  the  Disability  Determination  Section 
will  assume  responsibility  for  aiding  the  claimant  in  securing 
medical  evidence  to  support  his  claim. 

While  this  agency  will  assist  the  applicant  in  securing  medical 
records  from  treating  sources,  the  Government  does  not  assume 
responsibility  for  any  charges  made  by  the  sources  for  these  initial 
reports. 

Physicians  in  this  agency  participate  in  each  disability  decision. 
These  physicians  review  all  reports  from  treating  physicians, 
hospitals,  and  other  medical  sources  and  frequently  discuss  the 
case  with  the  attending  physician  by  telephone. 

Under  the  new  procedure,  we  expect  to  refine  the  requests  and  seek 
more  specific  information  from  the  treating  sources  on  the  initial 
contact.  This  should  eliminate  re-contacts  for  additional  information 
and  thus  lighten  the  paper  work  of  the  physicians.  As  physicians, 
your  reports  from  information  in  your  files,  are  very  valuable  in 
the  adjudication  process  and  enables  your  patient  to  meet  his 
obligation  to  provide  initial  medical  evidence  to  support  his 
claim  for  disability. 

We  foresee  considerable  reduction  in  the  physician's  burden  of 


supplying  multiple  written  reports.  Effective  administration  of  this 
new  procedure,  and  of  the  entire  disability  program,  depends  in  great 
measure  on  the  active  cooperation  of  the  medical  profession.  We 
request  your  full  cooperation  in  this  respect." 

$ s§c  :jc  sj:  sje 

MEDICAL  ASSISTANTS  ELECT  OFFICERS  ...  The  Tennessee  Society  of  the 
American  Association  of  Medical  Assistants  have  elected  Mrs.  Mickey 
Maxwell  of  Maryville  as  President  for  1971-72.  Other  officers, 
installed  during  the  organization's  recent  annual  meeting  in  Jackson, 
include:  Mrs.  Alta  Shook  of  Nashville,  President-Elect;  Mrs.  Judy  Burks 
of  Jackson,  Vice-President;  Mrs,  Sue  McJunkin  of  Knoxville,  Secretary; 
and  Mrs.  Ruby  Wolfe  of  Chattanooga,  Treasurer. 
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CHAMBER  OF  COMMERCE  SETS  HEALTH  CARE  POLICY  . . . The  National  Chamber 
of  Commerce  has  completed  a policy  referendum  which  will  provide  the 
Chamber  with  a firm  base  for  strategy  on  health  care  legislation. 

Voting  through  the  2,700  Local  and  State  chambers  and  1,100  trade  and 
professional  associations  that  are  members  of  the  National  Chamber 
Federation,  the  business  people  approved  10  of  the  11  policy 
declarations  by  the  required  two-thirds  majority. 

Not  approved  was  Policy  Declaration  No,  9,  which  recommends  a Federal 
requirement  that  all  employers,  public  and  private,  provide  their 
employees  with  a minimum  basic  health  insurance  package.  It  received 
61.4%  approval,  less  than  the  necessary  two-thirds  required  for 
adoption.  This  proposal  and  alternatives  may  be  considered  by  the  Board 
of  Directors  at  its  June  25  meeting. 

Three  of  the  policy  proposals  were  approved  by  more  than  90  percent  of 
the  votes.  They  called  for:  (1)  quality  care  at  reasonable  cost  to  all 
Americans,  without  limiting  freedom  of  choice  or  flexibility,  and 
without  federalization,  (2)  the  same  tax  treatment  for  the  health 
insurance  premiums  of  the  self-employed  as  for  employees  under  employer- 
financed  plans,  and,  (3)  a national  program  of  health-care  education  for 
all  Americans. 

Other  policy  proposals  receiving  approval  are  those  seeking  reform  in 
the  following  areas:  (1)  Federal  aid  to  increase  the  number  and  dis- 
tribution of  health-care  professionals,  including  new  categories  of 
professionals,  (2)  area-wide  health  care  "planning  councils"  to 
maximize  efficient  use  of  medical  resources,  (3)  an  end  to  "cost  plus" 
reimbursement  of  hospitals,  (4)  financial  accountability  for  tax-exempt 
hospitals,  (5)  experimentation  with  new  forms  of  health  care  delivery, 
such  as  "prepaid  group  practice,"  and,  (6)  universal  protection  against 
the  expenses  of  "catastrophic  illness"  through  private  programs  to  the 
maximum  extent  possible,  supplemented  by  Federal  funds  if  necessary. 

The  Senate  Finance  Committee  has  held  a few  days  of  hearings  on  health 
care  legislation,  and  the  House  Ways  and  Means  Committee  is  expected  to 
hold  health  care  hearings  during  July. 
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In  the  brief  tenure  of  office  granted  to  me,  I keep  stumbling  up 
against  a large  and  difficult  question.  Pressures  continue  to  rise 
against  the  physician  and  his  stand  for  certain  basic  requirements 
in  the  practice  of  medicine,  some  of  them  subtle,  and  some  obvious 
and  overwhelming.  The  pressures  over  the  past  few  years  mounted 
with  the  development  of  the  Medicare  program  which  established 
the  principle  of  a gift  from  government  regardless  of  need.  The 
development  of  the  Medicaid  program  (over  which  the  representa- 
tives of  the  medical  profession,  both  nationally  and  in  the  State  of 
Tennessee,  struggled  for  a period  of  years)  brought  forth  a pro- 
gram which  would  not  disrupt  distribution  of  medical  services  and 
also,  in  Tennessee,  would  keep  the  cost  of  the  program  in  our  state 
at  a level  which  the  state  could  afford. 

In  the  accomplishment  of  the  above  two  principles  of  maintaining  medical  practice  and 
of  fiscal  responsibility,  we  have  succeeded  well,  and  the  medical  profession  has  pro- 
vided services  to  the  people  covered  under  these  programs.  The  efforts  to  keep  the 
private  sector  of  medicine  sound  and  vital  have  succeeded.  Medicine  now  encounters 
from  the  Department  of  Health,  Education,  and  Welfare,  and  from  the  Republican  Ad- 
ministration what  is,  in  fact,  an  assault  upon  the  integrity  of  medical  practice.  The  pro- 
posed development  of  health  maintenance  organizations  on  the  scale  proposed  by  the 
Administration  would  provide  the  death  knell  for  private  practice.  The  struggle  to 
maintain  medical  care  in  small  communities  would  inevitably  be  wiped  out.  The  priv- 
ate practitioner,  who  has  already  been  written  off  by  the  socialist  and  laborite  will  in- 
deed become  extinct. 

The  point  I am  attempting  to  make  is  that  it  is  difficult  to  tell  who  are  our  friends. 
The  tremendously  extensive  and  expensive  proposals  for  Peer  Review  Organizations, 
involving  the  use  of  enormous  funding  from  the  National  Capital  is  beyond  anything 
that  state  medical  organizations  can  encompass.  This  means  that  we  will  have  to  make 
the  effort  to  set  up  an  ancillary  Foundation  within  the  states  to  meet  the  needs  of  this 
broad  and  expensive  governmental  effort  to  do  what  we  have,  in  fact,  been  doing  on 
our  own.  In  spite  of  our  feeling  of  frustration  at  the  continued  attack  on  the  profes- 
sional man  and  his  integrity,  I feel  that  the  organizations  in  medicine  must  indeed  be 
the  organizing  agency  for  these  Foundations. 

Two  documents  I secured  recently  indicate  that  Tennessee  has,  in  fact,  done  an  ex- 
cellent job,  and  that  a recent  audit  of  the  Medicaid  Program  in  our  state  reveals  only  a 
small  number  of  minor  deficiencies.  Professionally  the  program  has  been  exemplary. 
Fiscally  it  has  been  sound.  In  spite  of  these  facts  and  of  the  excellent  results  in  the 
program  by  use  of  fiscal  intermediaries,  the  program  itself  is  under  attack.  Political 
elements  in  the  state  would  have  the  State  Government  replace  the  intermediaries  as 
the  fiscal  agents  for  Tennessee.  We  in  medicine  have  opposed  such  a move,  and  have 
consistently  supported  the  intermediary.  This  is  another  effort  to  put  power  over 
medicine  in  the  government. 

The  purpose  of  all  this  letter  is  to  bring  out  the  fact  that  medicine  must  now  adopt 
a set  of  standards  which  we  cannot  go  beyond.  I do  not  use  the  word  STRIKE  because 
I do  not  believe  it  applicable.  We  in  medicine  will  continue  to  take  care  of  the  sick. 
Whether  or  not  we  participate  in  government  financed  and  controlled  programs  must 
remain  the  prerogative  of  organized  medicine  and/or  the  individual  physician.  We  must 
now  establish  the  line  beyond  which  we  do  not  participate  in  government  medicine 
even  while  we  care  for  the  sick. 


John  H.  Saffold 


Sincerely, 


President 
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EDITORIAL 

VENEREAL  DISEASE— 1971 

Gonorrhea,  the  most  common  reportable 
communicable  disease  for  the  Nation,  is  vir- 
tually pandemic;  syphilis  stands  third  in 
the  list  of  reportable  diseases.  An  Edito- 
rial1 in  the  JAMA  commenting  upon  the 
recent  report  of  the  American  Social  Health 
Association2  calls  attention  to  the  “near 
doubling  of  reported  cases  of  gonorrhea 
since  1965,  while  reported  cases  of  infec- 
tious syphilis  rose  for  the  first  time  since 
that  year.”  The  number  of  reported  cases 
of  infectious  syphilis  in  1970  was  20,168,  and 
of  gonorrhea  573,000.  However,  since  80% 
of  patients  with  venereal  disease  are 
treated  by  doctors  in  private  practice  and 
only  12%  of  these  are  reported  by  them,  the 
true  picture  is  obviously  much  different.  It 
is  estimated  that  250,000  patients  having 
syphilis  were  treated  in  1970  and  that  over 
2 million  patients  were  treated  for  gonor- 
rhea. How  many  go  undiagnosed  and  un- 
treated is  anyone’s  guess. 

In  some  studies  it  has  been  shown  by  cul- 
ture methods  that  one  of  12  women  in  pre- 


natal clinics  are  infected  with  the  gonococ- 
cus but  unaware  of  the  infection;  in  certain 
family  planning  clinics  a similar  incidence 
has  been  demonstrated — one  in  10  women. 
It  is  generally  accepted  that  in  the  great 
majority  of  women  the  infection  is  asymp- 
tomatic; 80  to  90%  may  fall  into  this  cate- 
gory. Therefore  it  is  quite  impossible  to 
make  an  accurate  statement  of  the  number 
of  patients  who  go  undiagnosed  and  un- 
treated. 

In  addition  to  reported  cases  of  infectious 
syphilis,  64,962  cases  of  “other”  syphilis 
were  reported  mainly  found  through  sero- 
logic testing.  Of  these  15,425  were  in  the 
early  latent  stage  and  thus  potentially  in- 
fectious through  relapse.  Again  one  won- 
ders how  many  individuals  in  the 
noninfectious  stage  go  unrecognized  and 
untreated,  to  pay  with  morbidity  or  with 
death  one  to  two  decades  later? 

Thus,  our  society  faces  endemic  diseases 
which  never  can  be  expected  to  die  out 
naturally.  New  candidates  for  infection  are 
being  added  daily  to  an  infected  population. 
The  unidentified  and  untreated  syphilitic 
presents  an  infectious  stage  for  weeks  and/ 
or  months  to  be  followed  by  up  to  2 years, 
in  the  stage  of  early  latency,  with  the 
potential  hazard  of  infectious  relapse  before 
he  develops  the  immunity  which  makes 
him  safe  as  a sexual  partner,  though  with  a 
25%  or  more  probability  of  life  endangering 
disease  a couple  of  decades  later.  The  un- 
identified and  untreated  patient  with  gonor- 
rhea, though  sooner  or  later  becoming 
cured  spontaneously  but  never  developing 
immunity,  commonly  goes  through  numer- 
ous and  repeated  episodes  of  an  infection 
which  is  the  most  common  cause  of  sterility 
and  with  a 10%  mortality  rate  if  tubo- 
ovarian  abscess  develops,  and  less  frequent 
other  morbid  processes. 

These  are  diseases  of  the  young.  In  1969 
the  population  by  ages  were:  10-14  years, 

20.5  millions  (10%  of  the  total  population) ; 
15-19  years,  18  million  (9%);  20-24  years 

14.5  million  (7%).  For  primary  and 
secondary  syphilis  the  cases  per  100,000 
population  were:  1,  19,  and  36  for  these  age 
categories.  For  gonorrhea  they  were:  21, 
712,  and  1,412  per  100,000.  To  put  these  into 
another  perspective;  the  country’s  popula- 
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tion  is  about  half  and  half,  24  years  and 
below,  and  25  and  above.  The  syphilis 
rates  are  the  same  from  15  to  24,  as  for  all 
ages  above  25;  the  rate  for  gonorrhea  per 
100,000  among  those  24  and  younger  is  372, 
and  for  all  ages  above  25  years,  179. 

Both  the  professional  and  lay  concern 
about  polio  and  rheumatic  fever,  for  ex- 
ample, are  piddling  as  compared  to  the 
venereal  diseases.  Of  communicable  dis- 
eases reported  in  the  U.S.  during  1969,  the 
following  rates  per  100,000  should  be  com- 
pared to  the  figures  cited  above.  Scarlet 
fever  and  streptococcal  sore  throat  only 
stand  between  gonorrhea  and  syphilis  in 
frequency.  Mumps,  rubella,  hepatitis  and 
tuberculosis  fall  into  the  50±  cases  per 
100,000  categories;  measles,  salmonellosis, 
shigellosis,  whooping  cough,  rheumatic 
fever  and  malaria  are  less  than  25  cases  per 

100.000,  and  the  last  4 are  infinitesimal  per 

100.000. 

Figures  and  rates  should  not  be  the  only 
primary  interest  in  respect  to  the  genitoin- 
fectious  diseases.  They  demand  a viewpoint 
radically  different  from  that  related  to  the 
other  infectious  diseases  which  have  de- 
creased progressively,  almost  to  the  vanish- 
ing point,  because  of  environmental  control, 
immunization,  immunity  and  therefore  a 
progressively  lessened  opportunity  for  ex- 
posure to  others  in  a contagious  state.  No 
environmental  factors  are  involved  in  the 
genitoinfectious  diseases.  Immunization  has 
not  evolved  to  date.  No  immunity  develops 
to  gonorrhea;  “tissue”  immunity  becomes 
established  to  syphilis  only  in  several 
years  during  which  infectious  relapse  oc- 
curs in  a fourth  of  the  cases.  A powerful 
biologic  urge  propels  the  human  being  into 
a situation  of  possible  contagion  uncon- 
trolled by  the  ability  to  reason. 

Why  the  problem  today?  The  human 
animal  has  not  changed.  Sexuality  is  a bio- 
logic quality  recognized  throughout  the 
ages, — in  the  Old  Testament,  by  the  Greek, 
Roman,  and  other  writers  of  antiquity  in 
India,  China,  Persia,  as  well  as  by  the 
figurines  of  aboriginal  culture,  Inca,  Aztec, 
or  Polynesian.  Kinsey  stripped  the  veil 
from  Victorian  myths  and  demonstrated 
what  reason  had  dictated,  that  civilization 
does  not  change  biologic  drives  of  human 


beings  whether  clothed  in  trousers,  hoop 
skirts,  or  in  bikinis. 

However,  we  face  new  problems  to  which 
we  must  attempt  to  find  answers — an  in- 
creased frequency  of  genitoinfectious  dis- 
ease and  especially  in  the  young.  I assume 
no  greater  sexual  drive  in  today’s  youth 
than  in  its  grandparents,  but  a multiplicity 
of  factors  have  taken  “the  jam  from  a high 
shelf  to  a lower  one  where  the  youngster 
can  get  his  fingers  into  the  sweet  stuff.” 
Permissiveness  has  removed  parental  ad- 
monitions. Whatever  “moral”  limitations  to 
promiscuity  were  placed  by  religion,  cus- 
toms, family  or  society  have  slackened 
notably.  I have  described  an  automobile  as 
a “mobile  bar  and  house  of  assignation” — 
transportation  to  reach  seclusion.  (Cars 
owned  by  the  young  and  individual  charge 
accounts  are  at  an  all  time  high.)  Alcohol 
and  drugs  decrease  inhibitions.  The  pill  has 
removed  much  of  the  fear  of  pregnancy, 
although  the  teenage  pregnancy  rate  is  ris- 
ing, attended  by  increasingly  teenage  mar- 
riages and  an  anticipated  high  divorce  rate. 
All  of  these  factors  permit  a freedom  in 
sexual  experimentation  denied  parents  and 
grandparents  in  their  formative  years. 

Those  of  us  with  interest  wonder  how  to 
go  about  salvaging  the  physical  and  mental 
health  of  these  our  future  leading  citizenry, 
for  genitoinfectious  disease  knows  no  social 
or  ethnic  boundaries. 

(1)  The  most  scientific  answer  would  be 
a method  of  immunization  and  let  it  go  at 
that. 

(2)  It  has  been  shown  that  sex  education 
for  65%  of  the  young  is  by  peers — what  a 
faculty  of  the  ignorant!  However,  this 
seemingly  is  preferred  by  parents,  school 
boards,  legislators  and  others  who  with 
head  in  the  sand  orate  against  sex  educa- 
tion in  schools  as  pornography.  (VD  should 
share  time  with  drug  abuse  on  TV  and  the 
radio,  and  the  condom  needs  to  be  brought 
out  of  limbo.) 

(3)  Medical  educators  and  faculties  are 
in  the  same  category  at  a professional  level. 
The  lack  of  knowledge  of  the  natural  his- 
tory of  the  genitoinfectious  diseases  among 
medical  students,  internes,  residents  and 
younger  members  of  the  faculty  is  in  gen- 
eral abysmal.  (I  suggest  a self  assessment 
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test!)  Here  are  diseases  with  implications 
for  serious  complications,  even  lethal,  and 
for  preventive,  sociologic,  societal,  epide- 
miologic, and  psychiatric  facets  not  evident 
in  any  other  infectious  disease,  but  offering 
broad  educational  experience  in  human  be- 
havior applicable  to  many  aspects  of  medi- 
cine. Yet,  derived  from  a questionnaire 
developed  by  WHO  for  the  world’s  medical 
schools,  it  appears  that  for  the  medical 
schools  of  the  U.S.  the  average  time  allotted 
to  venerology  was:  for  theoretical  instruc- 
tion 5 hours,  for  clinical  instruction  6.7 
hours,  for  the  public  health  aspects  of  dis- 
ease 2.6  hours.  The  development  of  elective 
aspects  of  curricula  in  the  U.S.  in  the  sev- 
eral years  since  this  study  no  doubt  would 
indicate  the  time  allotted  to  be  zero  for 
many  students.  Amazing,  is  it  not,  in  these 
days  of  all  the  gobbleydgook  about  “helping 
people,”  “community  medicine,”  “treating 
the  whole  person”  and  the  other  facets  of 
activism!  (A  few  schools  in  the  past  several 
years  are  offering  courses  in  sexuality.) 

(4)  And  what  of  the  practitioner  of 
medicine  who  works  hand  in  glove  with  the 
gonococcus,  and  the  treponeme  to  spread 
the  disease?  Doctors  treat  80%  of  the 
patients  having  genitoinfectious  disease,  yet 
report  only  about  12%  as  admitted  by  their 
own  answers  to  questionnaires.  This  repre- 
sents sabotage  for  the  epidemiologic  con- 
trol of  these  diseases,  the  only  weapon 
which  can  be  sharpened  to  attack  this  great 
problem — to  find  the  source  and  to  treat  it. 
Continuing  education  is  needed  to  remind 
older  doctors  of  what  they  have  known,  and 
to  give  primary  education  to  the  many 
graduates  of  recent  years  who  know  little 
if  anything  of  the  natural  history  of  the 
genitoinfectious  diseases.  Continuing  edu- 
cation to  use  cultures  as  they  do  the  Pap 
smear  to  find  the  three-quarters  or  so  of 
asymptomatic  female  carriers  and  the 
smaller  number  of  male  carriers. 

(5)  Lastly,  epidemiologic  control  de- 
mands money  and  much  of  it.  In  the  early 
50’s,  federal  money  for  VD  control  began  to 
be  curtailed  because  of  a false  sense  of 
security  in  falling  rates  for  these  diseases. 
In  1953,  I3  wrote  of  syphilis,  “Public  health 
activities  must  include  continued  case  find- 
ing and  contact  investigation  to  prevent  re- 


filling the  pool  of  infectious  syphilis  among 
the  sexually  promiscuous  group.”  The  year 
1958  saw  the  beginning  of  the  ever  mount- 
ing frequency  of  the  genitoinfectious 
diseases  to  present  as  a major  health  prob- 
lem of  world-wide  proportions. 

As  a profession  and  individually  we 
should  lend  a hand  in  meeting  the  needs 
discussed  above. 

R.H.K. 

1.  Editorial:  Venereal  Disease,  JAMA  216: 

1472,  1971. 

2.  Today’s  Venereal  Control  Problem — 1971, 
New  York.  American  Social  Health  Association, 
1971. 

3.  Kampmeier,  R.  H.:  Comments  on  the  pres- 
ent day  management  of  syphilis,  Southern  Med. 
J.  46:226-237,  1953. 


IN  MEMORIAM 


Foree,  William  E.,  Sr.,  Athens.  Died  May  26, 
1971,  Age  69.  Graduate  of  the  University  of 
Louisville  College  of  Medicine  in  1926.  Member 
of  the  McMinn  County  Medical  Association. 

Glover,  Clarence  Hays,  Memphis.  Died  May 
3,  1971,  Age  82.  Graduate  of  the  University  of 
Tennessee  College  of  Medicine  in  1916.  Member 
of  Memphis-Shelby  County  Medical  Society. 

McAnulty,  Bedford  F.,  Bolivar.  Died  May  14, 
1971,  Age  65.  Graduate  of  the  University  of  Ten- 
nessee College  of  Medicine  in  1929.  Member  of 
the  Consolidated  Medical  Assembly  of  West  Ten- 
nessee. 
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New  Members 


The  Journal  takes  this  opportunity  to  wel- 
come these  new  members  of  the  Tennessee 
Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Clifton  Ranee  Cleaveland,  M.D.,  Chattanooga 
Charles  Mason  von  Henner,  M.D.,  Chattanooga 
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GREENE  COUNTY  MEDICAL  SOCIETY 

Ronald  E.  Bush,  M.D.,  Greeneville 

HICKMAN-PERRY  COUNTY 
MEDICAL  SOCIETY 

Charles  M.  Alderson,  M.D.,  Parsons 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Allen  S.  Boyd,  M.D.,  Memphis 
James  L.  Canale,  M.D.,  Memphis 
William  R.  Morris,  M.D.,  Memphis 
Victor  A.  Schlesinger,  M.D.,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

James  T.  Farrar,  M.D.,  Clarksville 
Reginald  S.  Lowe,  Jr.,  M.D.,  Clarksville 
Roy  J.  Vermillion,  M.D.,  Clarksville 

SULLIVAN- JOHNS  ON  COUNTY 
MEDICAL  SOCIETY 

Louis  A.  Walker,  M.D.,  Kingsport 
Charles  E.  Chapman,  M.D.,  Kingsport 

WEAKLEY  COUNTY  MEDICAL  SOCIETY 

T.  Thomas  Warren,  M.D.,  Martin 

Blount  County  Medical  Society 

The  Blount  County  Medical  Society  spon- 
sored “a  symposium  of  the  medical  aspects 
of  sports”  on  Saturday,  May  15  at  the 
Blount  Memorial  Hospital.  All  coaches  in 
Blount  County  were  invited  to  attend. 

Bradley  County  Medical  Society 

The  Bradley  County  Medical  Society  will 
form  a Committee  on  Medicine  and  Re- 
ligion to  work  with  a similar  committee  of 
the  Bradley  County  Ministerial  Association 
on  the  relationship  between  physicians  and 
ministers. 

Chattanooga-Hamilton  County 
Medical  Society 

The  Chattanooga-Hamilton  County  Medi- 
cal Society  sponsored  “A  Symposium  on 
Sports  Medicine”  on  May  18  at  the  Holiday 
Inn  Downtown.  Several  hundred  phy- 
sicians and  coaches  in  the  Chattanooga  area 
attended  the  event.  Guest  speakers  for  the 
symposium  were  Dr.  Allan  J.  Ryan,  team 
physician  of  the  University  of  Wisconsin, 
who  discussed  “Use  and  Abuse  of  Drugs  in 
Athletes”;  Carl  S.  Blyth,  Ph.D.,  chair- 
man of  the  department  of  physical  educa- 
tion at  the  University  of  North  Carolina, 
who  presented  “Injury  Statistics — Causes, 


Prevention”  and  “Heat  Stroke”;  and  Dr. 
Fred  L.  Allman  of  the  Sports  Clinic  in 
Atlanta  who  explained  “Conditioning”  and 
“Ligamentous  Injuries  of  the  Athlete.” 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Medical  Assembly  of  West  Tennessee 
met  on  Tuesday,  May  4 at  the  Jackson  Golf 
and  Country  Club.  Dr.  Albert  N.  Brest, 
head  of  the  Division  of  Cardiology  at  the 
Thomas  Jefferson  Medical  College  in  Phila- 
delphia, Pa.,  was  the  program  speaker.  His 
topic  was  “The  Management  of  Hyperten- 
sion.” 

At  the  meeting  of  June  1,  the  program 
was  presented  by  Dr.  James  Beard  and 
Dr.  David  Knott  of  the  Tennessee  Psychia- 
tric Hospital  under  the  sponsorship  of  Pfi- 
zer Laboratories.  They  addressed  the 
Assembly  on  “Alcoholism”  and  presented 
an  interesting  approach  to  the  medical 
management  of  the  six  million  people  in 
the  United  States  who  are  confirmed  alco- 
holics. 

Dickson  County  Medical  Society 

The  Dickson  County  Medical  Society  for 
the  past  four  years  has  been  engaged  in 
helping  the  families  of  local  servicemen 
serving  in  Vietnam.  According  to  Society 
president,  Dr.  J.  T.  Jackson,  “The  Society 
agreed  over  four  years  ago  that  to  show  our 
appreciation  for  the  sacrifices  our  service- 
men are  making  in  Vietnam,  we  would 
furnish  outpatient  medical  care  to  their  de- 
pendents here  at  home  while  they  are  on 
active  duty  in  the  Vietnam  theatre.”  The 
county’s  nine  practicing  physicians  at  Dick- 
son General  and  Goodlark  General  hos- 
pitals have  participated  in  the  program 
benefiting  several  hundred  Dickson  coun- 
tians. 

Greene  County  Medical  Society 

The  Greene  County  Medical  Society  met 
on  Tuesday,  May  4 at  6:30  p.m.  at  the 
Greeneville  Holiday  Inn.  The  guest  speaker 
was  Dr.  Warren  Cole,  former  Professor  and 
Chairman  of  the  Department  of  Surgery 
(1936-1966)  at  the  University  of  Illinois 
Medical  College  and  past  President  of  the 
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American  College  of  Surgeons.  Now  living 
in  retirement  in  Asheville,  N.C.,  Dr.  Cole 
is  a specialist  in  gallbladder  disease  and 
was  one  of  two  physicians  who  invented  the 
dye  used  in  the  X-ray  of  the  gall  bladder. 
He  spoke  to  the  Society  on  “Diseases  of  the 
Gallbladder.” 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  met  on  Tuesday, 
June  8 at  the  KAM  Building.  Following  the 
“E”  Club  meeting  which  featured  a speech 
on  “Prehistoric  Indians  of  Tennessee”  by 
Mr.  Jack  East,  the  Academy  conducted  its 
scientific  program  in  the  KAM  Building. 
Guest  main  speaker  was  Dr.  Paul  Wehrle, 
Chief  Physician  of  the  Communicable  Dis- 
ease Service  and  Children’s  Division  of  the 
Southern  California  Medical  School  in  Los 
Angeles.  His  topic  was  “Prevention  of  In- 
fectious Disease.” 

Memphis-Shelby  County  Medical  Society 

The  Memphis-Shelby  County  Medical  So- 
ciety has  published,  after  two  years  of 
preparation  with  scores  of  contributors,  The 
History  of  Medicine  in  Memphis.  Copies  of 
the  history  were  made  available  on  April 
30.  Included  in  the  book  are  the  histories  of 
public  health,  public  and  private  hospitals, 
fields  of  medicine,  medical  education,  so- 
cieties, publications  and  biographical 
sketches  of  the  lives  of  Memphis’  most  out- 
standing physicians  of  the  past,  as  well  as 
the  lives  of  personalities  who  were  instru- 
mental in  founding  the  city. 

Montgomery  County  Medical  Society 

The  Montgomery  County  Medical  Society 
met  on  Monday,  May  24  at  the  Memorial 
Hospital  in  Clarksville.  The  meeting  pro- 
gram included  an  annual  report  of  the 
Emergency  Room  Program  at  the  hospital 
by  Dr.  James  M.  Alexander  and  discussion 
of  the  new  registration  process  with  the 
Bureau  of  Narcotics  and  Dangerous  Drugs, 
Department  of  Justice  for  all  physicians 
prescribing  narcotics  and  dangerous  drugs. 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  met  on  May  11 
at  6: 15  p.m.  at  the  Baptist  Hospital  in  Nash- 


ville. Dr.  Gerald  D.  Dodd,  Jr.,  head  of  the 
Department  of  Diagnostic  Radiology  at  the 
M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute in  Houston,  Texas,  was  the  featured 
speaker  for  the  meeting.  Dr.  Dodd’s  presen- 
tation concerned  “Newer  Techniques  in 
Diagnosis  of  Cancer  of  the  Breast.” 

Northwest  Tennessee  Academy  of 
Medicine 

The  Northwest  Academy  held  its  May 
meeting  on  Tuesday  the  25th  at  Boyette’s 
Restaurant  on  Reelfoot  Lake.  Following  a 
delicious  dinner  of  frog  legs,  catfish,  coun- 
try ham,  fried  chicken,  et  al,  Dr.  Roger  L. 
Hiatt,  Chairman  of  the  Department  of 
Opthalmology  at  the  University  of  Tennes- 
see College  of  Medicine,  presented  a most 
informative  program  on  the  diagnosis  and 
treatment  of  eye  diseases. 

Sullivan-Johnson  County  Medical  Society 

The  Sullivan-Johnson  County  Medical 
Society  met  on  Thursday,  June  10  at  6:30 
p.m.  at  the  Ridgefield  Country  Club  in 
Kingsport.  Mr.  George  C.  Schnitzer,  Jr., 
East  Tennessee  Coordinator  of  the  Ten- 
nessee Health  Careers,  presented  the  pro- 
gram. 

Washington-Carter-Unicoi  County 
Medical  Association 

The  Washington-Carter-Unicoi  County 
Medical  Association  met  at  6:30  p.m.  on 
Thursday,  June  3 at  the  Johnson  City 
Country  Club.  Dr.  Fred  Hatch,  Associate 
Professor  at  the  University  of  Tennessee 
College  of  Medicine,  served  as  guest  speak- 
er. Dr.  Hatch,  in  charge  of  the  kidney 
transplant  program  in  Memphis,  discussed 
the  importance  of  the  kidney  transplant 
and  dialysis  in  the  treatment  of  chronic 
kidney  disease.  Further,  he  reported  that  a 
bill  passed  by  the  1971  Legislature  and 
signed  by  Governor  Dunn  could  eliminate 
the  problem  of  raising  money  for  kidney 
transplants  in  the  state.  The  new  bill  pro- 
vides $250,000  to  pay  for  dialysis  and  trans- 
plants for  Tennesseans  who  otherwise 
would  die  due  to  lack  of  money.  “That 
$250,000,”  said  Dr.  Hatch,  “could  be  matched 
by  as  much  as  $750,000  in  federal  funds,  and 
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give  the  state  a total  of  $1  million  to  fund 
these  treatments  and  operations  for  the 
indigent.”  He  said  that  an  11-man  com- 
mittee will  administer  the  money  to  Ten- 
nessee’s kidney  transplant  programs  in 
Nashville  and  Memphis. 
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This  Month  in  Washington 
(From  Washington  Office,  AMA) 

The  House  Ways  and  Means  Committee 
has  approved  the  Social  Security  Amend- 
ments of  1971  (medicare  and  medicaid 
changes)  and  sent  the  massive  health  bill 
to  the  floor  of  the  House  for  expected  early 
passage. 

As  adopted  by  the  committee,  the  bill 
concerns  itself  with  the  implementation  of 
the  Administration’s  Health  Maintenance 
Organization  option  for  medicare  bene- 
ficiaries, restricts  physicians’  fee  increases 
under  federal  programs,  reduces  some  long- 
term medicare  benefits,  and  covers  under 
Medicare  for  the  first  time  disabled  social 
security  beneficiaries. 

The  Secretary  would  also  be  authorized 
to  conduct  experiments  with  areawide  or 
community-wide  peer  review,  utilization  re- 
view, and  medical  review  mechanisms. 

Congress  failed  to  pass  substantially  the 
same  bill  during  the  last  session  due  to 
major  differences  between  the  House  and 
Senate  versions  and  the  lack  of  time  to 
reach  agreement. 

Medicare  beneficiaries  would  be  per- 
mitted to  have  all  covered  care  provided  by 
a Health  Maintenance  Organization 
(HMO),  defined  as  a prepaid  group  health 
or  other  capitation  plan  with  the  govern- 
ment reimbursing  the  HMO’s  at  95  per  cent 
of  the  average  cost  of  medicare  beneficiaries 
in  the  area. 

Physicians’  medicare  fees  would  be 
pegged  at  the  75th  percentile  of  actual 
charges  in  a locality  and  future  increases 
would  be  tied  to  a special  index  reflecting 
rising  costs.  The  Department  of  Health, 
Education  and  Welfare  could  terminate 
payments  to  providers  found  guilty  of  pro- 
gram abuses. 


A medicare  co-insurance  factor  one-eighth 
of  the  hospital  deductible  would  be  applied 
after  the  30th  day.  The  medicare  part  B 
deductible  would  rise  to  $60  a year  and 
medically  indigent  persons  above  the  pov- 
erty level  could  be  required  by  the  states 
to  pay  an  income-related  premium. 

Other  features  of  the  proposed  legisla- 
tion: 

— HEW  would  be  required  to  develop 
experiments  and  demonstration  projects 
designed  to  test  payment  to  providers  of 
services  on  a prospective  basis  under  the 
medicare,  medicaid,  and  maternal,  and 
child  health  programs. 

— Limits  on  institutional  provider  costs 
to  be  recognized  as  reasonable  under  medi- 
care could  be  imposed  based  on  comparisons 
of  the  costs  of  covered  services  by  various 
classes  of  providers  in  the  same  geographi- 
cal area. 

— Medicare  would  pay  for  the  services  of 
teaching  physicians  on  the  basis  of  reason- 
able costs,  rather  than  fee-for-service 
charges,  unless  a bona  fide  private  patient 
relationship  had  been  established  or  the 
hospital  had,  in  the  2-year  period  ending 
in  1967,  and  subsequently  customarily 
charged  all  patients  and  collected  from  at 
least  50  percent  of  patients  on  a fee-for- 
service  basis.  Medicare  payments  could 
also  be  authorized  on  a cost  basis  for  ser- 
vices provided  to  hospitals  by  the  staff  of 
certain  medical  schools. 

— HEW  would  be  authorized  to  establish 
minimum  periods  of  time  (by  medical  con- 
dition) after  hospitalization  during  which  a 
patient  would  be  presumed,  for  payment 
purposes,  to  require  extended  care  level  of 
services  in  an  extended  care  facility.  The 
attending  physician  would  certify  to  the 
condition  and  related  need  for  the  services. 
A similar  provision  would  apply  to  post- 
hospital home  health  services. 

— Present  penalty  provisions  relating  to 
the  making  by  providers  of  care  of  a false 
statement  or  representation  of  a material 
fact  in  any  application  for  medicare  pay- 
ments would  be  broadened  to  include  the 
soliciting,  offering,  or  acceptance  of  kick- 
backs  or  bribes,  including  the  rebating  of  a 
portion  of  a fee  or  a charge  for  a patient 
referral.  The  penalty  for  such  acts,  as  well 
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as  the  acts  currently  subject  to  penalty  un- 
der medicare,  would  be  imprisonment  up 
to  one  year,  a fine  of  $10,000,  or  both.  Simi- 
lar penalty  provisions  would  apply  under 
medicaid. 

— HEW  would  conduct  a two-year  study 
of  the  desirability  of  covering  chiropractors’ 
services  under  medicare. 

The  bill  allows  the  HEW  Secretary  to 
authorize  experiments  with  methods  of 
medicare  reimbursement  or  payment,  “with 
areawide  or  community-wide  peer  review, 
utilization  review,  and  medical  review 
mechanisms,”  and  with  performance  in- 
centives for  intermediaries  and  carriers. 

Another  section  of  the  catch-all  bill  of 
wide  public  interest  would  establish  a new 
family  assistance  welfare  plan.  The  bill  also 
increases  social  security  case  benefits  and 
taxes. 

^ % ❖ ❖ 

The  House  Committee  on  Interstate  and 
Foreign  Commerce  has  approved  a three- 
part  health  bill  designed  to  meet  the  na- 
tional shortage  of  medical  personnel  by 
1978. 

The  proposed  legislation  would  authorize 
an  estimated  $3.3  billion  in  aid  to  health 
profession  students  and  their  schools  in  the 
next  three  years  and  provide  the  facilities 
and  programs  to  close  the  manpower  short- 
ages in  the  health  professions  within  seven 
years. 

An  Internal  Revenue  Service  survey  of 
8,400  health  care  providers  who  participated 
during  1968  in  medicare  and  medicaid,  in- 
cluding physicians  and  dentists,  revealed 
that  83  per  cent  reported  their  receipts  cor- 
rectly. 

Fifteen  per  cent  of  all  taxpayers  in  the 
study  under-reported  receipts  by  an  aver- 
age of  $7,700,  according  to  the  IRS,  and  two 
per  cent  over-reported,  by  an  average  of 
$16,000. 

The  survey  was  based  in  the  main  on  pro- 
viders of  care  who  as  individuals  received 
$25,000  or  more  from  federal  programs. 
Some  15,000  providers  were  involved  in  the 
study,  however  the  8,400  studied  in  detail 
were  selected  by  a “scientific  sampling 
process,”  the  IRS  said. 

Forty-seven  cases  have  been  referred  to 
the  intelligence  division  for  preliminary  or 


full  scale  tax  fraud  investigation.  However, 
the  IRS  spokesman  pointed  out  that  these 
results  do  not  necessarily  hold  true  for  the 
entire  health  care  profession. 

* * * * * * 

The  Justice  Department  has  cracked 
down  on  the  widespread  abuse  of  “pep 
pills”  by  proposing  the  reclassification  of 
amphetamines  and  methamphetamines  so 
as  to  require  that  they  fall  in  the  category 
of  non-refillable  prescriptions. 

The  nation’s  financially  beleaguered 
medical  schools  would  receive  $11,500  for 
the  full-term  cost  of  training  each  student, 
an  action  long  urged  by  the  American 
Medical  Association.  Saying  that  the  mea- 
sure was  “long  overdue,”  Congressman  Paul 
Rogers  (D.-Fla.),  chairman  of  the  Subcom- 
mittee on  health,  predicts  that  the  legisla- 
tion will  not  only  solve  the  shortage  of 
health  personnel  by  1978,  but  will  provide 
the  necessary  groundwork  needed  if  Con- 
gress should  approve  some  form  of  national 
health  insurance. 

Under  the  legislation,  expected  to  pass 
the  house  in  substantially  the  same  form, 
each  school  would  receive  $2,500  per  stu- 
dent per  year  for  the  first  three  years  of 
training.  The  grant  rises  to  $4,000  for  the 
final  year.  In  order  to  encourage  swifter 
training,  three-year  schools  would  receive 
the  same  total  as  four-year  schools,  but  the 
final  year  figure  would  be  $6,500. 

Each  school  must  enroll  an  additional  five 
per  cent  of  students,  or  ten  whichever  is 
the  greater,  to  qualify  for  assistance.  An 
extra  $1,000  will  be  awarded  schools  for 
each  student  exceeding  this  total.  The 
measure  will  also  help  establish  at  least  five 
new  medical  colleges. 

Additional  authorizations  would  provide 
$270  million  for  health  manpower  initiative 
awards  to  establish  health  education  cen- 
ters, and  $412  million  for  special  project 
grants  for  programs  in  family  medicine, 
physician  assistant  training,  and  others.  The 
bill  continues  support  for  scholarship  and 
student  loans  at  increased  levels. 

The  action  would  regulate  amphetamines 
and  methamphetamines  as  narcotic  sub- 
stances such  as  morphine,  codeine,  and 
opium  as  they  carry  a potential  for  “severe 
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psychological  dependence”  with  “serious 
danger”  to  abusers. 

Manufacturing  quotas  geared  to  esti- 
mated legitimate  use  and  the  filing  by 
manufacturers  of  order  forms  would  be 
required.  However,  at  least  one  major 
manufacturer  has  endorsed  the  proposal. 

Some  lawmakers  have  complained  that 
Justice  did  not  go  far  enough  and  that  the 
order  should  have  included  phenmetrazine 
(Preludin)  and  methylphenidate  (Ritalin) . 

Commenting  on  the  appointment  of 
Merlin  K.  Duval,  M.D.,  by  President  Nixon 
as  Assistant  Secretary  of  Health  and  Sci- 
entific Affairs,  Department  of  Health,  Edu- 
cation and  Welfare,  American  Medical  As- 
sociation President  Walter  Bornemeier, 
M.D.,  said  the  AMA  “enthusiastically  en- 
dorses” the  selection. 

Dean  of  the  University  of  Arizona  Col- 
lege of  Medicine  and  former  professor  of 
surgery,  Dr.  Duval,  48,  succeeds  Roger 
Egeberg,  M.D.,  who  remains  as  a consultant 
on  health  at  the  White  House  and  as  a 
special  assistant  to  the  HEW  Secretary. 

Dr.  Duval  is  a member  of  the  AMA’s 
Committee  on  Undergraduate  Medical  Edu- 
cation and  the  Liaison  Committee  on  Medi- 
cal Education.  A graduate  of  Dartmouth 
College  and  Cornell  University  Medical 
School  (1946),  he  is  a board  certified  sur- 
geon. 

^ ^ 

President  Nixon  recently  signed  into  law 
a $6.9  billion  supplemental  appropriation 
bill  containing  an  additional  $100  million 
for  cancer  research.  The  “cancer  cure” 
program  would  have  an  independently 
budgeted  research  unit  within  the  National 
Institute  of  Health  with  a director  reporting 
directly  to  the  President. 

“As  I have  said  before  the  time  has  come 
in  America  when  the  same  kind  of  concen- 
trated effort  that  split  the  atom  and  took 
man  to  the  moon  should  be  turned  toward 
conquering  this  dread  disease,”  Nixon  said 
in  a statement. 

Elliott  Richardson,  Secretary  of  Health, 


Education  and  Welfare,  commenting  on  the 
President’s  action  remarked: 

“I  might  just  say  briefly  that  what  has 
been  recognized  here  is  the  need  for  and 
the  opportunity  for  a degree  of  the  kind 
of  managerial  focus  that  has  been  effective 
in  marshaling  resources  in  other  fields.” 

“There  is  a distinction,  of  course,  as  the 
President  pointed  out  in  his  health  message 
and  elsewhere,  between  this  situation  and 
the  moon  shot  in  the  sense  that  there  is  a 
need  and  an  opportunity  for  the  develop- 
ment of  new  knowledge.  But  at  the  same 
time  . . . there  is  an  opportunity  also  for 
the  exercise  of  a central  directive  authority 
particularly  in  those  aspects  of  the  work 
that  can  be  targeted  and  handled  by  con- 
tract, rather  than  grants  with  individual 
scientists.” 

❖ Sfc  SH  Hs 

Social  Security  Commissioner  Robert 
Ball  in  a recent  address  on  the  concept  of 
Health  Maintenance  Organizations  listed 
six  conditions  that  he  considered  essential 
to  their  success.  The  first  condition,  in  Mr. 
Ball’s  estimation,  was  that  “this  way  of 
practicing  medicine  must  be  made  attrac- 
tive to  large  numbers  of  physicians.” 

In  elaborating  on  this  point,  Mr.  Ball 
said: 

“Successful  organizations  of  any  kind  de- 
pend upon  high  staff  morale.  Thus,  no 
health  care  system  will  work  well  that  is 
not  reasonably  satisfactory  to  the  key  pro- 
fession in  that  system.  Physicians  must  be 
attracted  to  health  maintenance  organiza- 
tions and  they  must  feel  good  about  what 
they  are  doing.  High  physician  morale  is 
by  no  means  solely  a matter  of  adequate 
compensation,  although  adequate  compen- 
sation is  important.  The  physician  must  be 
convinced  of  his  ability  to  practice  good 
medicine  and  to  be  generally  free  of  bu- 
reaucratic constraint  on  professional  judg- 
ment. Incidentally,  it  seems  strange  to  me 
that  the  matter  of  physicians’  likes  and  dis- 
likes are  so  frequently  overlooked  by  health 
care  planners.  We  worry  a lot  about  the 
morale  of  the  armed  forces,  of  school  teach- 
ers and  other  government  employees;  in 
the  health  care  system  we  better  worry 
about  the  morale  of  the  providers  of  care.” 
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Meharry  Medical  College 

Construction  has  begun  on  Meharry 
Medical  College’s  new  Learning  Resources 
Center,  a $5  million  building  which  will 
mark  the  center  of  an  expanded  campus.  A 
$2.9  million  grant  from  the  U.S.  Department 
of  Health,  Education  and  Welfare  has  en- 
abled the  college  to  begin  construction  on 
the  center  which  is  scheduled  for  com- 
pletion by  October,  1972.  The  six-story 
building  will  house  a continuing  education 
program,  library,  biomedical  communica- 
tions unit,  lecture  rooms,  community  health 
education  center  and  administrative  offices. 

According  to  Richard  M.  Winant,  instruc- 
tional communications  specialist  at  Me- 
harry, one  of  the  most  innovative  aspects  of 
the  building  lies  in  its  system  of  multi- 
media  aids.  “The  new  Center  will  have  the 
capability  to  handle  various  forms  of  mul- 
timedia,” he  said.  “We  will  be  able  to  pro- 
duce television  shows  and  sound  recordings 
and  be  equipped  to  handle  our  own  photo- 
graphic needs.” 

University  of  Tennessee 
College  of  Medicine 

Students  in  the  University  of  Tennessee 
College  of  Medicine  will  learn  by  solving 
practical  problems,  rather  than  by  rote 
memorization,  in  a pilot  study  on  goal- 
directed  learning  beginning  in  July. 

The  one-year  study,  supported  by  a 
$16,620  award  from  the  National  Fund  for 
Medical  Education,  will  be  conducted  in  the 
Division  of  Reproductive  Medicine  (depart- 
ment of  obstetrics  and  gynecology),  under 
the  supervision  of  Dr.  James  R.  Givens. 
First  use  will  be  in  the  teaching  of  clinical 
reproductive  endocrinology. 

The  project  is  one  result  of  a reappraisal 
of  teaching  methods  in  the  College  of 
Medicine  which  has  as  its  eventual  goal  a 
curriculum  better  suited  to  student  needs. 
Dr.  Givens  feels  the  new  approach  may  help 
achieve  this  aim,  and  also  that  it  will  better 
prepare  students  for  professional  practice. 
The  new  concept  supplements  rather  than 


replaces  traditional  classroom  teaching,  ac- 
cording to  Dr.  Givens. 

“The  practice  of  medicine  primarily  in- 
volves problem  solving,”  he  said.  “However, 
the  major  portion  of  classroom  teaching  is 
not  based  on  this  factor.  Instead,  the  em- 
phasis in  medical  education  traditionally 
has  been  on  the  acquisition  of  factual  in- 
formation not  directly  related  to  the  solu- 
tion of  patient  problems.” 

SAMA  Awarded  ARC  Funds 

The  Appalachian  Regional  Commission 
has  approved  a $125,000  grant  for  the  Stu- 
dent American  Medical  Association  to  up- 
grade medical  service  in  Appalachia. 

The  funds  will  be  used  to  send  64  medical 
students  from  Tennessee,  Virginia,  West 
Virginia  and  South  Carolina  to  various 
counties  in  Appalachia.  They  will  work 
under  the  supervision  of  local  physicians 
and  as  part  of  health  care  teams. 

Vanderbilt  University  College  of  Medicine 

The  Vanderbilt  Center  for  Population 
Research  and  Studies  in  Reproductive  Biol- 
ogy has  been  established  with  an  award 
from  the  National  Institutes  of  Health  of 
$1.5  million.  It  is  the  only  such  center  in 
the  country  chosen  by  the  NIH  for  funding. 
A major  interdepartmental  program,  the 
Population  Center  is  designed  to  coordi- 
nate research  in  specific  clinical  problems. 
“Research  in  population  control  is  one  of 
the  top  priority  programs  of  the  federal 
government,”  said  Dr.  Leon  Cunningham, 
Associate  Dean  for  Biomedical  Sciences. 
The  clinical  and  basic  sciences  at  Vander- 
bilt will  be  involved  in  this  collective  effort. 
People  in  medicine,  obstetrics  and  gyne- 
cology, and  endocrinology  will  work  closely 
with  scientists  in  anatomy,  biochemistry, 
physiology,  pharmacology,  cell  biology,  or- 
ganic chemistry,  and  psychology  to  come  to 
an  understanding  of  reproduction  as  they 
learn  how  hormones  regulate  the  cells  of 
the  body. 

❖ ❖ ❖ 

Dr.  James  P.  Carter,  of  the  Department 
of  Pediatrics  and  the  Division  of  Nutrition, 
has  been  appointed  to  the  U.S.  Panel  of  the 
U.S. -Congo  Workshop  on  “Science  and 
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Technology  in  the  Economic  Development 
of  the  Congo  during  the  1970’s.”  The  work- 
shop, to  be  held  in  Kinshasa,  Congo  in  June 
is  preceded  by  a week  of  visits  to  the  city’s 
industries,  research  and  educational  institu- 
tions. Comprised  of  ten  people  largely 
drawn  from  science,  education,  economic 
development  and  development  of  agricul- 
tural and  natural  resources,  the  workshop 
will  focus  on  science  policy  and  planned 
economic  development. 


PERSONAL  NEWS 


Dr.  Joseph  E.  Acker,  Jr.  and  Dr.  Holland 
Register,  both  of  Knoxville,  have  been  named 
to  serve  on  the  newly  formed  Cardiovascular 
Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  Oliver  K.  Agee,  Maryville,  and  Dr.  Joseph 
S.  Henderson,  Jr.,  Alcoa,  were  re-elected  to 
active  membership  in  the  American  Academy  of 
General  Practice. 

Dr.  Robert  Allen,  Cleveland,  has  been  ap- 
pointed to  a three-year  term  on  the  Cardiovascu- 
lar Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  Jerry  Franklin  Atkins,  Huntingdon,  has 
been  elected  to  active  membership  in  the  Ameri- 
can Academy  of  General  Practice. 

Dr.  Janies  Marvin  Baldwin,  Ashland  City,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Dr.  Louis  G.  Britt  and  Dr.  Hugh  C.  Moore, 
both  of  Memphis,  addressed  the  Tennessee  So- 
ciety of  Medical  Technologists  on  May  1 at  its 
annual  convention  in  Memphis.  They  discussed 
kidney  transplantation  techniques. 

Dr.  Winston  Caine  and  Dr.  George  C.  Young, 
both  of  Chattanooga,  have  been  appointed  to 
three-year  terms  on  the  Cancer  Study  Group 
of  the  Tennessee  Mid-South  Regional  Medical 
Program. 

Dr.  Benjamin  H.  Caldwell,  Dr.  Phillip  A. 
Nicholas,  and  Dr.  Robert  Quinn,  all  of  Nashville, 
served  on  a panel  discussion  on  current  and 
future  policies  of  the  Planned  Parenthood  Asso- 
ciation at  the  sixth  annual  meeting  of  the  Nash- 
ville branch  of  PPAN  on  April  29. 

Dr.  Richard  O.  Cannon,  Nashville,  a member 
of  the  AMA’s  Council  on  Medical  Education’s 
Advisory  Committee  on  Education  for  the  Allied 
Health  Professions  and  Services,  has  been  desig- 
nated to  form  a subcommittee  to  draft  the 
Essentials  of  an  Approved  Educational  Program 
for  Physician’s  Assistants.  This  committee  will 
report  to  the  Advisory  Committee  and  through 
it  to  the  Council  on  Medical  Education. 


Dr.  Alvin  S.  Crawford,  Bristol,  has  been  re- 
appointed to  a three-year  term  on  the  Cancer 
Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  George  Finer,  Knoxville,  has  been  elected 
president  of  the  congregation  of  Temple  Beth  El. 
Dr.  Finer  is  chief  of  staff  at  St.  Mary’s  Hospital 
in  Knoxville. 

Dr.  Garth  E.  Fort,  Nashville,  has  been  pro- 
moted to  Senior  Vice  President  and  Medical 
Director  of  the  National  Life  and  Accident  In- 
surance Company  in  Nashville. 

Dr.  Thomas  F.  Frist,  Nashville,  was  elected 
President  of  the  Tennessee  Heart  Association  on 
May  21  during  the  Association’s  18th  annual 
meeting  in  Jackson.  Dr.  Frist  succeeds  Dr.  Blair 
D.  Erb  of  Jackson. 

Dr.  Catherine  Gilreath,  Sevierville,  recently 
spoke  to  girl  students  at  the  Pigeon  Forge  Ele- 
mentary School  on  venereal  disease. 

Dr.  Robert  L.  Harrington,  Dyersburg,  presided 
over  a question-answer  session  on  the  preven- 
tion, detection,  and  treatment  of  cancer  follow- 
ing the  presentation  of  two  films  on  cancer  at  the 
Martin  Theatre  in  Dyersburg  on  May  5. 

Dr.  Joe  Henshaw,  Sweetwater,  has  been  ap- 
pointed to  a three-year  term  on  the  Health  Care 
Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  David  H.  Holloway,  Jr.,  Dr.  J.  Pervis 
Milnor,  and  Dr.  Lawrence  D.  Wruble,  all  of 
Memphis,  and  Dr.  Noel  C.  Hunt,  Chattanooga, 
have  been  granted  Fellowships  in  the  American 
College  of  Physicians. 

Dr.  Dewitt  James,  Chattanooga,  received  the 
National  Foundation  March  of  Dimes  Dis- 
tinguished Service  Award  on  May  10  for  his 
work  in  the  Birth  Defects  Center  at  Children’s 
Hospital  in  Chattanooga. 

Dr.  R.  H.  Kampmeier,  Nashville,  Chairman  of 
the  Advisory  Committee  of  the  Commission  on 
Aging,  was  presented  with  a Certificate  of  Ap- 
preciation in  Recognition  of  Dedication  to  the 
Service  of  Others,  and  a Certificate  of  Congratu- 
lations as  an  Outstanding  Older  American  for 
Tennessee  by  Governor  Dunn  upon  the  occasion 
of  the  Tennessee  White  House  Conference  on 
Aging,  May  11-12. 

Dr.  Kent  Kyger,  Nashville,  addressed  the 
members  of  the  Barrister’s  Auxiliary  at  their 
meeting  on  May  6 at  Cheekwood. 

Dr.  Julian  Lentz,  Maryville,  has  been  ap- 
pointed to  a three-year  term  on  the  Health  Care 
Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  Frank  Livingood  and  Dr.  Trent  Vander- 
griff,  both  of  Maryville,  and  Dr.  William  John- 
ston, Sweetwater,  were  elected  to  the  executive 
committee  of  the  Blount-Loudon-Monroe 
Regional  Health  Council  at  a meeting  of  the  tri- 
county group  at  Ft.  Loudoun  Co-op,  Greenback, 
on  April  20. 
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Dr.  Guy  Maness,  Nashville,  was  named  Hon- 
orary Chairman  of  The  Better  Hearing  and 
Speech  Month  in  May  by  the  Nashville  League 
for  the  Hard  of  Hearing. 

Dr.  Bruce  C.  Marsh,  Chattanooga,  will  take  a 
12-month  leave  of  absence  to  become  a Fellow  in 
gastroenterology  at  Duke  University  Hospital  in 
Durham,  N.C.  He  will  return  to  practice  in 
Chattanooga  in  July,  1972. 

Dr.  James  McKinney,  Greeneville,  served  as 
baccalaureate  speaker  at  the  Commencement 
Exercises  of  the  Chuckey-Doak  High  School  on 
May  23. 

Dr.  Travis  Morgan,  Knoxville,  has  been  elected 
chairman  of  the  Lay  Advisory  Board  of  St. 
Mary’s  Hospital  for  a two-year  term. 

Dr.  E.  P.  Muncy,  Jefferson  City,  has  been  ap- 
pointed to  a three-year  term  on  the  Cardiovascu- 
lar Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  C.  Gerald  Peagler,  Knoxville,  was  installed 
as  president  of  the  East  Tennessee  Heart  As- 
sociation during  its  22nd  annual  meeting  in 
Knoxville,  May  4. 

Dr.  T.  L.  Pedigo,  McMinnville,  spoke  to  the 
members  of  the  Morrison  School  PTA,  May  10, 
on  drug  abuse. 

Dr.  E.  Harris  Pierce,  Cleveland,  was  named 
president  of  the  Cleveland  Kiwanis  Club  during 
the  club’s  annual  election  meeting  on  May  6. 

Dr.  Earl  Freeman  Rich,  Shelbyville,  has  been 
named  the  new  manager  of  the  medical  branch 
of  ARO,  contract  operator  of  the  Arnold  Center 
in  Tullahoma. 

Dr.  Lee  Rush,  Jr.,  Somerville,  has  been  re- 
elected to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  Dave  J.  Slagle,  Elizabethton,  has  been  re- 
appointed to  a three-year  term  on  the  Cancer 
Study  Group  of  the  Tennessee  Mid-South 
Regional  Medical  Program. 

Dr.  D.  E.  Stewart  and  Dr.  J.  K.  Welch,  both 
of  Brownsville,  were  recently  named  Diplomates 
of  the  American  Board  of  Family  Practice. 

Dr.  Nat  Sugarman,  Kingston,  was  honored  by 
local  citizens  on  May  29  for  33  years  of  dis- 
tinguished service.  The  day  was  proclaimed 
“Nat  Sugarman  Day.” 

Dr.  Jefferson  D.  Upshaw,  Jr.,  Memphis,  spoke 
at  a meeting  of  the  Methodist  Hospital  Auxiliary 
in  Memphis  on  May  12. 

Dr.  Robert  Waters  and  Dr.  Robert  C.  Codding- 
ton,  both  of  Chattanooga,  have  been  appointed 
to  terms  on  the  Cardiovascular  Study  Group  of 
the  Tennessee  Mid-South  Regional  Medical  Pro- 
gram. 

Dr.  Julian  K.  Welch,  Brownsville,  was  named 
by  Governor  Winfield  Dunn  to  a four -year  term 
on  the  Tennessee  Board  of  Medical  Examiners. 


Dr.  Paul  W.  Wilson,  Dresden,  was  honored  by 
the  citizens  of  his  community  on  May  22,  where 
he  has  practiced  since  1932,  except  for  3 years  in 
the  Armed  Services  in  WWII.  He  was  honored 
as  an  “old  time  country  doctor”  as  the  epitome  of 
a loyal  and  dependable  physician  with  a life 
dedicated  to  his  patients.  The  word  for  the  day 
of  honor  was  “We  love  Dr.  Wilson.” 

* * * 

TMA  members  contributed  to  the  following 
articles  in  the  June  1971  issue  of  the  Southern 
Medical  Journal: 

“Chondrosarcoma  of  the  Mandible” — Drs. 
Louis  Rosenfeld  and  Henry  A.  Wilkinson,  III, 
both  of  Nashville. 

“Traumatic  Aortico-Right  Ventricular  Fistula 
With  Aortic  Valve  Insufficiency” — Drs.  Dun- 
can A.  Killen  and  Harold  A.  Collins,  both  of 
Nashville. 

“The  Sinobronchial  Syndrome:  An  Old 

Fashioned,  Modern-Day  Entity” — Dr.  Marvin 
A.  Singleton,  Memphis. 


BOOK  REVIEW 


THE  FROZEN  CELL.  A Ciba  Foundation  Sympo- 
sium Edited  by  G.  E.  W.  Wolstenholme  and 
Maeve  O’Connor.  308  pages.  Obtainable  through 
The  Williams  and  Wilkins  Company,  Baltimore, 
Md.  1970. 

There  is  great  interest  from  both  a pragmatic 
and  scientific  point  of  view  in  prolonged  preser- 
vation of  biological  specimens.  This  symposium 
helps  delineate  the  scientific  basis  for  freezing 
of  cells.  It  is  clear  that  the  mechanism  of  freez- 
ing injury  or  conversely,  the  mechanism  of  op- 
timal protection  of  cellular  injury  by  partial  or 
total  nonaqueous  environment  is  not  yet  under- 
stood, since  the  biochemical  structure  of  the 
normal  cell  is  but  poorly  described  as  yet.  But 
again  the  need  for  the  frozen  cell  has  resulted 
in  dramatic  practical  progress,  especially  in  the 
area  of  bloodbanking.  Researchers  and  blood 
bank  directors  who  are  contemplating  initiating 
prolonged  red  cell  or  other  cell  storage  will 
find  much  of  value  in  this  symposium  and  will 
need  to  acquaint  themselves  with  its  content. 
Of  course,  the  symposium  deals  with  topics  in 
too  detailed  a manner  to  be  useful  for  a source 
of  general  information  for  the  physician  who 
just  wishes  to  broaden  his  scope.  However,  the 
mere  need  for  holding  this  symposium  should 
make  physicians  aware  of  the  revolutionary 
developments  in  storage  of  cells  which  will  come 
in  very  short  order. 

PRINCIPLES  AND  TECHNIQUES  OF  CARDIAC 
PACING.  By  Seymour  Furman,  M.D.,  Assistant 
Professor  of  Surgery,  and  Doris  J.  W.  Escher, 
M.D.,  Associate  Professor  of  Medicine,  both  of 
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the  Albert  Einstein  College  of  Medicine,  Bronx, 
N.Y.  253  pages.  Harper  and  Row  Publishers, 
1970.  Price  $12.50. 

In  this  easily  readable  book  the  authors  have 
gathered  a large  volume  of  information  which 
is  difficult  to  find  elsewhere  under  one  cover. 
The  book  begins  with  a chapter  devoted  to  the 
historical  aspects  of  pacing.  After  covering  the 
indications  for  cardiac  pacing  there  are  two 
chapters  which  together  deal  with  the  corner- 
stones of  pacemakers,  that  is,  factors  which 
affect  electrical  stimulation  of  the  heart  and 
pacemaker  electronics.  The  authors  then  discuss 
in  some  detail  the  various  types  of  cardiac 
pacing,  both  temporary  and  permanent  and  the 
currently  available  electronic  parameters.  All  of 
the  currently  available  makes  of  pacers  are  dis- 
cussed and  compared.  The  techniques  used  by 
the  authors  are  presented  in  detail  and  many 
practical  suggestions  are  offered.  There  is  a 
good  discussion  of  the  management  of  patients 
with  pacemakers  and  also  of  the  complications 
of  pacemaker  therapy.  The  authors  give  their 
results  over  eight  years  and  discuss  their  pref- 
erence for  currently  using  ransveous  noncom- 
petitive units.  This  book  should  provide  much 
clinical  information  to  the  cardiologist,  the  sur- 
geon, the  physician  managing  patients  with 
pacemakers  and  house  officers. 
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Calendar  of  Meetings 
1971 


August  23-26 
August  29-30 

Sept.  9-11 

Sept.  12-16 
Sept.  15-18 

Sept.  19-20 

Sept.  20-24 

Oct.  12-15 


National 

American  Hospital  Association, 
Chicago 

Congress  on  Occupational 
Health,  Jackson  Lake  Lodge, 
Grand  Teton  National  Park, 
Wyoming 

American  Association  of  Ob- 
stetricians and  Gynecologists, 
Homestead  Hotel,  Hot  Springs, 
Virginia 

American  Association  of  Blood 
Banks,  Palmer  House,  Chicago 
American  Association  of  Medi- 
cal Clinics,  Sheraton-Cleveland 
Hotel,  Cleveland 
American  Association  of  Oph- 
thalmology, Stardust  Hotel, 
Las  Vegas 

American  Academy  of  Oph- 
thalmology and  Otolaryngology, 
International  Hotel,  Las  Vegas 
Congress  of  Neurological  Sur- 
geons, Americana  Hotel,  Bal 
Harbor,  Fla. 


Oct.  13-14 

Oct.  16-20 
Oct.  16-21 
Oct.  18-22 
Oct.  22-30 
Oct.  24-28 

Oct.  27-30 
Oct.  29-Nov.  1 


American  College  of  Preventive 
Medicine,  Radison  Hotel,  Min- 
neapolis 

American  Society  of  Anesthesi- 
ologists, Marriot  Hotel,  Atlanta 
American  Academy  of  Pedi- 
atrics, Palmer  House,  Chicago 
American  College  of  Surgeons, 
Dennis  Hotel,  Atlantic  City 
College  of  American  Pathol- 
ogists, Sheraton  Hotel,  Boston 
American  College  of  Chest  Phy- 
sicians, Sheraton  Hotel,  Phila- 
delphia 

American  Urological  Associ- 
ation Mid-Atlantic  Section, 
Convention  Center,  Williams- 
burg, Va. 

Association  of  American  Medi- 
cal Colleges,  10th  Annual  Con- 
ference on  Research  in  Medical 
Education,  Washington-Hilton 
Hotel,  Washington,  D.C. 


SAMS  ANNUAL  MEETING  SET 

The  Annual  Scientific  Meeting  of  the  Society 
for  Advanced  Medical  Systems  (SAMS)  will 
be  held  in  Memphis,  Tennessee,  October  4,  5, 
and  6,  1971  at  the  Albert  Pick  Motel.  It  will 
be  an  invitational  colloquium  on  the  theme: 
Periodic  Health  Evaluation:  An  Entry  to  Health 
Care. 

The  Society  for  Advanced  Medical  Systems 
is  an  inter-disciplinary  organization  founded 
in  1969  in  response  to  the  need  for  greater  appli- 
cation of  technological  systems  to  meet  the  rising 
demands  for  health  care  services.  It  serves  also 
to  provide  a common  communications  medium 
and  meeting  ground  for  professionals  dedicated 
to  developing  more  effective  methods  of  delivery 
of  health  services.  Physicians,  engineers,  nurses, 
computer  technologists,  and  others  working  in 
advanced  medical  systems  are  all  represented 
and  welcomed  to  membership. 


HOME-STUDY  KITS  ON  RADIOLOGY 

In  recognition  of  the  great  need  for  self- 
evaluation  and  continuing  education  the  Ameri- 
can College  of  Radiology  has  prepared  home- 
study  tests  and  syllabus  sets  for  its  members 
and  other  physicians. 

The  home-study  kits  will  provide  radiologists 
and  other  doctors  with  a means  of  assessing  the 
current  level  of  their  knowledge  and  will  pro- 
vide guidance  for  doing  follow-up  study  in 
various  areas  of  diagnostic  radiology. 

The  self-evaluation  and  education  kits  were 
prepared  under  direction  of  the  Committee  on 
Professional  Self-Evaluation  and  Continuing 
Education,  which  is  subordinate  to  the  ACR 
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Commission  on  Radiologic  Diagnosis. 

The  first  test  sets  will  deal  with  the  chest 
and  will  be  mailed  to  enrollees  in  the  fall  of 
this  year.  The  cost  to  enroll  is  $45  to  American 
College  of  Radiology  members,  $35  to  residents, 
and  $65  to  non-members.  (Checks  should  be  sent 
to  the  American  College  of  Radiology,  20  N. 
Wacker  Drive,  Chicago,  Illinois  60606.  The  study 
kits  will  be  mailed  from  the  College’s  Wash- 
ington office,  6900  Wisconsin  Avenue,  Chevy 
Chase,  Maryland  20015) 

HEMATOLOGICAL  PROBLEMS 
IN  THE  NEWBORN 

The  Department  of  Pediatrics,  University  of 
Louisville  School  of  Medicine,  will  present  its 
Fifth  Annual  Newborn  Symposium,  November 
4-5,  1971.  Participants  (alphabetically)  will  be: 
Drs.  Richard  Behrman,  John  M.  Bowman,  Louis 
K.  Diamond,  Bill  Hathaway,  Alvin  Mauer,  Frank 
Oski,  and  faculty  of  the  Department  of  Pedi- 
atrics, University  of  Louisville  School  of  Medi- 
cine. For  further  information  write:  Billy  F. 

Andres,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  226  East  Chestnut  Street, 
Louisville,  Kentucky  40202. 

THE  IDEAL  PRACTICE 

The  University  of  Tennessee  and  the  Memphis 
Regional  Medical  Program  will  sponsor  a three- 
day  course  on  “The  Ideal  Practice:  Current 

Trends  in  How  to  Achieve  It”  in  Memphis  on 
August  24-26. 

Both  patient  management  and  financial  aspects 


of  medical  practice  will  be  covered. 

Speakers  will  include  Harold  D.  Cross,  M.D., 
co-author  of  the  book  “Problem  Oriented  Prac- 
tice,” Vergil  N.  Slee,  M.D.,  Director  of  the  Com- 
mission on  Professional  and  Hospital  Activities, 
and  Henry  Uhl,  M.D.,  Rhode  Island  Coordinator 
of  the  Tri-State  Regional  Medical  Program. 

Fee  for  the  course  will  be  $75.  Further  infor- 
mation may  be  obtained  from  the  Division  of 
Continuing  Education,  University  of  Tennessee, 
800  Madison  Avenue,  Memphis,  Tennessee  38103. 

AAMC  ANNUAL  MEETING 
PROGRAM  ANNOUNCED 

Prepaid  medical  care,  health  maintenance 
organizations,  financing  of  health  services,  and 
training  and  use  of  allied  health  personnel  will 
be  the  featured  topics  at  the  22nd  Annual  Meet- 
ing of  the  American  Association  of  Medical 
Clinics,  to  be  held  September  14-18,  1971  at 
the  Sheraton-Cleveland  Hotel,  Cleveland,  Ohio. 

G.  Stanley  Custer,  M.D.,  AAMC  President,  has 
issued  an  invitation  to  non-member  physicians 
in  group  practice,  as  well  as  others  interested 
in  group  practice  to  attend  the  meeting.  Pros- 
pective non-member  attendants  may  secure  fur- 
ther information  by  contacting  AAMC,  719 
Prince  St.,  Alexandria,  Va.  22313. 

Problem-solving  workshops  at  the  meeting 
will  cover  such  subjects  as:  Clinic  quality  con- 
trol, cost  effectiveness,  multiphasic  screening, 
physician  recruitment,  computer  use  in  clinics, 
satellite  clinics,  education  programs,  and  income 
distribution. 


SAINT 

ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

STAFF: 

James  P.  King,  M.D. 

Edward  E.  Cale,  M.D. 

William  D.  Keck,  M.D. 

Don  L.  Weston,  M.D. 

Morgan  E.  Scott,  M.D. 

J.  William  Giesen,  M.D. 

David  S.  Sprague,  M.D. 

Delano  W.  Bolter,  M.D. 

Clinical  Psychology: 

Davis  G.  Garrett,  M.D. 

Thomas  C.  Camp,  Ph.D. 

Carl  McGraw,  Ph.D. 

Don  Phillips,  Administrator 

James  E.  Dublin,  Ph.D. 

R.  Lindsay  Shuff,  M.H.A. 

Thomas  M.  Weddig,  Ph.D. 

Asst.  Administrator 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center 

Beckley  Mental  Health  Center 

Federal  St.,  Bluefield,  W.  Va. 

109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D. 

Leslie  J.  Borbely,  M.D. 

Mental 

Health  Clinic 

Professional 

Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 
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PHYSICIANS  IN  TENNESSEE 
by  specialty  and  activity  as  of  Dec.  31, 1969 

MAJOR  PROFESSIONAL  ACTIVITY 


TOTAL 

SPECIALTY  PHYSICIANS 

TOTAL 

PATIENT  CARE 

OTHER  PROFESSIONAL  ACTIVITY 

HOSPITAL  BASED  PRACTICE 

Medical 

Teaching 

Adminis- 

tration 

Research 

Other 

OFFICE 

BASED 

PRACTICE 

Interns 

Resi- 

dents 

Full-Time 

Physician 

Staff 

Total  Physicians  

. . .4,542 

3,910 

3,002 

198 

535 

175 

94 

139 

134  3 

General  Practice  

. . . 874 

860 

822 

8 

11 

19 

8 

2 

Medical  Specialties 

. . . 944 

824 

607 

57 

118 

42 

28 

32 

56 

A 

. . . 16 

16 

16 

CD  

. . . 64 

47 

40 

3 

4 

3 

1 

12 

D 

. . . 42 

40 

35 

4 

1 

1 

1 

GE  

. . . 21 

19 

16 

3 

1 

1 

IM  

. . . 486 

432 

308 

41 

73 

10 

9 

17 

26 

PD  

. . . 274 

238 

176 

16 

34 

12 

10 

10 

15 

PDA  

5 

5 

5 

PDC  

6 

3 

3 

2 

1 

PUD  

. . . 30 

24 

8 

1 

15 

2 

3 

1 

Surgical  Specialties  

. . .1,436 

1,381 

1,071 

23 

263 

24 

21 

15 

17 

GS  

. . . 537 

519 

377 

22 

106 

14 

7 

5 

5 

NS  

. . . 66 

66 

50 

15 

1 

OBG  

. . . 270 

259 

209 

1 

43 

6 

4 

4 

3 

OPH  

. . . 150 

142 

118 

23 

1 

3 

1 

3 

ORS  

. . . 167 

160 

113 

47 

2 

1 

4 

OTO  

. . . 72 

67 

58 

9 

2 

1 

2 

PS  

. . . 29 

28 

23 

4 

1 

1 

CRS  

8 

8 

8 

TS  

. . . 45 

41 

37 

4 

3 

1 

U 

. . . 92 

91 

78 

12 

1 

1 

Other  Specialties  

. . .1,058 

845 

502 

110 

143 

90 

45 

84 

59  2 

AM  

3 

3 

3 

AN  

. ..  127 

119 

96 

15 

8 

5 

1 

2 

CHP  

. . . 11 

9 

9 

2 

DR  

. . . 23 

20 

12 

6 

2 

2 

1 

FOP  

4 

1 

1 

2 

1 

N 

. . . 22 

18 

12 

5 

1 

2 

1 

1 

OM  

. . . 55 

41 

41 

9 

1 

P 

. . . 155 

130 

78 

15 

37 

2 

14 

7 

PTH  

. . . 149 

110 

55 

6 

34 

15 

10 

9 

7 1 

PM  

7 

5 

3 

1 

1 

1 

1 

GPM  

. . 12 

5 

5 

2 

3 

2 

PH  

. . . 47 

18 

15 

2 

1 

28 

R 

. . . 160 

146 

103 

37 

6 

7 

1 

3 

TR 

. . . 16 

16 

11 

3 

2 

Other  Specialty 

. . . 100 

49 

36 

4 

9 

8 

12 

29 

Unspecified  .... 

. . . 167 

155 

23 

104 

21 

7 

2 

5 

5 

Inactive  

. . . 230 

SPECIALTY  ABBREVIATIONS 

FOP  1 

Forensic  Pathology 

OPH 

Ophthalmology 

GPM  Preventive  Medicine 

GE  Gastroenterology 

ORS 

Orthopedic  Surgery 

(General) 

A Allergy 

GP  General  Practice 

OTO 

Otolaryngology 

P 

Psychiatry 

AN  Anesthesiology 

GS  General  Surgery 

PTH 

Pathology 

PH 

Public  Health 

AM  Aviation  Medicine 

IM  Internal  Medicine 

PD 

Pediatrics 

PUD  Pulmonary  Disease 

CD  Cardiovascular  Disease 

NS  Neurological  Surgery 

PDA 

Pediatric  Allergy 

R 

Radiology 

CHP  Child  Psychiatry 

N Neurology 

PDC 

Pediatric  Cardiology 

TR 

Therapeutic  Radiology 

CRS  Colon  and  Rectal  Surgery 

OBG 

Obstetrics  and 

PM 

Physical  Medicine  and 

TS 

Thoracic  Surgery 

D Dermatology 

Gynecology 

Rehabilitation 

U 

Urology 

DR  Diagnostic  Roentgenology 

OM  Occupational  Medicine 

PS 

Plastic  Surgery 

These  figures  are  the  latest  available  from  the 
AMA  and  are  taken  from  the  two-volume  AMA 
publication,  Distribution  of  Physicians,  Hos- 
pitals, and  Hospital  Beds  in  the  U.S.,  1969. 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 


Standard  Coverage  That  SAVES  YOU  23%  to  27% 

Class  I — Physicians  doing  no  surgery. 

Class  2 — Physicians  doing  minor  surgery  or  assisting  in  major  surgery 
on  own  patients. 

Class  3 — Surgeons — General  Practitioners  who  perform  major  surgery 
or  assist  in  major  surgery  on  other  than  their  own  patients  and 
specialists  hereafter  indicated:  Cardiologists  (including  cathe- 
terization, but  not  including  cardiac  surgery),  Ophthalmolo- 
gists, Proctologists. 

Class  A — Surgeons — specialists,  Anesthesiologists,  Cardiac  Surgeons, 
Otolaryngologists — No  Plastic  Surgery,  Surgeons — General 
(Specialists  in  general  surgery),  Thoracic  Surgeons,  Urologists, 
Vascular  Surgeons. 

Class  5 — Surgeons  — specialists,  Neurosurgeons,  Obstetricians-Gyne- 
cologists,  Orthopedists,  Otolaryngologists — Plastic  Surgery, 
Plastic  Surgeons. 

Territory  Schedule  & Code 

01 

03 

04 

05 


Limits 

Class  1 

Class  2 

Class  3 

Class  4 

Class  5 

Territory 

5/15  

. . . $ 44.00 

$ 75.00 

$ 1 3 1 .00 

$174.00 

$218.00 

01,04 

25/75 

...  91.00 

155.00 

271.00 

360.00 

45 1 .00 

50/150. . . . 

...  103.00 

176.00 

307.00 

407.00 

510.00 

100/300. . . 

...  114.00 

194.00 

339.00 

45 1 .00 

565.00 

Territory 

5/15 

. . .$  43.00 

$ 75.00 

$128.00 

$170.00 

$213.00 

03 

25/75  

. . . 89.00 

155.00 

265.00 

352.00 

441.00 

50/ 150... 

...  101.00 

176.00 

300.00 

398.00 

498.00 

100/300. . . 

...  II  1 .00 

1 94.00 

332.00 

440.00 

552.00 

Territory 

5/15 

. . .$  42.00 

$ 73.00 

$125.00 

$166.00 

$208.00 

05 

25/75 

. . . 87.00 

151.00 

259.00 

344.00 

431.00 

50/150. . . . 

. . . 98.00 

171.00 

293.00 

388.00 

487.00 

100/300. . . 

...  109.00 

189.00 

324.00 

430.00 

539.00 

Davidson  County  . 
Shelby  County  . . . 
Knox  County  .... 
Remainder  of  State 


FAW  & SHERROD 
Phone  926-8164 

Johnson  City,  Tennessee  37602 


INGLE-KNOX  INSURANCE  AGENCY 
Phone  265-4541 

Chattanooga,  Tennessee  37402 


LIPSCOMB  & PITTS  CO. 

Phone  278-0772 
Memphis,  Tennessee  38104 


1.  Partnership  liability,  increase  premium  for  each  partner  by 

20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  quotations  made  on 
request. 

3.  Premises  Liability  (bodily  injury,  property  damage  and 
medical  payments)  Minimum  premium  $12.00. 

Shelby  Mutual  Insurance  Company 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $62,000,000.00 


For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 


The  all-day,  all- 
night  summer  cold 
and  allergy  pill. 


Novahistine  LP  can  give  your  patients  the  convenience  of  twice-a-day  dosage— morning  and 
bedtime— along  with  prompt  relief  from  the  symptoms  of  allergic  rhinitis,  hay  fever  or  summer 
colds.  These  continuous-release  tablets  contain  a vasoconstrictor-antihistamine  formulation 
that  goes  to  work  rapidly  and  lasts  for  hours.  Even  when  nasal  congestion  is  the  result  of 
repeated  allergic  episodes,  patients  can  usually  enjoy  around-the-clock  relief.  Use  with 
caution  in  patients  with  severe  hypertension,  diabetes  i • j • <s 

mellitus,  hyperthyroidism  or  urinary  retention.  Caution  ill  1F1  ^ 

ambulatory  patients  that  drowsiness  may  result.  -w- 

Lr< 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 
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TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 


(Sponsored  by  the  Chattanooga 


and  Hamilton  County  Medical  Society,  Inc.) 


THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  II,  and  Tuesday,  October  12,  1971 


I9TH  ANNUAL  ASSEMBLY 


Monday,  October  11,  1971 


7:30  REGISTRATION  BEGINS 

9:00  Wesley  W.  Hall,  M.D.,  President,  American 
Medical  Association,  Chicago,  111.,  “The  Mag- 
nificent Profession .” 

9:30  Philip  Thorek,  M.D.,  Clin.  Prof,  of  Surgery, 
Univ.  Illinois  College  of  Medicine,  Chicago,  111., 
“If  l Had  an  Ulcer.” 

10:00  A.M.  COFFEE  BREAK— EXHIBIT  VISITATION 

11:00  Harry  F.  Bisel,  M.D.,  Cons.  & Head  of  Section, 
Clin.  Oncology,  Mayo  Clinic,  Rochester,  Minn., 
“Treatment  of  Advanced  Carcinoma  of  the 
Breast.” 


11:30  Norman  B.  Hodgson,  M.D.,  Chairman  and  Clin. 
Prof.,  Dept,  of  Urology,  Medical  College  of  Wis- 
consin, Milwaukee,  Wis.,  “Female  Stress  In- 
continence from  the  Urologist’s  Point  of  View.” 


MONDAY  LUNCHEON 

1:00  P.M.— CONTINENTAL  ROOM— READ  HOUSE 


2:00  P.M.  to  4:00  P.M.— CONTINENTAL  ROOM 
Symposium  ffl:  The  Acute  Abdomen 
Speakers: 

Alton  Ochsner,  M.D. 

Philip  Thorek,  M.D. 

Kenneth  Warren,  M.D. 

Moderator:  George  G.  Young,  M.D. 

2:00  P.M.  to  4:00  P.M.— CHESTNUT  ROOM 

Symposium  #2:  Cancer  of  the  Breast  Including 
Chemotherapy 

Speakers : 

Edward  Lewison,  M.D. 

Harry  Bisel,  M.D. 

Wm.  M.  Markel,  M.D. 

Moderator:  Thomas  C.  Monroe,  M.D. 


Tuesday,  October  12,  1971 

8:00  REGISTRATION  BEGINS 

9:00  Alton  Ochsner,  M.D.,  Pres.,  Alton  Ochsner 
Med.  Fdn.,  New  Orleans,  La.,  “Prevention  and 
Treatment  of  Pulmonary  Embolism.” 

9:30  Samuel  H.  Proger,  M.D.,  Prof.  & Chrmn.  Dept, 
of  Medicine,  Tufts  University,  Boston,  Mass., 
“Sudden  Death.” 

10:00  A.M.  COFFEE  BREAK— EXHIBIT  VISITATION 

11:00  Kenneth  W.  Warren,  M.D.,  Chrmn.,  Dept,  of 
Surgery,  Lahey  Clinic,  Boston,  Mass.  “ Individuali- 
zation in  the  Surgical  Treatment  of  Chronic 
Relapsing  Pancreatitis.” 

11:30  Edward  F.  Lewison,  M.D.,  Chief,  Breast  Clinic, 
Asst.  Prof,  of  Surg.,  Johns  Hopkins  Univ.,  Balti- 
more, Md.,  “Estrogens,  the  Pill  and  Diseases  of 
the  Breast.” 

TUESDAY  LUNCHEON 

12:30  P.M.— CONTINENTAL  ROOM— READ  HOUSE 
Speaker:  Cyril  Wecht,  M.D.,  J.D.  Pittsburgh,  Pa. 
“Informed  Consent — Mandate  or  Myth” 

2:00  P.M.  to  5:00  P.M.— BALLROOM 
MOCK-TRIAL  Symposium: 

The  Law  in  Medical  Malpractice 
Courtroom  Confrontation 

Panelists: 

Cyril  Wecht,  M.D.,  J.D. 

Alvin  O.  Moore,  J.D. 

Sister  Thomas  DeSales 
Harry  A.  Stone,  M.D. 

W.  Houston  Price,  M.D. 

Moderator:  C.  Robert  Clark,  M.D. 

Annual  Banquet — Monday  evening,  Oct.  11,  1971 
7:30  P.M. — Silver  Ballroom 

Entertainment 

University  of  Tennessee  at  Knoxville 
Singers 
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ARE  WE  PREPARED? 

Ben  N.  Saltzman,  M.D.* 

About  47  years  ago,  as  a child  of  8,  I was 
traveling  in  a car  with  my  family  along 
the  Boston  Post  Road  in  New  England.  We 
suddenly  came  upon  a cluster  of  cars  and 
were  confronted  with  a sight  that  I shall 
never  forget.  A car  had  telescoped  into  a 
telephone  pole  on  the  right  hand  side  of  the 
road.  There  were  many  people  milling 
about,  but  I could  see  a man  sitting  on  the 
running  board  of  the  damaged  car  holding 
his  head  in  his  hand  with  blood  streaming 
between  his  fingers.  A woman  was  lying  at 
the  side  of  the  road.  She  appeared  to  be 
completely  still  and  was  covered  with 
blood.  I saw  a man  reach  into  the  car  and 
bring  out  a boy  of  about  my  own  age.  This 
youngster  was  also  covered  with  blood.  But 
the  thing  that  affected  me  most,  was  the 
sight  of  both  legs  dangling  with  bone  show- 
ing through  his  stockings  and  blood  pouring 
out  of  the  wounds.  The  man  did  not  stop 
for  anything.  He  put  the  lad  into  the  front 
seat  of  his  car  and  took  off,  apparently  for  a 
hospital.  Even  at  that  age  I knew  that 
something  wasn’t  right.  I was  just  a kid 
and  this  was  as  much  as  I could  take.  I 
don’t  have  to  tell  you  that  I was  pretty  sick. 
The  sight  of  that  bone  and  blood  almost 
kept  me  from  becoming  a physician.  The 
memory  has  lasted  me  my  entire  lifetime. 

But  as  you  see,  I did  become  a physician. 
A few  months  ago,  I was  working  at  night 
in  the  emergency  room  of  our  local  hospital, 
treating  an  external  ear  infection  in  a swim- 
mer who  had  had  the  problem  for  about  ten 
days,  when  a man  came  into  the  room 
carrying  a child  in  his  arms.  I could  see  at 
a glance  that  both  legs  were  fractured  and 
dangling  with  bone  showing  and  blood 
streaming  out  of  the  wounds. 

Have  we  learned  anything  in  47  years? 

For  the  past  several  years  I have  been  a 
member  and  chairman  of  the  Council  on 


*126  West  Sixth,  Mountain  Home,  Arkansas 
72653. 


Rural  Health  of  the  American  Medical  As- 
sociation. In  this  capacity,  I have  had  the 
opportunity  of  participating  in  several  na- 
tional conferences.  At  one  of  these,  I heard 
Dr.  Julian  A.  Waller,  tell  the  participants 
that  a study  of  rural  and  urban  traffic 
deaths  in  California,  revealed  that  one  and 
a half  times  more  people  were  injured  in 
traffic  accidents  in  rural  counties  than  in 
urban  counties;  and  that  people  injured  in 
rural  counties  were  almost  four  times  as 
likely  to  die  of  their  injuries  as  those  in- 
jured in  urban  counties.  This  despite  the 
fact  that  the  accidents  were  less  severe  and 
the  injuries  were  more  survivable.  This 
pointed  to  the  possibility  that  this  high 
fatality  rate  was  related  to  an  inability  to 
provide  adequate  first  aid  procedures,  and 
to  get  the  injured  person  to  a hospital  with- 
in a reasonable  period  of  time.  Our  council 
felt  that  this  problem  was  one  of  a rural  as 
well  as  urban  nature  and  proceeded  to 
formulate  a Rural  Emergency  Medical 
Services  Plan  that  was  approved  by  the 
American  Medical  Association  Board  of 
Trustees  and  the  House  of  Delegates.  The 
plan  urged  that: 

“1.  Rural  communities  coordinate  their  ef- 
forts with  adjacent  towns  in  analyzing 
existing  patterns  of  response  to  medi- 
cal emergencies.  This  must  be  done  by 
each  community  individually,  since  ur- 
ban and  rural  areas  will  have  different 
problems.  Bottlenecks  and  poor  com- 
munication patterns  may  occur  in  dif- 
ferent places.  Particular  isolated 
stretches  of  roadway  or  waterfront 
may  have  so  many  accidents  that  it  is 
worth  installing  telephones  or  first  aid 
supplies,  or  providing  first  aid  training 
for  residents  or  workers  in  these  areas. 

2.  Rural  and  urban  communities  institute 
a medical  service  area  program  for 
emergency  medical  transportation 
facilities  and  health  personnel. 

3.  Rural  and  urban  communities  where 
possible,  adopt  the  model  ambulance 
ordinance  to  give  the  public  a greater 
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voice  in  the  quality  of  ambulance  care. 
(The  ordinance  proposes  standards  for 
ambulance  equipment,  personnel  and 
operation,  liability  insurance  require- 
ments, maintenance  of  records,  duties 
of  regulatory  agencies,  and  penalties  to 
be  imposed  if  the  ordinance  is  dis- 
obeyed.) 

4.  Rural  and  urban  communities  provide 
a program  of  advance  Red  Cross  first 
aid  instruction  for  the  non-medical 
people  most  frequently  called  in  rural 
emergencies — especially  police,  sheriffs, 
and  ambulance  crews. 

5.  Rural  and  urban  communities  develop 
a continuing  campaign  directed  toward 
first  aid  instruction  for  rural  families 
and  particularly  young  people  through 
the  schools,  youth  organizations,  and 
other  educational  channels.” 

This  plan  was  far  reaching  in  its  efforts. 
To  begin  the  implementation  in  our  own 
state,  which  is  basically  rural,  the  Rural 
Health  Committee  of  the  Arkansas  Medical 
Society  in  cooperation  with  its  Advisory 
Committee  last  year  held  a Rural  Emer- 
gency Medical  Services  Conference  here  in 
Little  Rock.  Many  of  the  organizations 
represented  here  today  participated.  As  the 
conference  learned  many  more  people  and 
organizations  needed  to  be  involved. 

Hence,  this  conference  today.  The  prob- 
lem is  big.  Dr.  Norton  and  his  steering 
committee  realized  this  in  setting  up  this 
meeting,  but  went  ahead,  hoping  to  bring 
the  entire  problem  to  the  citizens  of  Ark- 
ansas, and  trusting  that  each  group  would 
take  home  a segment  of  the  problem  as  it 
effects  themselves  and  work  on  it. 

Today  we  will  have  an  opportunity  to 
listen  to  presentations  and  to  discuss  sub- 
jects dealing  with  problems  connected  with 
those  attendant  to  the  scene  of  a disaster; 
problems  directed  to  physicians,  nurses,  and 
hospital  administrators,  and  problems  con- 
nected with  those  in  government  and  as 
applicable  to  the  general  public.  There  will 
be  three  workshops.  They  concern  them- 
selves directly  with  the  people  who  are  to 
be  involved.  We  will  be  divided  into  groups 
and  we  ask  ourselves  “Are  We  Prepared?” 

Last  spring  in  a talk  on  “Systematic  Ap- 
proach to  Emergency  Medical  Services”  at  a 


National  Rural  Health  Conference,  Dr. 
Oscar  P.  Hampton,  Jr.,  outlined  the  criteria 
of  a complete  system  of  Emergency  Medical 
Services  as  embraced  by  the  Standards  of 
the  National  Highway  Safety  Bureau. 
These  are: 

“1.  Clean  casualty-carrying  vehicles, 
motor  car  or  helicopter  of  a design  that 
provides  adequate  room  for  all  neces- 
sary equipment  and  for  an  attendant 
to  continue  emergency  care  in  transit. 
Such  vehicles  require  a minimum  head 
room  of  54"  and  preferably  more,  and 
a patient  compartment  of  at  least  116" 
in  length. 

2.  An  attendant  in  addition  to  a compe- 
tent driver,  both  certified  by  the 
American  Red  Cross  as  having  com- 
pleted both  the  Standard  and  Ad- 
vanced First  Aid  Courses  and,  in  ad- 
dition, both  having  received  the  neces- 
sary training  and  to  be  proficient  in 
measures  such  as  protective  rescue, 
control  of  hemorrhage,  splinting  of 
fractures,  cardiopulmonary  resuscita- 
tion, emergency  childbirth,  the  care  of 
the  mentally  disturbed,  etc. 

3.  Adequate  equipment  on  the  vehicle  for 
rescue  and  excellent  emergency  care. 
Adequate  equipment  includes  each 
item  on  the  Minimum  Equipment  List 
of  the  American  College  of  Surgeons. 
This  includes  suction  apparatus,  bag 
mask  resuscitators,  and  spine  boards. 

4.  Central  dispatching  and  control  of  all 
ambulances  in  the  area  with  the  dis- 
patcher trained  as  thoroughly  as  the 
ambulance  attendants. 

5.  Two-way  radio  communication  be- 
tween dispatcher,  ambulance,  and  the 
emergency  department,  whereby  the 
latter  can  be  alerted  to  the  impending 
arrival  of  the  patient  and  a physician 
can  offer  advice  to  the  attendant  on 
the  care  of  the  patient  in  transit. 

6.  A fully  equipped  emergency  depart- 
ment staffed  by  a competent  physician 
with  adequate  allied  professional  help 
to  render  life-saving  treatment  to  the 
critically  injured  and  acutely  ill. 

7.  A system  of  property  exchange  for 
splints,  stretchers,  and  other  equipment 
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between  the  ambulance  and  the  emer- 
gency department. 

8.  An  adequate  report  system  which  pro- 
vides helpful  information  to  the  phy- 
sician from  the  attendants. 

9.  Close  liaison  between  ambulance  at- 
tendants and  emergency  department 
personnel  so  that  the  efforts  of  the 
former  can  be  evaluated  constructively 
as  part  of  the  continued  training.” 

Dr.  Hampton  felt  that  these  criteria  could 
be  met  in  every  community  quite  simply  if 
people  are  interested.  Does  it  take  money? 
Yes,  a little.  Does  it  take  people?  Yes,  a 
great  many.  Following  Dr.  Hampton’s 
criteria,  let’s  go  back  and  look  at  that  ac- 
cident that  I saw.  Let’s  make  believe  that 
it  happened  on  one  of  our  interstate  high- 
ways in  Arkansas.  How  could  that  accident 
have  been  handled?  If  any  of  the  bystand- 
ers had  had  first  aid  training,  an  attempt 
could  have  been  made  to  resuscitate  the 
woman  lying  by  the  side  of  the  road.  If 
she  had  shown  some  sign  of  a heart  beat, 
mouth  to  mouth  breathing  could  have  been 
instituted.  If  a heart  beat  had  not  been 
present,  someone  might  have  attempted  ex- 
ternal cardiac  massage.  The  man  with  the 
bloody  head  could  have  had  compression 
bandages  applied  to  cut  down  on  blood  loss 
and  he  could  have  been  treated  for  obvious 
shock.  A reclining  position  would  have 
been  helpful.  The  boy  with  the  fractured 
legs  could  have  been  extricated  from  the 
car  more  carefully.  Straightening  and 
splinting  of  the  legs  with  compression 
bandages  to  overcome  bleeding  would  have 
reduced  shock  and  further  injury.  Mean- 
while, someone  could  have  called  an  am- 
bulance. It  would  have  been  helpful  if 
there  were  roadside  phones  installed  along 
the  highway  at  specified  intervals.  A uni- 
versal phone  number  would  have  been  ad- 
ditionally helpful  if  emergency  phones 
were  not  available. 

Let’s  dream  a little.  A well  equipped 
helicopter  might  have  been  brought  to  the 
scene  for  more  rapid  transportation  to  the 
emergency  facility.  However,  a well 
equipped  ambulance  would  have  done  al- 
most as  well,  provided  it  had  trained  at- 
tendants. The  attendants  could  have  treated 
the  people  immediately  for  shock  with 


plasma  and  fluids  just  like  on  the  battle- 
field; and  better  splinting  could  have  been 
instituted  right  there  on  the  spot  because  of 
the  equipment  available.  The  ambulance  it- 
self, is  not  a decorated  hearse  that  can 
carry  only  one  person,  but  an  upright  utili- 
tarian van  that  can  carry  four  stretchers 
with  enough  head  room  so  that  the  atten- 
dant can  walk  upright.  I saw  several  of 
these  demonstrated  in  San  Francisco  at  an 
Emergency  Medical  Services  Conference 
sponsored  by  the  AMA. 

With  the  institution  of  proper  first  aid 
treatment  the  time  element  for  transporta- 
tion to  the  emergency  room  becomes  not  as 
critical.  There  is  no  need  for  sirens  and 
high  speeds  which  endanger  the  patients, 
the  ambulance  staff  and  other  traffic. 

The  ambulance  is  equipped  with  a two- 
way  radio,  connecting  directly  with  the  hos- 
pital that  can  best  cope  with  real  emergen- 
cies. In  that  way  the  smaller  hospitals  can 
be  bypassed  and  less  shunting  of  the 
patient  from  one  place  to  another  occurs. 
Emergency  staffs  are  thus  alerted  by  pro- 
fessional aid  men  who  can  pretty  clearly 
diagnose  the  problems  and  the  needs.  The 
emergency  rooms  in  the  hospitals  are  well 
equipped  and  not  cluttered  with  non- 
emergency patients,  who  believe  that  be- 
cause they  can  afford  to  pay  more  they  will 
use  the  physician’s  time  as  it  suits  their 
own  convenience.  Thus  definitive  care  and 
immediate  hospitalization  becomes  avail- 
able and  more  lives  are  saved. 

I have  described,  perhaps  in  overly  sim- 
ple terms,  a form  of  preparedness.  Auto 
accidents  are  not  the  only  emergencies,  al- 
though they  do  comprise  the  greatest  num- 
ber of  accidental  deaths.  Natural  disasters 
can  affect  us  all.  Some  of  us  will  have  an 
opportunity  to  hear  first  hand  about  the 
Conway  tornado  a few  years  ago  from  Dr. 
Fred  Gordy,  Jr.,  and  more  recently  the 
Jonesboro  tornado  from  Dr.  Grover  Poole. 
These  men  have  lived  and  worked  through 
trying  community  catastrophes  and  they 
will  have  observations  and  recommenda- 
tions to  make. 

Emergencies  range  from  drownings  to 
childbirth.  How  few  of  us  are  really  pre- 
pared? Even  we  in  the  medical  profession 
require  constant  updating,  reminding,  and 
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HELP! 

IN  SWIMMERS  EAR, 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur  (nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 

FURACIN  OTIC 

(nitrofurazone) 

antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  Furacin,  brand  of  nitrofur- 
azone, 0.375%  Micofur®,  brand  of  nifuroxime,  and  2% 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying, hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis.  In  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 

™ Originators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 
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practice.  I recall  that  during  World  War 
II,  I had  charge  of  a civilian  dispensary  in 
the  Panama  Canal  Zone.  I was  there  from 
the  beginning  of  the  war  and  we  had  con- 
stant alarms,  complete  blackouts,  air  raid 
shelter  construction,  and  civilian  defense 
mobilization.  We  expected  a repetition  of 
Pearl  Harbor  and  we  were  not  prepared. 
It  was  my  lot  to  teach  first  aid  to  civil  de- 
fense groups.  We  went  through  the  Red 
Cross  Handbook  from  beginning  to  end. 
Three  months  after  what  I thought  was 
good  instruction  and  learning;  some  acci- 
dent victims  were  brought  in  by  some  of 
my  best  pupils.  They  had  forgotten  even 
the  most  basic  rules  in  first  aid  treatment  of 
casualties.  Repetitive  practice  is  most  im- 
portant. The  single  shot  just  does  not  work. 

It  is  the  hope  of  the  Council  on  Rural 
Health  that  every  family  have  at  least  one 
person  well  practiced  in  first  aid.  Age  is 
not  important.  Several  years  ago,  my 
daughter  riding  in  a friend’s  car,  noted  that 
a car  had  gone  off  the  road  and  two  men 
had  been  thrown  out  into  a ditch.  One  was 
moving  about  but  the  other  was  very  still. 
She  immediately  felt  the  latter’s  pulse  and 
found  that  it  was  strong,  but  he  was  not 
breathing.  She  cleaned  his  mouth  and  ap- 
plied mouth  to  mouth  resuscitation.  After  a 
short  interval  the  man  began  to  breathe 
normally.  This  man  survived.  She  confided 
to  me  later,  “Daddy,  he  didn’t  taste  very 


good.  He  was  drunk.”  I was  very  proud  of 
my  girl.  I know  that  each  of  you  would  be 
proud  of  a child  who  had  saved  a life. 

After  we  meet  with  our  discussion  groups 
in  the  various  workshops,  we  will  have  an 
opportunity  to  meet  again  to  discuss  our 
findings.  Several  experts  in  many  fields 
will  work  with  us  as  resource  people.  We 
will  accept  their  opinions  and  fit  them  to 
our  needs.  Then,  we  will  return  to  our 
jobs  and  do  something  in  the  fields  in  which 
we  are  best  qualified. 

Will  Rogers  once  said,  “We  are  the  only 
nation  in  the  world  that  waits  until  we  get 
into  a war  before  we  start  getting  ready  for 
it.”  The  same  thing  seems  to  apply  to  our 
preparedness  for  emergency  health  services. 
This  does  not  have  to  be  this  way.  If  some 
of  you  are  mayors  of  your  communities,  go 
home  and  get  things  started.  If  some  of 
you  are  councilmen  stimulate  the  mayor.  If 
some  of  you  are  workers  in  the  health  field, 
take  the  leadership  and  show  the  mayor 
how  important  preparation  is  to  the  com- 
munity. If  some  of  you  are  just  people, 
then  stimulate  your  health  workers,  your 
councilmen,  your  mayors  and  get  something 
started.  When  our  communities  can  achieve 
the  criteria  outlined  in  this  talk  in  its  en- 
tirety then,  and  then  only,  can  we  say  “We 
Are  Prepared.” 

(Reprinted  from  The  Journal  of  the  Ar- 
kansas Medical  Society , October,  1970) 
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HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  46  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
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The  diagnosis  of  this  disease  commonly  is  difficult  and  is  accompanied  by  a high  mortality  rate. 
The  author  views  a series  of  such  instances,  the  diagnosis,  prognosis,  and  management. 

Nonocclusive  Mesenteric  Vascular  Disease* 

RICHARD  C.  CHEEK,  M.D.,  and  LOUIS  G.  BRITT,  M.D.,  Memphis,  Tenn. 


Introduction 

Of  all  the  catastrophies  which  strike  the 
mesenteric  circulation,  the  syndrome  of 
nonocclusive  mesenteric  vascular  disease  is 
the  most  devastating  and  challenging,  with 
a reported  mortality  rate  in  the  range  of  80 
to  90%.  Because  of  this  rather  hopeless  out- 
look, we  have  been  prompted  to  review  our 
clinical  material  and  devise  an  experi- 
mental model  to  study  the  pathophysiology 
of  the  condition  and  to  evaluate  various 
forms  of  therapy.  I am  presenting  a sum- 
mary of  these  investigative  efforts. 

Clinical  Series 

Over  the  past  15  years  there  have  been 
45  patients  with  the  diagnosis  of  acute 
mesenteric  vascular  insufficiency  at  the 
City  of  Memphis  Hospitals.  Of  these,  16 
patients  or  36%  have  had  the  nonocclusive 
syndrome.  There  were  8 men  and  8 women 
with  an  average  age  of  72  years.  The  diag- 
nosis was  established  at  operation  in  11 
patients  and  at  autopsy  in  5.  The  mortality 
rate  was  81%  with  3 survivors.  A review  of 
the  history  and  physical  examination  re- 
vealed the  following  typical  features:  94% 
of  these  patients  had  organic  heart  disease 
which  was  being  treated  with  digitalis  often 
with  episodes  of  toxicity;  two-thirds  had  a 
prodrome  of  vague  abdominal  symptoms 
and  weight  loss  during  the  preceding 
weeks  or  months  before  the  onset  of  the 
acute  attack;  colicky  abdominal  pain  was 
the  predominant  manifestation  of  the  acute 
illness  in  60%,  and  50%  also  had  melena. 
The  findings  on  physical  examination  were 
largely  related  to  the  stage  of  the  disease 
and  when  gangrenous  bowel  was  present, 
signs  of  peritonitis  such  as  tenderness,  ileus 

*Presented  at  the  136th  Annual  Meeting  of  the 
Tennessee  Medical  Association,  April  15,  1971, 
Chattanooga,  Tenn. 


and  dehydration  were  the  most  prominent 
findings.  Before  the  onset  of  peritonitis, 
however,  the  abdominal  findings  were 
minimal  and  characteristically  dispropor- 
tionate to  the  degree  of  symptoms;  a fact 
which  contributes  to  the  difficulty  in  early 
recognition.  Laboratory  studies  were  not 
diagnostic  and  also  generally  reflected  the 
degree  of  intestinal  necrosis  with  75%  of 
the  patients  showing  a leukocytosis  greater 
than  15,000  and  evidence  of  dehydration 
and  hemoconcentration. 

Two  patients  had  the  diagnosis  estab- 
lished by  preoperative  superior  mesenteric 
arteriography  and  we  now  use  this  as  the 
procedure  of  choice  for  establishing  the 
preoperative  diagnosis.  The  characteristic 
finding  is  a patent  superior  mesenteric 
trunk  with  sudden  tapering  of  the  intestinal 
branches  to  the  point  of  nonvisualization  at 
the  mesenteric  arcade  level.  Intramural 
vessels,  capillary  blush,  and  venous  opacifi- 
cation are  absent.  Because  of  the  extremely 
poor  flow  through  the  superior  mesenteric 
artery,  there  may  be  reflux  of  dye,  pro- 
ducing an  aortogram  even  though  the  cathe- 
ter tip  remained  in  the  mesenteric  artery. 

Operative  Findings 

The  findings  at  operation  varied  with  the 
stage  of  the  disease  with  7 of  our  patients 
having  frank  intestinal  gangrene  and  4 
showing  lesser  degrees  of  pregangrenous 
ischemia.  The  distribution  typically  began 
about  14  inches  distal  to  the  ligament  of 
Treitz  and  ended  at  the  mid-transverse 
colon.  The  main  trunk  of  the  superior 
mesenteric  artery  was  patent  and  pulsatile 
while  the  pulsations  in  the  distal  arcades 
either  were  markedly  diminished  or  com- 
pletely absent.  Treatment  consisted  of  in- 
tensive supportive  measures  pre-  and  post- 
operatively  combined  with  resection  of 
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necrotic  bowel  when  present,  and  some  type 
of  adrenergic  blockade  in  an  effort  to  abolish 
the  vasospastic  element  of  the  syndrome. 
We  have  used  both  continuous  epidural 
anesthesia  and  direct  splanchnic  block  at 
the  time  of  operation.  In  addition,  every 
effort  was  made  to  improve  the  cardiac 
output  through  support  of  blood  volume, 
control  of  arrythmias  and  regulation  of 
digitalis  therapy. 

Results 

Six  of  the  7 patients  who  had  massive 
resections  for  intestinal  gangrene  died  im- 
mediately postoperatively  of  sepsis.  One 
patient,  however,  survived  removal  of  90% 
of  the  small  intestine  and  the  right  colon 
with  jejunocolostomy.  Of  the  4 patients 
who  were  “pregangrenous”  at  the  time  of 
operation,  2 made  a complete  recovery,  one 
died  of  profound  hypoglycemia  36  hours 
postoperatively,  and  the  fourth  showed 
complete  recovery  for  7 days  only  to  have 
a second  episode  of  nonocclusive  ischemia 
which  eventuated  in  intestinal  infarction 
and  death  12  hours  later. 

Experimental  Model 

Since  it  has  been  almost  universally  ob- 
served in  the  clinical  setting  that  this 
syndrome  is  associated  with  a low  cardiac 
output,  we  attempted  to  duplicate  this 
situation  in  the  laboratory  by  producing 
atrial  fibrillation  in  dogs  and  studying  the 
response  of  the  mesenteric  circulation  to 
this  situation  as  well  as  evaluating  various 
therapeutic  modalities.  Five  dogs  were 
studied  as  controls  and  10  dogs  were  studied 
each  for  the  effect  of  epidural  block, 
splanchnic  block,  and  intra-arterial  phen- 
oxybenzamine.  Experimental  parameters 
included  cardiac  output,  flow  in  the  superior 
mesenteric  artery,  systemic  blood  pressure, 
EKG,  and  observation  of  the  gross  appear- 
ance of  the  small  bowel. 

The  most  significant  changes  occurred  in 
the  flow  of  the  superior  mesenteric  artery 


and  remarks  will  be  confined  to  this  area. 
In  the  control  animals  as  well  as  in  all  of 
the  experimental  animals,  the  induction  of 
atrial  fibrillation  produced  a significant  de- 
crease in  the  flow  of  the  superior  mesen- 
teric artery,  averaging  33.5%.  Concomi- 
tantly, the  bowel  became  pale  and  the  visible 
pulsations  in  the  intestinal  arcade  were 
either  markedly  diminished  or  absent.  The 
induction  of  epidural  block  produced  a 
further  decrease  in  arterial  flow  but  this 
was  associated  with  a drop  in  systemic  blood 
pressure  and  cardiac  output,  and  was 
thought  to  be  due  to  loss  of  caudal  vascular 
tone  and  relative  hypovolemia.  Support  by 
intravenous  fluids  in  the  amount  of  1%  of 
the  body  weight  increased  the  flow  rate  by 
30%  over  the  fibrillation  level,  but  it  was 
not  a statistically  significant  increase  over 
the  control  animals  receiving  the  same 
amount  of  intravenous  fluids.  In  dogs 
receiving  a splanchnic  block,  the  increase 
in  flow  rate  after  intravenous  fluid  support 
was  60%  above  the  fibrillation  level  and 
this  was  statistically  significant  over  the 
control  animals.  The  most  striking  results, 
however,  occurred  in  the  dogs  receiving 
intra-arterial  phenoxybenzamine  with  the 
flow  rate  increasing  after  the  drug  alone 
by  36%  and  with  intravenous  fluid  support, 
the  increase  was  134%  above  the  fibrillation 
level  and  138%  above  the  control  group. 

Summary 

In  summary,  we  have  reviewed  16  cases 
of  nonocclusive  mesenteric  vascular  dis- 
ease with  3 survivors,  one  following  massive 
resection  and  2 following  intensive  sup- 
portive therapy  combined  with  operation 
and  adrenergic  blockade.  An  experimental 
model  was  used  to  test  the  effectiveness  of 
various  forms  of  treatment  and  showed 
intra-arterial  phenoxybenzamine  to  be 
superior  to  direct  splanchnic  or  epidural 
block  in  increasing  blood  flow  in  the 
superior  mesenteric  artery. 
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The  authors  are  applying-  a recently  described  test  to  determine  digitalis  toxicity,  applicable  to  the 
community  hospital  supporting  adequate  laboratory  facilities. 

The  Wotman  Test  for  Digitalis  Toxicity: 

-A  Preliminary  Report- 

ROBERT  M.  HOLLISTER,  M.D,  and 
MR.  WENDELL  NEWMAN,  M.T.,  Franklin,  Tenn. 


William  Withering  (1941-99),  of  Shrop- 
shire, England,  the  pioneer  in  the  proper 
use  of  digitalis,  “learned  from  an  old 
grandame”1,  in  1776,  that  foxglove  was  good 
for  dropsy.  Over  the  years  since  then, 
knowledge  has  steadily  increased  about 
the  digitalis  glycosides,  but  no  objective 
method  for  assessing  digitalis  toxicity  has 
been  found.  Serum  glycoside  radio  immune 
assay  is  a great  step  forward  but  is  not  a 
rapid  method  and  is  not  yet  feasible  for 
the  small  community  hospital. 

At  the  1970  Annual  Scientific  Meeting  of 
the  American  Heart  Association,  Dr. 
Stephen  Wotman,  of  Columbia  University’s 
College  of  Dental  and  Oral  Surgery,  pre- 
sented a paper  entitled  “A  Saliva  Test  for 
Digitalis  Toxicity.”2  Earlier,  Drs.  H.  J. 
Bartelstone  and  N.  Kahn,  also  of  Columbia 
University,  had  demonstrated  that  the 
salivary  concentration  of  potassium  ions 
was  correlated  with  digitalis  toxicity.  A 
study  was  devised  to  determine  whether 
salivary  electrolyte  concentration  in  whole 
saliva  could  make  a clear  distinction,  with- 
out overlap,  between  patients  with  digi- 
talis toxicity  and  nontoxic  controls. 

Dr.  Wotman  studied  55  patients  and 
found  that  the  concentration  of  salivary 
potassium  rises  in  all  patients  taking  digi- 
talis, but  that  the  increase  was  significantly 
greater  in  patients  with  digitalis  toxicity 
than  in  nontoxic  digitalized  patients.  A 
similar  rise  also  occurs  in  concentration  of 
salivary  calcium.  If  either  the  potassium 
or  the  calcium  concentration  alone  is  used, 
overlap  occurs  between  toxic  patients  and 
nontoxic  controls.  In  Wotman’s  work,  this 
overlap  was  not  found  to  involve  both  ions, 
but  only  either  one  or  the  other.  Therefore, 
the  product  of  the  K and  Ca  concentration 
was  used  in  differentiating  between  the  two 
groups.  In  Wotman’s  paper  the  figure  for 


the  control  group  was  from  36  to  104, 
whereas  the  lowest  value  encountered  in 
the  toxic  group  was  234  to  474. 

He  states,  “It  appears  that  the  magnitude 
of  the  effect  of  digitalis  on  salivary  gland 
function  parallels  its  effect  on  the  electrical 
activity  of  the  heart,  at  least  in  the  toxic 
range.”2  Results  are  not  affected  by  the 
type  of  digitalis  preparation  used.  As  the 
resting  concentration  of  saliva  potassium 
(or  the  transient  saliva  potassium  concen- 
tration) is  high,  it  is  necessary  to  use  only 
actively  secreted  saliva.  This  is  obtained 
by  asking  the  patient  to  chew  a rubber 
band,  or  by  placing  a piece  of  filter  paper 
saturated  with  citric  acid  on  the  tongue. 
The  pooled  saliva  is  then  collected  from  the 
floor  of  the  mouth  with  a Luer  lock  syringe 
without  needle.  Then  the  K and  Ca  determi- 
nations are  made  with  the  flame  photom- 
eter— as  we  did  ours,  or  as  Wotman  did — 
using  an  atomic  absorption  spectrophotom- 
eter. The  procedure  requires  only  about 
30  minutes  against  a much  longer  time  by 
the  immune  serum  assay  method  which  has 
the  added  disadvantage  of  measuring  only 
glycoside  in  transport  in  the  serum,  whereas 
Wotman’s  method  appears  to  correlate  di- 
rectly with  the  electrical  effect  of  the 
glycoside  on  the  myocardium. 

At  the  Williamson  County  Hospital, 
Franklin,  Tennessee,  Mr.  Wendell  Newman, 
M.T.,  performed  23  determinations  on  20 
patients.  As  can  be  seen  by  reference  to 
Table  1,  our  normal  values  for  the  calcium 
and  potassium  product  varied  from  a low 
of  0.8  to  the  high  of  210.  Patient  No.  12, 
who  showed  the  210  figure  was  on  phenfor- 
min  hydrochloride,  and  had  complained  of 
a metallic  taste  in  the  mouth  since  begin- 
ning treatment  with  this  medication.  After 
phenformin  hydrochloride  was  discon- 
tinued, the  repeat  value  was  38.  Even  at 
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TABLE  1 


Number  Normal  Digitalis 

Toxic 

CA 

K 

CaxK 

1. 

X 

2.1 

22 

46 

2. 

X 

2.1 

23 

48 

3. 

X 

3.1 

26 

76 

4. 

X 

1.9 

20 

38 

5. 

X 

2.1 

20.5 

43 

6. 

X 

3.5 

52 

182 

7. 

X 

1.6 

31 

49.6 

8. 

X 

3.3 

38 

125 

9. 

X 

2.5 

17 

42.5 

10. 

X 

2.1 

21 

44 

11. 

X 

1.9 

26 

49.4 

12. 

X 

ON  Phenformin  Hcl 

5.4 

39 

210 

X 

OFF  Phenformin  Hcl 

2.1 

18 

38 

13. 

X 

1.8 

20 

45 

14. 

X 

1.8 

25 

45 

15. 

X 

2.7 

2.7 

73 

16. 

X 

0.8 

25 

20 

17. 

X 

2.1 

22.5 

47 

18. 

X 

3.3 

33 

108 

19. 

X 

2.0 

16 

32 

Nausea 

& Atrial  Tachycardia 

X 

5.6 

58 

324 

X 

1.5 

6 

9 

20. 

Personal  Communication 

X 

Over 

234 

210  the  value  in  this  patient  still  fell  be- 
low Wotman’s  lowest  figure  for  the  toxic 
group,  of  234. 

Attention  is  drawn  to  patients  Nos.  19 
and  20.  Patient  No.  20  was  submitted  by 
personal  communication  from  Dr.  Robert 
Kiger  of  Nashville,  as  having  had  a value 
over  234  and  being  clinically  toxic.  Patient 
No.  19  was  admitted  to  the  hospital  with 
congestive  heart  failure,  taking  0.25  mg.  of 
digoxin  daily.  Because  of  persistent 
dyspnea  and  cardiomegaly  this  was  in- 
creased to  0.25  mg.  twice  daily,  at  which 
point  the  patient  developed  nausea  and 
atrial  tachycardia.  Her  admission  Wotman 
test  when  nontoxic  but  on  digitalis  was  32. 
When  the  patient  showed  symptoms  of 
toxicity  the  determination  was  324  and  one 
week  later  after  discontinuing  digitalis  and 
managing  her  failure  with  diuretics  and 
oxygen,  bed  rest  and  salt  restriction,  the 
third  determination  was  9. 


rapid,  accurate,  reliable,  economic  and  ob- 
jective method  for  determining  digitalis 
intoxication.  We  are  in  the  process  of  ac- 
cumulating further  data  on  this  test,  partic- 
ularly figures  for  toxic  patients  and  will 
report  this  data  at  a later  date.  We  hope 
other  physicians  will  become  interested  in 
this  test  and  will  submit  data  on  the 
salivary  calcium  and  potassium  determina- 
tions of  patients  who  appear  to  be  toxic 
clinically  so  this  group  may  be  enlarged. 

Medical  Arts  Bldg. 

Franklin,  Tenn.  37064 
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In  summary,  we  believe  this  test  warrants  worE.  We  thank  Miss  Molly  Qwen  for  the 
further  investigation  as  possibly  the  test  research  and  secretarial  time  she  devoted  to  the 
physicians  have  been  searching  for  as  a writing  of  this  report. 
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The  author  describes  one  of  the  untoward  by-effects  of  this  drug-  which  may  persist  for  many 

months  after  discontinuance  of  this  substance. 

“Trailing”  Phenomenon — A Long  Lasting 

Side  Effect  of  LSD 

HARVEY  ASHER,  M.D.,  Nashville,  Tenn. 


Due  to  the  increased  use  of  LSD  during 
the  past  decade,  awareness  of  and  interest 
in  the  long  lasting  and  adverse  reactions  to 
this  drug  have  come  to  the  fore.  Much  has 
been  said  about  psychotoxic  reactions 
secondary  to  the  use  of  this  drug,  but  not 
much  has  been  reported  concerning  per- 
ceptual distortions.  Frosch1  has  described 
paranoid  states,  often  with  grandiosity  and 
persecutory  delusions;  and  Cohn2  added  un- 
manageability, feelings  of  immobilization, 
overwhelming  anxiety  and  depersonaliza- 
tion. In  reporting  perceptual  distortions, 
Frosch3  has  included  intense  and  varying 
coloring,  hyperacusis  and  distortion  of  body 
image. 

The  perceptual  distortion  to  be  discussed 
has  been  experienced  frequently  by  those 
taking  LSD  but  seldom  has  been  described 
scientifically.  The  term  denoting  this 
phenomenon  is  based  on  the  subjects’  own 
vernacular — “trailing.”  The  “trailing  effect” 
is  the  term  used  to  describe  seeing  a moving 
object  not  as  an  individual  entity  in  mo- 
tion, but  in  serial  momentarily  stationary 
positions.  If  the  observer  moves  his 
finger  across  his  field  of  vision,  he  sees  his 
finger  moving  not  only  as  a single  object, 
but  sees  the  various  finger  movements 
needed  to  perform  the  complete  movement. 
It  is  like  a slow  motion  multiple  exposure 
effect.  Although  this  is  first  seen  while 
under  the  acute  influence  of  the  drug,  some 
users  of  LSD  report  that  it  remains  with 
them  up  to  one  year  after  the  ingestion  of 
the  drug.  This  observation  corresponds 
with  Robbins’  and  Frosch’s4  reports  con- 
cerning general  perceptual  distortions  last- 
ing as  long  as  one  year. 

Case  Histories 

Case  1.  An  18-year-old  white  woman  who  had 
been  having  general  antisocial  behavior  for  some 
years  and  repeated  suicidal  gestures,  presented 
with  feelings  of  depression  and  suicidal  thoughts. 


She  had  recently  begun  smoking  marijuana  and 
had  never  had  LSD  until  3 weeks  before  her 
first  psychiatric  interview.  She  reported  some 
general  psychedelic  experiences,  also  some 
“flashbacks”  since  that  time.  In  addition,  she 
casually  mentioned  her  anxiety  concerning  the 
“trailing  effect.”  She  said  it  caused  her  much 
anxiety  when  she  noticed  the  multiple  exposure 
effect.  She  would  become  especially  anxious 
when  seeing  this  effect  in  leaves  blowing  in  the 
breeze.  The  patient  claimed  she  never  knew 
when  it  would  begin,  but  could  purposely  induce 
it  by  concentrating  on  it.  Although  the  patient 
responded  well  to  psychotherapy  over  the  next 
4 months,  she  continued  to  have  the  “trailing 
effect.”  She  was  given  phenothiazines  but 
noticed  no  appreciable  change  in  this  effect. 

While  lecturing  on  drug  abuse  to  a local 
college  fraternity,  I met  a 21-year-old  stu- 
dent, not  a patient,  who  freely  discussed 
his  experiences  with  LSD  and  described 
the  same  “trailing  effect.” 

Case  2.  This  patient  said  it  had  been  some  5 
months  since  his  last  ingestion  of  LSD  but  that 
he  could  still  “trail”  when  he  wished  to  by 
moving  objects  quickly  before  his  eyes.  He 
enjoyed  the  sensation  and  quite  often,  for  a 
change  of  pace,  would  reproduce  it.  Although 
he  did  not  complain  of  general  “flashbacks,”  he 
did  continue  to  have  the  “trailing  effect”  for  3 
months. 

Case  3.  This  was  an  18-year-old  white  man 
who  had  been  on  numerous  LSD  “trips”  over  the 
past  year.  The  patient  presented  in  a rather 
confused  state.  He  seemed  “spaced  out”  and 
quite  readily  admitted  having  had  “flashbacks” 
over  the  previous  few  weeks.  More  often  he 
complained  of  a man  sitting  on  his  left  shoulder, 
taking  him  into  various  worlds  during  the 
“flashbacks” — the  world  of  music,  the  world  of 
traffic,  etc.  He  had  experienced  the  “trailing 
effect”  on  his  first  LSD  trip  and  just  took  for 
granted  that  everyone  else  on  the  drug  was 
having  it  also. 

After  4 months  in  psychotherapy,  he  claimed 
he  was  no  longer  taking  LSD  but  still  had  the 
“trailing  effect.”  Three  months  after  he  stopped 
the  use  of  the  drug  he  had  some  marked  “flash- 
backs.” These  responded  to  phenothiazines,  but 
the  “trailing  effect”  did  not. 


682 


TRAILING"  PHENOMENON— A LONG  LASTING  SIDE  EFFECT  OF  LSD— Asher 


August,  1971 


Several  theories  have  been  proposed  to 
explain  this  phenomenon.  It  has  been  sug- 
gested that  inhibition  of  inhibitory  me- 
chanisms of  the  brain  might  lead  to 
decreased  ability  to  screen  out  some  sensory 
inputs.5  Other  suggestions  include  per- 
manent brain  damage,  gradual  release  of 
stored  drug  metabolite,  conditioned  re- 
sponse and  learned  reaction  to  anxiety.3 
Rosenthal6  suggests  that  certain  visual  dis- 
tortions secondary  to  the  taking  of  LSD 
are  caused  by  transient  electrophysiologic 
changes.  He  hypothesizes  that  some  of 
these  changes  may  be  prolonged  in  subjects 
who  have  taken  the  drug  repeatedly.  Ac- 
cording to  him,  there  is  significant  evidence 
that  LSD  has  effects  on  many  levels  of  the 
optic  pathways,  although  the  precise  site 
of  action  has  not  yet  been  pinpointed. 

Summary 

The  “trailing  effect,”  a rarely  reported 
perceptual  phenomenon,  is  presented  some- 
what more  fully  than  heretofore.  It  is 
another  one  of  the  many  side  effects  of 
LSD,  pointing  up  the  serious  chronic  as 
well  as  acute  dangers  inherent  in  the  ever 


increasing  abuse  of  this  potent  drug. 

Many  questions  remain  unanswered.  Re- 
search into  the  anatomic  and  biochemical 
sites  of  LSD  action  in  the  central  nervous 
system  is  urgently  needed.  It  is  hoped  this 
paper  will  help  stimulate  interest  in  such 
research. 
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Portrait  of  a Deanf 

ROLAND  H.  ALDEN 


Dr.  Maston  K.  Callison  served  as  Dean  of 
University  of  Tennessee  College  of  Medicine 
from  July,  1958  to  June,  1970,  when  he  re- 
signed to  re-enter  full-time  practice  of 
medicine.  He  has  been  associated  with  the 
College  of  Medicine  continuously  since  1947, 
his  first  appointment  being  as  an  instructor 
of  medicine.  He  progressed  to  Assistant  and 
to  Associate  Professor  status  and  then  as 
Dean  in  1958.  In  1963,  he  was  given  title  of 
Professor  of  Medicine,  while  still  serving 
as  Dean.  He  will  continue  on  the  faculty  as 
Clinical  Professor  of  Medicine,  doing  part- 
time  teaching. — Editor. 

“His  profession  is  one  of  incessant  revela- 
tions. (He)  must  come  to  be  different  from 
other  people.  The  horrors  he  sees  expose 
him  to  great  temptations.  He  may  turn  into 
a skeptic  who  sees  all  the  troubles  and 
frailties  and,  finally,  in  disgust,  becomes  a 
cynic. 

“He  may  turn  into  a naturalist  who  sees 
nothing  but  casual  connections,  pitiless 
nature,  and  the  unexpected  turns  of  chance 
— the  steady  flow  of  coming-to-be  and 
passing-away,  in  which  every  individual  is 
a matter  of  total  indifference. 

“He  may  turn  into  an  unbeliever,  con- 
vinced that  there  is  nothing  but  this  endless 
cycle  of  misery.  Seeing  all  . . . that  conflicts 
with  a harmonious  view  of  the  world,  he 
may  (even)  lose  sight  of  the  Deity.” 

These  words  are  not  autobiographical 
sounds  of  a disconsolate  dean;  actually,  they 
are  those  of  Karl  Jaspers,*  a physician, 
speaking  of  his  profession.  But  for  a 
physician-dean,  surely  they  must  conjure 
up  memories!  I am  confident  that  the  med- 
ical dean  is  less  likely  to  worry  over  losing 
sight  of  the  Deity  than  he  is  over  the  fre- 
quency with  which  he  is  moved  to  take 
the  Deity’s  name  in  vain! 


tRemarks  prepared  for  the  occasion  of  the 
Callison  Testimonial  Dinner,  at  which  time  his 
portrait  was  given  to  the  University  of  Tennes- 
see. 

*“The  Idea  of  a Physician.”  Karl  Jaspers.  The 
Graduate  Journal,  v.  7,  p.  574. 

**On  February  5,  1971  Apollo  14  crew  was  on 
the  moon. 


Bertrand  Russell  once  remarked  that  in 
higher  mathematics  we  do  not  know  what 
we  are  doing  or  why  we  are  doing  it.  This 
could  equally  well  be  applied  to  much  of 
higher  education,  particularly  medical  edu- 
cation— and  perhaps  especially,  medical 
deaning! 

Possibly  the  poet  William  Watson  had 
such  in  mind  when  he  wrote  of  those 

Who  climb  forever  toward  they  know 
not  where 

Baffled  forever  by  they  know  not  what. 

Many  of  you  will  recall  that  the  Swedish 
social  anthropologist,  Ne  Anderthal,  has 
functionally  classified  deans  on  the  basis  of 
their  administrative  technic  in  handling 
problems:  (1)  there  is  the  adrenaloid  type, 

who  is  for  energetic  action;  (2)  the  ulceroid 
type  who  worries  about  it;  (3)  the  ade- 
noidal type,  who  screams  about  it;  and, 
(4)  the  hemorrhoidal  type,  who  just  sits 
on  it. 

Careful  review  of  our  honoree’s  record 
provides  indisputable  evidence  of  awesome 
versatility:  he  not  only  used  all  the  above 
technics,  but  a fifth  one  which  Anderthal 
calls  “paranoidal.” 

Lest  my  hearers  jump  to  the  conclusion 
that  I came  to  bury  Maston,  not  to  praise 
him,  I wish  to  make  it  clear  that  I am  but 
setting  a stage.  Let  me  turn  back  the 
calendar  a bit. 

Nineteen  hundred  and  fifty-eight  was  an 
active  and  tense  year  in  history.  July,  1958 
saw  the  landing  of  U.S.  Marines  in  Lebanon 
and  President  Eisenhower  signing  the  bill 
authorizing  Alaska  to  enter  the  Union  as 
the  forty-ninth  state;  it  saw  Charles  de 
Gaulle  taking  over  France  and  establishing 
the  Fifth  Republic. 

Also  in  July,  1958  Congress  passed  the 
bill  establishing  a National  Aeronautics  and 
Space  Administration;  in  that  same  month, 
experimenters  at  Cape  Canavaral  fired  a 
Thor-Abel  rocket  6,000  miles  into  space.  In 
its  nose  cone  was  a single  mouse!  Its 
survival  prompted  talk  of  putting  a man  on 
the  moon.** 

July  is  also  an  auspicious  month  in  bio- 
medical lore.  For  instance,  July  1 in  the 
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year  1505  saw  the  chartering  of  The  Royal 
College  of  Surgeons  of  Edinburgh.  On  this 
same  date  in  1858,  Charles  Darwin  presented 
his  theory  of  the  origin  of  species  to  the 
Linnean  Society  of  London.  Had  this  young 
naturalist  been  able  to  study  the  species 
Deanus  medicus,  he  might  well  have  ex- 
pressed some  reservations  concerning  his 
concept  of  the  “survival  of  the  fittest” — but 
this  particular  species  had  yet  to  emerge  as 
a genetic  entity  from  its  primitive  forebears. 

I am  confident  that  the  chroniclers  of  the 
history  of  The  University  of  Tennessee  will 
come  to  look  upon  July  1,  1958,  as  a major 
milestone,  for  it  was  on  this  date  that  the 
College  of  Medicine  obtained  its  first,  full- 
time dean  in  the  modern  sense  of  the  term 
— Maston  Kennerly  Callison. 

A native  of  Knoxville,  a graduate  of  The 
University  of  Tennessee  and  The  University 
of  Tennessee  College  of  Medicine,  an  estab- 
lished and  successful  internist,  an  associate 
professor  of  medicine,  chief  of  staff  at  John 
Gaston  Hospital,  a diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  the 
American  College  of  Physicians,  a trum- 
peter of  regional  renown,  he  possessed  none 
of  the  background  of  the  typical,  post- 
World  War  II-type  dean — except  possibly 
the  possession  of  a petite  and  vivacious  wife 
who,  busily  raising  three  children,  needed 
a dean  for  a husband  like  she  needed  a 
hole  in  the  head. 

Why,  one  may  reasonably  ask,  did  the 
then-Vice  President  choose  this  man  to 
succeed  him  as  dean  of  the  College  of 
Medicine?  Since  Dr.  Hyman’s  brief 
memoirs  are  silent  on  this  question,  we  are 
free  to  speculate  and  can,  by  using  rather 
loose  logic,  surmise  that  he  saw  in  Dr. 
Callison  a man,  mild  of  manner,  equani- 
mously  ulcer-free,  who  would  maintain  the 
status  quo,  patch  the  frayed  fabric  of  town 
and  gown,  forego  innovation,  eschew  expen- 
sive plans,  not  argue  back,  and  above  all, 
who  possessed  the  capability  for  long  hours 
of  work  by  which  he  could  support  himself 
and  his  family  while  simultaneously  guiding 
the  College  of  Medicine. 

Actually  I suspect  it  would  be  closer  to 
the  truth  to  say  that  one  extraordinary 
man  of  remarkable  accomplishment  and 
integrity,  who  had  attained  much  through 
dedication  and  Spartan  self-discipline,  rec- 


ognized similar  characteristics  in  a young 
colleague  and  judged  that  by  placing  him 
in  the  high  post  of  Dean  of  the  College  of 
Medicine,  he  would  assure  its  needed  de- 
velopment; by  doing  so  he  released  a chain 
reaction  that  is  still  in  progress. 

Dean  Callison  lost  no  time  in  tackling 
his  assignment — much  as  though  he  were 
seeing  a patient  with  a complaint.  Like  the 
good  physician  he  is,  he  began  with  a care- 
ful “history”  and  a “physical.”  He  was  not 
long  in  discovering  that  a faculty  and  a 
patient  parallel  each  other  in  a number  of 
characteristics:  (1)  both  rebel  against  cer- 
tain prescriptions,  (2)  both  are  prone  to 
agree  to  take  a medicine  only  to  throw  it 
into  the  commode — one,  actually — the  other, 
figuratively,  (3)  both  are  obsessed  with  ills 
more  fancied  than  real,  (4)  neither  likes  its 
routine  upset,  (5)  each  is  likely  to  be 
moved  more  by  persuasion  than  by  edict, 
(6)  neither  enjoys  the  long  wait  in  the 
outer  office,  (7)  both  demand  instant  reso- 
lution to  their  problems. 

But  there  were  tantalizing  and  frustrat- 
ing differences:  factual  data  undergirding 
medical  education  are  so  scanty  that 
empiricism  is  even  more  evident  here  than 
in  the  practice  of  medicine;  and  the  odds 
on  the  patient  getting  to  feel  well  is  in- 
finitely better  than  is  the  case  with  a 
faculty. 

By  omniverous  reading,  extended  dia- 
logue, a searching  examination  of  other  col- 
leges and  hospitals  visited  in  his  travels, 
through  the  writing  of  a series  of  position 
papers,  Dr.  Callison  soon  came  to  a rational 
diagnosis  and  formulated  a program  of 
therapy.  What  happened  is  history:  he 

battled  organized  government — and,  to  some 
degree,  organized  medicine — to  relocate  the 
new  VA  Hospital  in  the  Medical  Center 
(and  if  he  had  accomplished  nothing  more, 
this  alone  would  have  assured  him  reprieve 
from  that  place  where  some  of  the  opposi- 
tion in  this  particular  battle  wished  him  to 
go) ; he  enlarged  substantially  the  geo- 
graphic, full-time  clinical  faculty;  he  ex- 
tended the  educational  program  so  that  it 
operated  throughout  the  medical  center  and 
not  in  just  one  or  two  hospitals;  he  fostered 
a plan  of  faculty  governance;  research  ef- 
fort and  monies  increased  dramatically;  he 
cut  admissions  to  the  College  of  Medicine 
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to  manageable  frequency;  he  led  the  way 
in  planning  of  the  Chandler  Clinical  Ser- 
vices Center,  the  Bowld  Hospital  and  the 
Dobbs  Institute;  he  played  a major  role  in 
the  establishment  of  the  Memphis  Regional 
Medical  Program;  he  was  a persuasive  ad- 
vocate of  a University-controlled  teaching 
hospital  and  worked  tirelessly  in  develop- 
ing plans  not  only  for  a Clinical  Sciences 
Building — with  the  name  COLLEGE  OF 
MEDICINE  emblazoned  on  its  facade — but 
for  the  physical  renascence  of  the  entire 
medical  center. 

For  these  and  other  civic-minded  labors, 
Dr.  Callison  was  given  the  C.  M.  Graves 
Memorial  Award  and  the  Distinguished 
Service  Award  of  The  Tennessee  Medical 
Association.  Furthermore,  William  F.  Bowld 
honored  Dr.  Callison  with  a $50,000  endow- 
ment to  the  College  of  Medicine. 

Beyond  these  tangible  evidences  of  suc- 
cessful efforts  to  promote  the  welfare  of 
the  college,  there  were  less  conspicuous,  but 
by  no  means  less  important,  influences 
which  may  prove,  in  the  longer  term,  to  be 
Dr.  Callison’s  most  important  legacy. 

I refer  to  his  expressed  concerns  for  the 
educational  process,  his  striving  to  assure 
that  the  students’  medical  studies  would  be 
something  more  than  just  an  extension  of 
the  undergraduate  teaching  program.  He 
encouraged — nay,  he  demanded — that  the 
faculty  look  to  the  educational  fare  they 
were  serving  up  in  the  name  of  teaching — 
a pablum  which  appeared  to  him  (and  to 
most  students)  to  consist  of  a sequence  of 
examinations  ending  in  a grade.  He  would 
applaud  T.  H.  Huxley’s  acid  criticism  of  the 
examination  system  spoken  a century  ago, 
but  no  less  timely  today:  “Examinees  work 
to  pass,  not  to  know;  and  Nature  takes  her 
revenge:  they  do  pass,  and  they  don’t 

know.” 

The  most  precious  qualities  transmitted 
from  teacher  to  student,  insisted  Dean 
Callison,  are  not  facts  or  even  theories,  but 
attitudes  of  mind  and  styles  of  thinking. 
Making  mistakes,  he  argued,  is  an  essential 
process  of  learning.  How  can  students  get 
an  education  when,  along  with  everything 
else,  they  have  to  run  around  to  15  lectures 
a week  to  hear  their  textbooks  summarized? 
He  wanted  a curricular  revision  that  would 
create  an  environment  in  which  learning 
would  be  as  important  for  teachers  as  for 


students;  this  goal  must  be  achieved. 

It  is  paradoxical  that  faculties  devoted  to 
discovery  often  resist  discovery  in  its  ap- 
plication— not  so  much  from  a material  loss 
as  from  the  mental  disturbance  they  fear 
from  it.  As  we  get  older  some  of  us  acquire 
wealth;  all  of  us  acquire  belief — and  be- 
tween belief  and  discovery,  there  is  an  un- 
dying war.  Dr.  Callison  strove  to  create  a 
climate  in  which  the  discovery  of  a new 
and  more  promising  approach  to  curriculum 
can  be  accomplished.  In  this  matter,  we 
must  keep  the  faith;  discouragement  is  a 
luxury  we  cannot  afford. 


Most  administrators  recognize  that  they 
earn  their  pay  mainly  in  trying  to  solve 
problems  stemming  from,  and  created  by, 
other  persons.  Dean  Callison  was  no  excep- 
tion; but,  after  twelve  years  he  determined 
that  on  June  30,  1970  he  would  go  back  to 
where  he  could  pick  his  own  problems — or, 
possibly,  since  he  retained  his  faculty  ap- 
pointment as  Professor  of  Medicine,  he 
simply  decided  it  was  more  fun  to  be  a 
problem!  In  any  case,  we  are  here  this 
evening  to  express  our  affection  to  this  man 
of  monumental  pride;  proud  of  his  country, 
his  region,  and  his  city;  proud  of  his  institu- 
tion, his  faculty  and  his  students;  proud  of 
his  profession  and,  above  all,  proud  of  his 
family.  Through  the  presentation  of  his 
portrait  to  the  University  we,  his  colleagues 
and  friends,  show  in  a tangible  way  that 
we  are  proud  of  him. 

Chancellor  Johnson,  on  behalf  of  those 
present — and  the  many  more  who  could  not 
be  here  tonight — it  is  my  privilege  to  pre- 
sent this  portrait  to  the  University  and  I 
ask  that  Susan,  Bettye  Jean  and  John 
Callison  rise  to  be  recognized  and  come 
forward  to  unveil  the  portrait. 
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Comprehensive  Health  Testing — 
An  Overture  to  the  Seventies 

L.  B.  VICTOR,  M.D.,*  Nashville,  Tenn. 


Meharry  Medical  College  has  established 
the  Automated  Multiphasic  Health  Testing 
Service  ( AMHT) , supported  by  the  Tennes- 
see Regional  Medical  Program,  as  a com- 
prehensive approach  to  the  prevention  and 
control  of  non-acute  diseases.  Our  central 
population  survey  typically  shows  families 
with  incomes  of  less  than  $3000  a year  in 
two-thirds  of  the  cases.  One-half  of  these 
families  live  in  dilapidated  dwellings.  Two- 
thirds  over  25  years  old  have  less  than  an 
8th  grade  education,  and  in  one-half  of  the 
families — with  a female  head  of  the  house- 
hold— there  is  an  average  of  IV2  serious 
illnesses  per  year. 

The  findings  have  been  used  to  define  the 
people  to  be  served  in  an  area  of  approxi- 
mately 140,000  persons.  The  service  itself 
has  no  geographic  limitations,  and  anyone 
can  be  referred  by  any  physician,  or  facility. 

The  non-acutely  sick  population  presently 
is  referred  by  private  practitioners,  phy- 
sicians of  the  neighborhood  health  center 
who  practice  family  medicine,  and  the 
Comprehensive  facilities  here. 

Informative  sessions  with  private  and 
public  medical  groups  for  support  of  this 
effort  have  occurred,  and  physicians  are 
being  encouraged  to  refer  persons  18  and 
older. 

Among  the  goals  of  the  project,  a few 
are  as  follow: 

(1)  The  saving  of  professional  time  through 
efficiency,  while  maintaining  humanized  proce- 
dures; that  is  to  say,  people  going  through  the 
screen  do  not  feel  like  experimental  animals  on 
a production  line; 

(2)  The  saving  of  the  participant’s  time  also 
is  very  important,  in  that  the  53  different  tests 
are  conveniently  applied  in  2 hours  without 
having  to  go  from  place  to  place  to  get  them; 

(3)  A focus  for  health  education  and  training 
at  all  levels; 

(4)  An  effort  to  promote  regional  cooperation, 
and  to  establish  a common  data  base  with  the 
other  centers  that  are  in  operation; 

(5)  To  evaluate  procedures  and  instruments 
for  health  testing; 

*From  the  Department  of  Pathology,  Meharry 
Medical  College,  Nashville,  Tenn.  37208. 


(6)  To  contribute  to  the  reduction  of  hospi- 
talization by  early  case  finding  and  health  main- 
tenance, as  well  as  the  reduction  of  unit  costs 
of  the  various  procedures; 

(7)  The  evaluation  of  findings  to  determine 
true  and  false  positives  and  negatives,  by  using 
a long-term  follow-up  (by  long  term  we  mean 
5 years  and  more) ; 

(8)  To  investigate  daily,  monthly,  seasonal, 
nutritional,  and  other  effects,  as  well  as  work 
habits,  on  test  results; 

(9)  To  determine  usual  values  in  an  appar- 
ently well  population  which  we  have  defined  and 
stratified  by  age,  sex,  race,  and  anthropometric 
findings,  with  stringent  quality  controls  through- 
out; 

(10)  Multivariate  analysis  of  the  data  for  de- 
tecting clusters  that  will  indicate  diseases  in 
the  earliest  stages,  and  to  follow  the  natural 
history  of  diseases; 

(11)  To  develop  and  identify  risk  factors  and 
use  these  in  health  hazard  appraisal  models; 

(12)  To  be  able  to  determine  the  optimal 
levels  for  professional  referral  for  action  and 
to  develop  guidelines  for  borderline  findings;  and 

(13)  The  rapid  reporting  of  data;  we  strive 
to  have  our  computerized  print-out  available, 
and  in  the  referring  physician’s  office,  in  3 work- 
ing days  or  less. 

Our  screening  laboratory  can  process  35 
people  per  day  at  a roughly  estimated  non- 
profit cost  of  $35  per  person  (660  per  test). 
It  is  open  from  11  A.M.  to  7 P.M.  daily  for 
the  convenience  of  our  clients.  We  hope 
to  follow  their  course  every  15  months.  It 
takes  about  2 hours  to  go  through  the  fol- 
lowing procedures: 

(1)  Urine  Testing,  including  cultures — (blood, 
pH,  glucose,  proteins,  acetone,  bilirubin) ; 

(2)  Cervical  “pap”  smear  and  interpretation; 

(3)  Training  in  breast  self-examination; 

(4)  Electrocardiogram  and  interpretation; 

(5)  Full-sized  chest  x-ray  and  interpretation; 

(6)  Blood  pressure; 

(7)  Height,  weight,  girth,  and  skinfold  (the 
anthropometries,  in  other  words) ; 

(8)  Pulmonary  function  studies  and  interpre- 
tation; 

(9)  Audiometry; 

(10)  Vision  testing  ( near,  far,  color,  visual 
fields) ; 

(11)  Dental  examination  (Meharry  has  its 
own  dental  college); 
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(12)  Questionnaire  of  230  questions,  including 
psychosocial  areas;  and 

(13)  Glucose  load,  with  venipuncture  an  hour 
later. 

We  obtain  the  following  blood  results: 
The  Technicon  SMA  12-60  group  (which 
includes  calcium,  phosphorous,  glucose, 
urea,  uric  acid,  cholesterol,  total  proteins, 
albumin,  total  bilirubin,  alkaline  phospha- 
tase, total  LDH,  and  GOT) ; the  electrolyte 
group  (sodium,  potassium,  chloride,  carbon 
dioxide) . 

Also  done  are  the  Coulter  “S”  group  of 
blood  tests  (red  cell  and  white  cell  counts, 
hemoglobin,  hematocrit,  and  the  3 red  cell 
indices) ; a serologic  test  for  syphilis, 
hemoglobin  electrophoresis  and  a glucose-6 
phosphate  dehydrogenase  deficiency  test  on 
red  cells.  The  latter  2 tests  are  especially 
aimed  at  our  defined  population.  No  phys- 
ical examination  or  treatment  is  done. 

It  should  be  remembered  that  most  of 
these  tests  are  static — taken  at  one  point  in 
time;  they  are  not  dynamic  (with  the  excep- 
tion of  the  glucose  load)  and  therefore  may 
not  be  a very  valid  indication  of  what  is 
normal  or  what  is  actually  the  true  state 
of  the  organism. 

Another  point  that  should  be  made  is 
that  in  our  defined  population,  what  we 
find  may  not  be  an  optimal  level — it  may 
be  just  a usual  level,  especially  if  there  is 
a large  area  of  unmet  health  needs.  Our 
preliminary  findings  are  that  the  population 
tested  has  a much  higher  level  of  hyper- 
tension than  expected. 

We  have  a total  operating  staff  of  27. 
The  results  of  the  53  tests  are  reported  to 
the  evaluating  physician,  but  not  to  the 
client.  Values  outside  of  our  tentative,  that 
is  to  say  habitual,  “normal”  range  are 
prominently  displayed  on  the  computer 
print-out.  We  hope  this  will  be  refined 
more  accurately  during  the  coming  years, 
and  of  course  we  hope  to  pay  specific  atten- 
tion to  the  causes  of  variability. 

Automated  Multiphasic  Health  Testing 
has  provoked  emotional  reactions  from  the 
profession  and  the  laity,  often  without 
thoughtful  distinction  between  the  specific 
applications. 

AMHT  is  used  for: 

(1)  Monitoring — 

(a)  the  usual  baseline  health  state  of  in- 


dividuals, on  a regular  basis  (the  annual 
check  up) ; 

(b)  patient  care  (treatment) ; and 

(c)  the  long  term  effects  of  chronic 
disease. 

(2)  Detection  of — 

(a)  the  prevalence,  incidence,  and  natural 
history  of  diseases  in  a population; 

(b)  impending  changes  in  health  (health 
hazard  appraisal) ; 

(c)  individuals  with  unrecognized  disease 
for  further  follow-up; 

(3)  Work-up  Data  to  help  arrive  at  diagnoses 
or  to  reduce  the  duration  of  occupation  of  hos- 
pital beds  by  preadmission  testing. 

Although  unexpected  findings  aid  diag- 
nosis and  management  of  disease  (espe- 
cially diabetes,  heart  disease,  pulmonary 
disease,  kidney  disease,  liver  disease,  hy- 
peruricemia [gout],  anemias,  hearing  and 
visual  defects,  hypercholesterolemia,  hyper- 
parathyroidism, and  multiple  myeloma),  not 
all  of  the  data  have  apparent  immediate 
significance,  but  are  part  of  the  contribution 
of  baseline  data  to  widescale  preventive 
medicine. 

Some  of  these  ideas  have  been  in  effect 
for  many  years,  of  course,  as  hospital  ad- 
mission test  batteries. 

The  dynamic  detection  of  trends  may  be 
of  far  greater  importance  for  the  individual 
than  a single  determination. 

It  must  be  emphasized  that  the  cost  ef- 
fectiveness for  work-up  data  (“crisis 
medicine”)  may  indeed  be  different,  as  are 
the  goals,  than  the  cost-effectiveness  of 
monitoring,  detection  and  prevention  or 
control  of  disease  (“preventive  medicine”) . 
It  is  obvious  that  by  the  time  a physician 
suspects  disease  and  orders  a confirmatory 
test,  the  true  positive  yield  will  be  high. 

This  comprehensive  project  in  the  coming 
years  hopes  to  make  a contribution  to  the 
early  detection  and  prevention  of  disease, 
health  maintenance,  and  preventive  com- 
munity health. 

Looking  a bit  into  the  future,  one  sus- 
pects the  coming  amalgamation  of  many  of 
our  present  fragmented  approaches  to 
health  into  a more  efficient,  community- 
wide health  system.  Many  artificial  dis- 
tinctions will  disappear,  and  the  compo- 
nents will  become  an  important  cog  in  the 
single  aim,  the  ultimate  goal  of  us  all:  a 

long  and  useful  life  for  every  citizen. 
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Chairman  of  the  AMA  Board  of  Trustees  discusses  health  care  problems  and  offers  positive 

approaches. 

American  Health  Care  System  Revisited 

MAX  H.  PARROTT,  M.D.,  Portland,  Oregon 


The  American  Medical  Association  does 
not  say  that  the  American  medical  and 
health  system  is  perfect.  It  is  not. 

Nor  does  it  say  that  the  American  medi- 
cal system  should  be  scrapped.  It  has  prob- 
lems, and  the  AMA  advocates  some  positive 
approaches  to  solve  these  urgent  problems 
and  to  suggest  how  improvements  can  be 
made. 

The  American  medical-health  system 
needs  something  more  than  a poultice  . . . 
but  something  far  less  than  burial. 

The  American  Medical  Association 
strongly  favors  a system  of  private,  medical 
insurance  for  everyone — for  the  poor  at  no 
cost,  for  others  at  a cost  related  to  income. 

The  AMA  strongly  favors  insurance  for 
everyone  against  the  financially  cata- 
strophic cost  of  a protracted  illness. 

The  AMA  recommends  modifications  in 
medical  education,  in  manpower  programs, 
and  in  other  areas  to  make  medical  care 
more  accessible  to  all,  to  correct  maldistri- 
bution of  health  care,  and  to  hold  down  the 
costs. 

The  AMA  believes  that  it  can  better  bring 
about  these  needed  improvements  without 
gambling  on  a whole  new  medical-health 
system  whose  effects  and  effectiveness  are, 
in  the  main,  unpredictable. 

It  might  be  useful  to  begin  by  putting  our 
whole  dialogue  on  national  health  care  in 
better  perspective.  Most  of  the  testimony 
presented  so  far  has  been  highly  critical  of 
medicine.  Is  it  all  that  bad?  I think  not. 

The  American  doctor  is  not  a machine  or 
a robot.  He  is  a human  being,  a compas- 
sionate human  being.  What  he  does  is  take 
care  of  people  with  all  the  very  consider- 
able skill  at  his  command.  His  whole  long 
training,  his  whole  motivation  is  focused 

*Statement  presented  March  15,  1971  before 
the  Sub-committee  on  Health  of  the  Labor  and 
Public  Welfare  Committee  of  the  United  States 
Senate. 


on  the  preservation  of  human  life. 

Collectively,  he  sees  about  2 million  peo- 
ple a day.  He  is  the  man — or  she  is  the 
woman — who  serves  the  largest,  most 
highly-utilized  health  care  system  in  the 
world.  The  American  doctor  is  the  one 
who  will  be  asked  to  provide  health  care 
for  the  people,  whether  the  nation  stays 
with  the  present  system,  modifies  it,  as  the 
AMA  suggests  doing,  or  scraps  it  to  sub- 
stitute something  unproven. 

The  American  physician  can  sometimes 
perform  miracles  with  his  patient.  He  can 
usually  help.  And  he  sometimes  is  helpless. 
On  the  research  side,  he  has  won  more  than 
his  share  of  Nobel  prizes.  He  has  played  a 
large  role  in  developing  most  of  the  anti- 
biotics now  in  daily  use,  which  continue  to 
have  a dramatic  impact  on  health  statistics 
all  over  the  world.  Through  accreditation 
programs  and  his  insistence  on  high  stan- 
dards, he  has  made  American  medical  edu- 
cation the  toughest  and  most  sophisticated 
in  the  world.  Time  was  when  students 
went  to  Vienna  or  Edinburgh  for  the  best 
in  medical  education.  Today  they  come  to 
this  country.  In  terms  of  scientific  knowl- 
edge and  modern  technology,  in  the  very 
important  terms  of  a practitioner’s  knowl- 
edge and  skill,  he  has  a capability  that  is 
rarely  matched.  He  has  virtually  elimi- 
nated an  impressive  list  of  diseases.  He 
has  increased  his  ranks  by  28  per  cent  in 
the  last  ten  years  . . . but  he  still,  most 
often,  works  a 50-  or  60-hour  week.  And, 
though  he  has  personal,  daily  access  to  the 
highest  quality  health  care  in  the  world,  he 
lives  no  longer  than  anyone  else. 

The  American  physician  is  largely  re- 
sponsible for  the  start  of  his  art.  He  is 
proud  of  it.  And  he  wants  it  to  be  even 
better,  to  improve  it  wherever  possible,  to 
provide  better  and  better  care  for  everyone. 

But  today,  the  American  doctor  is  quite 
concerned.  He  is  concerned  mainly  that  in 
the  whole  consideration  of  national  health 
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care  systems,  the  baby  may  be  thrown  out 
with  the  bath  water.  He  is  afraid  of  losing 
the  past  accomplishments.  He  is  afraid  that 
the  quality  of  medical  care  may  suffer.  And 
he  is  afraid  that  some  solutions  proposed  to 
solve  the  present  health  problems  will  only 
precipitate  a truly  massive  health  care  crisis 
sometime  in  the  near  or  distant  future. 

Major  Areas  of  Concern 

He  is  concerned,  first,  that  medicine  may 
be  expected  to  cure  health  deficiencies  that 
at  best  can  only  respond  partially  to  medi- 
cal programs.  Many  health  problems — 
which  doctors  want  to  solve  just  as  much 
as  anyone — are  more  factors  of  society  and 
economy  than  the  absence  of  medical  treat- 
ment. 

Because  of  the  nature  of  American  so- 
ciety and  the  form  of  the  economy,  factors 
are  at  work  here  on  mortality  rates  that  do 
not  apply  to  the  same  extent  abroad.  For 
example,  one  of  the  most  damaging  blows 
to  health  statistics  comes  from  the  very 
affluence  of  society.  We  do  not  hear  much 
discussion  about  this.  It’s  something  the 
country  likes  to  sweep  under  the  mental 
carpet.  But  the  truth  is  the  fat  standard  of 
living  does  create  health  problems.  We  ride 
in  cars  when  we  should  be  on  a bicycle  or 
on  foot.  We  overeat.  We  overdrink.  We 
smoke  cigarettes. 

And  this  affluent  life  style  relates  directly 
to  some  of  the  most  depressing  medical 
statistics.  Up  to  the  time  when  a person 
is  forty-five  or  so, the  most  common  cause 
of  death  is  an  accident  ...  in  a car,  on  the 
job  or  at  home.  After  a person  survives  his 
mid-forties,  heart  disease  takes  over  as  the 
number  one  killer,  and  heart  disease — many 
forms  of  it,  anyway — links  up  very  closely 
with  the  affluent  standard  of  living  most 
“enjoy.” 

Doctors,  of  course,  are  involved  with  the 
55,000  people  who  are  killed  on  the  high- 
ways every  year.  Doctors  help  salvage  the 
lives  of  the  2 million  or  so  people  who  sur- 
vive automobiles  accidents.  They  are  equal- 
ly involved  with  the  victims  of  the  various 
heart  diseases,  many  aggravated  by  smok- 
ing, overeating,  overdrinking  and  under- 
exercising. 

Is  the  best  and  only  answer  to  these  two 


major  health  problems  a purely  medical 
solution?  Is  plunking  down  a fully  equipped 
hospital  every  fifth  mile  of  our  $80  billion 
interstate  highway  system  the  most  efficient 
way  to  prolong  life  among  people  under  45? 
To  be  sure,  increased  medical  services 
would  help.  But  is  that  the  way  to  tackle 
the  problem?  Is  this  a problem  that  will 
yield  to  a medical  solution? 

Poverty  and  Health 

Poverty  also  exists  in  this  country.  And 
poverty,  too,  affects  our  health  statistics. 
Though  it  may  only  account  for  2 per  cent 
of  our  mortality  rate — compared  to  38  per 
cent  for  heart  disease  among  people  after 
middle  age — infant  mortality  has  somehow 
become  one  of  the  popular  indices  of  health 
care.  Infant  mortality,  especially  in  our 
ghetto  areas,  urban  and  rural,  white  and 
nonwhite,  is  deeply  disturbing. 

As  a practicing  obstetrician  I am  in  inti- 
mate contact  with  the  tragedy  of  the  new- 
born child  whose  spirit  flickers  briefly  and 
then  dies  out.  But  on  the  basis  of  personal 
experience,  the  best  response  to  this  trage- 
dy may  be  only  partly  medical;  it  is  not 
purely  medical. 

Infant  mortality  ties  in  with  nutrition.  It 
relates  to  the  age  of  the  mother.  Ill-fed,  ill- 
housed  teenage  girls  are  simply  not  strong 
enough,  quite  often,  to  support  a healthy 
fetus.  The  real  problem  is  the  ghetto  itself 
and  if  a medical  program  alone  is  tried, 
without  attacking  all  the  other  problems  of 
the  ghetto,  there  may  be  a sharp  disappoint- 
ment. 

If  a broad  program  could  be  created  to 
bring  dignity  into  the  lives  of  people  in 
slums,  if  a world  could  be  created  into 
which  every  mother  wanted  to  bring  a 
baby,  that  would  do  more  to  improve  infant 
mortality  rates  than  a hundred  Mayo 
Clinics. 

The  American  doctor  wants  to  be  sure 
that  the  health  dollars  are  spent  on  pro- 
grams that  will  produce  results.  By  no 
means  will  all  major  health  problems  van- 
ish before  an  onslaught  that  is  only  medical. 
That  approach  is  simplistic. 

The  nation  did  not  attack  malaria  by 
doubling  the  number  of  hospital  beds  or 
tripling  the  number  of  doctors.  It  con- 
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quered  malaria  by  draining  the  swamps. 

The  American  doctor,  trained  as  he  is  in 
the  scientific  method,  is  also  very  skeptical 
about  applying  anything  broadly  till  he  is 
pretty  sure  the  treatment  will  work.  He  is 
yet  to  be  convinced,  he  has  yet  to  see  the 
evidence,  that  any  one  system  of  delivering 
national  health  care  will  necessarily  im- 
prove on  what  we  have.  He  believes  in  in- 
novation. He  believes  in  experimentation. 
He  demands  objective  evidence. 

He  wants  to  get  the  test  results  from  the 
many  significant  studies,  some  near  com- 
pletion, others  just  underway,  to  identify 
that  form  of  medical  practice  which  may  be 
most  efficient.  But,  as  yet,  few  definite  an- 
swers exist.  The  AMA,  for  example,  is 
trying,  through  a study  with  the  University 
of  Southern  California,  to  find  out  what 
economics  of  scale  there  may  or  may  not  be 
in  group  practice.  At  this  point  there  is  no 
solid  proof. 

Wants  Better  Health  Care 

The  American  doctor  wants  better  health 
care  for  this  country.  But  instinctively, 
because  of  his  training,  he  fears  to  move 
into  anything  untested.  He  is  sincerely  con- 
cerned over  the  prospect  of  any  sudden, 
single,  massive,  unevaluated  experiment 
which  would  cast  all  200  million  Americans 
in  the  role  of  the  guinea  pig.  He  does  not 
want  to  try  an  experiment  on  a nationwide 
scale.  He  prefers  to  find  out  the  mistakes 
on  a small  scale  before  the  entire  popula- 
tion is  involved. 

The  American  doctor  also  shares  the 
reservations  many  people  have  about  gov- 
ernment’s ability  as  a manager.  He  is  very 
interested  that  our  postal  system,  in  the 
interests  of  efficiency  and  economy,  is  now 
restructured  to  operate  more  under  the 
disciplines  common  to  a private  corporation. 
He  is  aware  that  the  welfare  system,  at 
great  cost  over  30  or  35  years,  has  not  ac- 
complished what  it  set  out  to  do.  He  is 
dismayed  when  he  looks  at  all  the  over- 
utilization and  under-utilization  in  Veterans 
Administration  medicine  and  the  whimsical 
distribution  of  some  of  its  facilities.  He 
raises  many  questions  about  the  occasional 
sorry  estate  of  municipal  medicine.  He  asks, 
too,  how  well  the  country  serves  its  men- 


tally ill  in  various  State  programs. 

What  really  concerns  the  American 
doctor  when  he  considers  government  medi- 
cine is  the  matter  of  priority.  He  worries 
whether  the  American  people  will  get  the 
type  of  health  care  if  our  annual  health 
budget  is  to  compete  in  the  national  politi- 
cal arena  against  more  glamorous  and  im- 
mediate demands  for  things  like  new 
highways,  SST  programs,  interplanetary 
exploration,  and  defense  appropriations. 

The  American  doctor  is  genuinely  con- 
cerned that  in  such  a competition,  health 
care  for  all  American  people  just  might 
come  out  second  best. 

Cost 

Physicians’  fees  have  gone  up  in  the  last 
ten  years  and  they  have  risen  twice  as  fast 
as  the  cost  of  living. 

However,  this  does  not  mean  that  phy- 
sicians’ income  is  out  of  line.  The  rise  in 
fees  has  gone  largely  to  cover  rising  ex- 
penses in  an  inflationary  period.  And  it  has 
gone  for  expanded  services  in  a period  of 
growing  demand. 

Physicians’  net  income — what  he  gets 
after  the  expenses  of  conducting  his  prac- 
tice— has  not  risen  out  of  line  with  the 
overall  increase  in  the  general  wage  level. 
In  fact,  it  conforms  very  closely  to  the  long- 
range  upward  trend  in  wages. 

This  is  not  to  deny  that  health  costs  have 
gone  up.  They  have,  as  we  all  know,  es- 
pecially hospital  costs  which  absorb  37  per 
cent  of  the  health  care  dollar  versus  the 
physician’s  19.6  per  cent. 

Three  factors  have  had  a major  impact 
on  health  and  medical  care  costs. 

First  of  all,  there  is  the  impact  of  inflation 
generally.  Physicians,  as  with  everyone 
else,  have  to  pay  more  for  the  things  they 
use,  from  stethoscopes  and  tongue  de- 
pressors to  the  wages  for  their  nurses  and 
receptionists,  for  office  rent,  and  even  for 
those  dog-eared,  out-of-date  magazines  on 
the  waiting  room  table.  Doctors  have  also 
been  hit  very  hard  for  the  premiums  they 
now  have  to  pay  for  professional  liability 
insurance.  In  many  cases,  the  premiums 
have  soared  to  four,  five,  seven  thousand 
dollars  a year.  There  is  a neuro-surgeon  in 
California  whose  professional  liability  in- 
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surance  costs  him  $23,000  a year.  In  some 
states  insurance  companies  refuse  entirely 
to  insure  a doctor  against  a malpractice 
suit. 

A more  significant  impact  results  from 
the  consensus  that  there  must  be  no  eco- 
nomic barriers.  Health  care  is  a right,  and 
it  is  a right  for  a growing  population.  The 
American  Medical  Association  agrees  with 
this  consensus.  At  the  same  time,  the  U.  S. 
has  broadened  its  health  programs,  notably 
Medicare  and  Medicaid.  Insurance  com- 
panies too  have  expanded  the  coverage 
which  they  give  their  customers. 

These  shifts  have  led  to  an  inevitable  in- 
crease in  demand,  on  the  demand  for  medi- 
cal services.  They  cannot  help  but  have  an 
inflationary,  demand-pull  effect  in  a free 
economy.  Can  anyone  conceive  what  the 
effect  might  be  on  air  terminals  and  our 
airlines  if,  in  a brief  period,  a decision  was 
made  that  domestic  air  travel  was  a right? 

The  comparison  is  apt  because  in  both 
medicine  and  air  travel  it  takes  time  to 
create  the  supply  needed  to  meet  new 
demand.  In  the  meantime,  a growing  de- 
mand works  against  a relatively  constant 
supply.  The  result,  in  conformance  to  eco- 
nomic law,  is  inflationary.  Incidentally,  all 
the  health  proposals  before  Congress,  in- 
cluding the  AMA’s  would  exert  inflationary 
pressures  in  varying  degrees. 

Third,  there  is  the  impact  on  costs  of  new 
technology.  A few  years  ago  there  was  no 
extensive  cobalt  treatment  for  cancer.  No 
open  heart  surgery.  Few  attempts  at  organ 
transplants.  No  dialysia  treatment  for  kid- 
ney disease.  And,  of  course,  no  need  to  pay 
for  them.  But  today  there  is. 

Responses  to  Major  Concerns 

Concerning  the  second  cost  factor,  the 
AMA  agrees  there  should  be  no  economic 
barriers  between  someone  who  is  sick  and  a 
doctor.  This  nationally  increases  demand 
and  inflationary  pressures.  There  are  no 
immediate  suggestions. 

Would  fixing  medical  fees  work?  A phy- 
sician’s fee  includes  his  wage.  And  no  one 
will  accept  a wage  freeze  without  a price 
freeze.  On  the  issue — if  it  ever  came  to  that 
— of  freezing  wages  without  freezing  prices, 
we  (AMA)  would  line  up  right  behind 


Leonard  Woodcock  and  the  United  Auto 
Workers. 

Finally,  what  about  the  impact  on  costs 
brought  on  by  new  technology?  The  legis- 
lator’s responsibility  to  protect  the  taxpayer 
and  consumer  from  rising  costs  is  under- 
standable and  acceptable  but  the  AMA  must 
fight  for  quality  care  for  the  patient.  The 
Congress  must  respond  to  one  consumer 
desire  and  organized  medicine  must  satisfy 
another. 

But  does  anyone  suggest  that  advances  in 
medical  treatment  should  be  held  off  be- 
cause the  new  technology  costs  more?  Does 
anyone  really  want  to  hold  back  a new 
treatment  for  cancer,  say,  in  order  to  hold 
back  medical  costs? 

Difficult  as  the  matter  of  controlling  cost 
may  be,  there  are  some  constructive  an- 
swers. Insurance  mechanisms  can — and  are 
— being  adjusted  to  shift  care  out  of  the 
expensive  hospital  area  into  ambulatory 
services.  Medical  education  can  stress  the 
need  for  more  family  physicians  to  take 
care  of  most  illnesses.  There  is  a need  for 
more  primary  physicians.  More  emphasis  in 
medical  training  is  being  put  on  ambulatory 
rather  than  hospital  care.  Many  review 
procedures  can  be  more  sharply  focused  on 
achieving  equal  results  through  less  ex- 
pensive methods.  Domiciliary  care  and 
nursing  homes  can  be  considered  in  a new 
context. 

Warning 

The  frustration  over  rising  costs,  serious 
as  it  is,  should  not  lead  to  an  automatic 
recommendation  that  our  present  system 
should  be  scrapped  in  favor  of  adopting  a 
new  one. 

The  American  doctor  has  two  questions 
on  that  point.  One,  where  is  the  evidence 
that  a revolutionary  change  will  make  care 
less  expensive?  There  is  no  such  evidence. 
The  facts  may  show  that  some  proposals 
will  drive  costs  even  higher  than  they  are 
now. 

The  second  point  is  neither  the  American 
doctor  nor  the  American  patient  wants  to 
sacrifice  quality  in  the  name  of  economy. 
For  that  would  bring  us  to  the  awful  ques- 
tion: ‘What  is  a life  worth?”  The  whole 
national  tradition  places  a high  value  on 
human  life,  and  this  tradition  relates  to  the 
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price  the  nation  pays  and  the  price  for 
continued  payment  for  medical  services,  no 
matter  how  they  may  be  organized. 

The  subjects  of  quality,  health  care  de- 
livery, and  manpower  are  all  so  closely  re- 
lated that  it  is  difficult  to  discuss  one  with- 
out discussing  the  others.  The  quality  of 
medicine  in  this  country  is  unexcelled;  the 
problem  is  distribution.  It  is  sometimes  not 
available  when  or  where  it  should  be.  No 
country  surpasses  the  United  States  in  the 
quality  of  medical  education,  but  it  is  diffi- 
cult to  provide  enough  physicians  and  a dis- 
turbing number  of  medical  schools  are  very 
nearly  broke. 

Quite  simply,  these  problems  are  not  in- 
trinsic to  the  quality  of  American  medicine. 
The  problems,  for  the  most  part,  lie  outside 
medicine.  The  problem  of  access  to  care  for 
inner  city  and  rural  populations,  for  ex- 
ample, is  basically  one  of  social  debility,  of 
financing,  of  transportation.  It  is  not  so 
much  a question  of  making  a ghetto  a 
healthy  place  to  live.  The  goal  should  be  to 
convert  the  ghetto  into  a decent,  all-around 
community  so  that  it  is  no  longer  a ghetto. 
The  problem  of  producing  sufficient  num- 
bers of  physicians  and  allied  health  workers 
is  primarily  one  of  federal  funding  priori- 
ties. However,  all  of  these  conditions  have 
a serious  effect  upon  medicine  and  its  prac- 
tice, and  the  American  Medical  Association 
is  concerned  about  them  and  trying  to  find 
solutions. 

Problem  of  Quality 

The  matter  of  quality  is  distressingly 
difficult  because  no  one  is  really  agreed 
upon  the  measurements.  Many  observers 
take  as  a valid  yardstick  the  figures  of  the 
Demographic  Annual  of  the  United  Nations. 
If  these  figures  are  accepted — and  the  AMA 
does  not  for  purposes  of  valid  comparison — 
medicine  in  the  United  States  can  be  made 
to  look  inadequate.  Because  each  country 
compiles  its  statistics  differently,  because, 
in  effect,  countries  use  different  accounting 
methods,  the  figures  are  not  valid  for  com- 
parative purposes. 

It  is  not  known,  for  example,  precisely 
where  the  U.  S.  would  rank  in  infant  mor- 
tality. There  is  doubt  if  it  is  18th,  but  the 
nation  would  not  be  first.  Organized  medi- 
cine would  like  to  see  the  infant  mortality 


rate  reduced  to  zero.  But  that  is  not  the 
point. 

The  point  is:  Do  infant  mortality  rate 
comparisons  indicate  whether  health  care  in 
a country  is  good  or  bad? 

Possibly  they  might  if — and  this  is  a very 
big  “if” — all  the  variables  other  than  medi- 
cal were  excluded.  If,  for  instance,  this 
country  accepted  the  principle  of  abortion 
on  demand — which  is  something  I would 
disagree  with — there  would  be  no  such 
thing  as  an  unwanted  baby.  And  infant 
mortality  rate  would  drop.  Sweden,  Japan 
and  other  countries  provide,  at  virtually  no 
cost,  abortion  on  demand.  Is  it  statistically 
sound,  then,  to  compare  U.S.  infant  mor- 
tality rates  with  theirs?  Reason  would 
dictate  a negative  response. 

How  silly  statistics  can  be!  South  Dakota 
has  the  lowest  infant  mortality  rate  of  any 
state.  South  Dakota  also  has  a ratio  of 
doctors  to  population  41  per  cent  below  the 
national  average.  Does  that  mean  that  im- 
provement can  be  made  in  infant  mortality 
by  reducing  the  number  of  doctors? 

There  are  those  who  can  cite  figures  to 
prove  that  birth  rates  are  highest  in  areas 
most  heavily  populated  by  storks,  generally 
rural  areas.  That  there  is  a significant 
human  variable  in  the  birth  rate  other  than 
the  incidence  of  storks  is  readily  under- 
standable. There  are  variables  other  than 
medical  care  in  comparative  infant  mor- 
tality rates. 

Is  infant  mortality — or  longevity — or  any 
other  medical  statistic — a true  measurement 
of  a nation’s  health?  It  can  be  argued  that 
the  American  health  system  is  best  because 
our  bronchitis  mortality  rate  is  the  lowest 
in  the  world. 

Most  people  would  not  accept  that  argu- 
ment. Why  do  people  think  the  infant  mor- 
tality rate  is  any  more  a valid  indicator  of 
health  than  the  bronchitis  rate?  Of  very 
commendable  figures  on  TB,  pneumonia  and 
duodenal  ulcers?  Very  few  statistical  com- 
parisons deserve  any  scientific  stature. 

Physician  Competence 

It  is  equally  difficult  to  measure  the 
quality  of  physician  competence.  There  are 
some  indications  as  to  how  deeply  he  cares. 
There  was  a time,  not  too  long  ago,  when 
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American  medical  schools — a lot  of  them, 
anyway — were  a joke.  They  were  diploma 
mills.  The  American  doctor  changed  that. 
Today  the  American  medical  education  sys- 
tem produces  a physician  at  least  equal  and 
more  probably  superior  to  the  graduate  of 
any  other  educational  system. 

This  results  almost  100  per  cent  from  the 
insistence  of  the  American  doctor  himself. 

Our  profession  believes  equally  in  educa- 
tion after  a physician  has  entered  practice. 
The  number  of  continuing  medical  educa- 
tion courses  offered  has  more  than  doubled 
in  the  last  ten  years.  In  the  same  period  the 
number  of  physicians  participating,  mea- 
sured in  registrations,  has  increased  tenfold. 
Some  state  medical  associations  now  make 
participation  in  continuing  education  pro- 
grams a condition  of  membership. 

Medical  quackery — which  even  today  is 
not  as  quaint  or  rare  as  one  might  think — 
represents  another  cause  the  American 
doctor  has  fought,  again  largely  alone.  Very 
few  state  governments  have  offered  the 
physician  much  help  in  exposing  the 
shabby  fraud  of  chiropractic.  Provision  for 
chiropractic  care  still  appears  in  some  na- 
tional legislative  proposals;  hence  on  the 
very  important  matter  of  quality,  the 
American  doctor  takes  a far  tougher  posi- 
tion than  anyone  else. 

The  matter  of  quality  control  again  pre- 
sents difficulties.  A great  deal  of  discretion 
is  involved  in  the  practice  of  medicine.  It 
is  difficult,  for  example,  to  define  over — or 
under — utilization.  Usually,  if  all  is  well, 
I send  a mother  and  her  new  baby  home 
three  days  after  birth.  Seven  days  is  better, 
but  that’s  pretty  tough  financially  on 
younger  families.  But  I wouldn’t  follow  the 
three-day  procedure  for  an  equally  healthy 
new  mother  if  she  had  to  return  to  the 
Warm  Springs  Indian  reservation  back  over 
the  mountains  near  Madras,  Oregon.  There 
her  society  and  culture  makes  no  allowance 
for  home  rest  and  recuperation.  I might  like 
to  keep  her  in  the  hospital  seven  days. 

Now,  is  that  over-utilization?  Or  is  it 
common  sense?  Neither  of  those,  actually, 
is  the  important  question.  The  important 
question  is:  Who  makes  that  decision?  That 
is  a doctor’s  decision,  subject,  of  course,  to 
review  by  his  peers. 


A patient  with  a serious  illness  is  right- 
fully concerned  about  the  quality  of  care 
which  he  receives.  He  can  sense  usually 
whether  he  is  getting  better  or  worse.  He 
knows  whether  he  has  been  treated  con- 
siderately or  rudely.  He  has  feelings  about 
whether  his  doctor  saw  him  frequently 
enough  or  tended  to  ignore  him.  He  has 
personal  reactions,  on  this  basis,  to  the  type 
of  care  he  thinks  that  he  is  getting. 

Important  as  these  considerations  are, 
they  do  not  speak  to  the  central  question. 
Did  he  receive  medically  good  care? 

In  one  sense,  it  is  unfortunate  that  only 
another  doctor  or  group  of  doctors  can 
really  make  this  judgment.  We  doctors  are 
accused  of  grading  our  own  examination 
papers.  But  what  other  choice  makes  sense? 
Who  is  qualified  to  make  a medical  judg- 
ment? 

Precisely  for  this  reason,  the  medical  pro- 
fession supports  peer  review — practicing 
physicians  being  evaluated  by  practicing 
physicians  in  the  same  locality,  in  consulta- 
tion with  members  of  the  same  specialty,  to 
assure  that  the  highest  quality  and  effi- 
ciency are  maintained.  Peer  review  is  a 
long-standing  obligation  that  the  profession 
has  placed  upon  itself,  although  not  always 
as  formally  structured  as  it  is  today.  Medi- 
cal societies  have  formal  peer  review  com- 
mittees now  in  operation  in  all  but  two 
states. 

Delivery  and  Manpower 

The  health  care  system  in  this  country  is 
a pluralistic  one — a composite  of  private 
and  public  programs  which  grew  to  meet 
needs  as  they  arose.  We  have  a health  care 
system,  however  free  it  may  be  of  central- 
ized controls  and  stratified  regulations. 

The  system  which  we  have  offers  oppor- 
tunities for  innovation  and  competition, 
incentives  for  organizational  change  and 
improvement  of  quality.  Medical  services, 
under  such  a pluralistic  system,  are  better 
able  to  grow  and  change  with  the  times 
than  they  might  be  under  a monolithic  sys- 
tem, locked  into  bureaucratic  management, 
subject  to  non-medical  ukase,  or  political 
whim. 

No  one  mode  of  practice  appeals  to  all 
physicians  or  to  all  patients.  We  must  offer 
the  physician,  after  those  arduous  years  of 
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training  and  sacrifice,  the  freedom  to  choose 
the  way  he  wants  to  practice  medicine. 
And  we  must  offer  our  diverse  patients  the 
freedom  to  choose  the  type  of  program  best 
suited  to  their  diverse  wants  and  needs. 
Economic  barriers  must  be  removed  to 
preserve  human  dignity  because  freedom 
of  choice  for  doctors  and  patients  alike, 
must  be  continued  to  be  defended. 

The  maldistribution  of  health  care  ser- 
vices can  be  ameliorated  through  a shift  in 
emphasis  in  many  programs.  Scholarships 
tied  to  service  contracts,  income  guarantees, 
and  preceptorships  will  help  with  this  prob- 
lem. But  more  attention  should  be  given  to 
transportation,  to  the  use  of  more  physi- 
cians on  a part-time  basis,  to  facilities  for 
remote  bio-monitoring  of  patients,  and  to 
more  innovative  use  of  allied  health  per- 
sonnel. 

Maldistribution  is  also  a health  man- 
power problem.  There  can  be  no  doubt 
that  there  is  a shortage  of  physicians  today, 
although  it  is  hard  to  say  how  large  the 
shortage  is.  Health  manpower  has  been  ex- 
panding, for  many  years.  And  the  AMA  has 
been  working  its  hardest  to  expand  it.  The 
increase  in  health  service  personnel  during 
the  past  decade  is  expected  to  be  about  80 
per  cent.  The  number  of  physicians  in- 
creased 28  per  cent  between  1960  and  1970 
while  the  population  increased  only  12  per 
cent.  And  it’s  still  not  enough  to  meet  the 
demand. 

Medical  School  Expansion 

In  1968,  the  AMA  and  the  Association  of 
American  Medical  Colleges  intensified  their 
effort  to  encourage  medical  schools  to  pro- 
vide opportunities  to  all  qualified  students, 
and  many  schools  have  made  substantial 
efforts  in  this  direction.  An  overall  expan- 
sion of  25  per  cent  in  existing  medical 
schools  enrollments  seems  likely  within  the 
next  few  years. 

The  AMA  has  long  supported  and  aided 
in  the  development  of  new  medical  schools. 
In  1967,  there  were  89  schools  with  less  than 
9,000  freshmen.  Today  there  are  103  schools 
and  11  others  are  in  the  process  of  develop- 
ment. In  1971,  the  number  of  freshmen  is 
expected  to  be  nearly  12,000.  By  1976,  we 
estimate  that  there  will  be  15,000  students 


entering  medical  schools  each  year,  which  is 
a doubling  in  about  ten  years.  The  AMA 
is  working  closely  with  the  National  Medi- 
cal Association,  the  Association  of  Ameri- 
can Medical  Colleges,  the  Student  AMA, 
and  the  American  Hospital  Association  to 
encourage  medical  schools  to  increase  the 
enrollment  of  students  from  minority 
groups  and  from  geographic  areas  where 
physicians  are  in  short  supply.  The  AAMC’s 
Journal  of  Medical  Education  reported  re- 
cently that  minority  medical  students  make 
up  about  10  per  cent  of  the  1970-71  fresh- 
men enrollments.  The  present  enrollment 
of  12,000  includes  697  blacks  and  387  stu- 
dents from  other  minorities.  These  num- 
bers have  more  than  doubled  since  1968. 

But  to  achieve  a significant  and  continu- 
ing growth  of  manpower,  funding  is  neces- 
sary for  the  schools  and  the  students.  The 
AMA  has  urged  the  government  to  supply 
this  aid.  Existing  programs  should  be  ex- 
panded. Yet  the  Health  Professions  Edu- 
cational Assistance  Act  of  1963,  and  its 
extensions,  which  provide  construction 
grants,  training  program  grants,  student 
loans  and  scholarships,  has  not  been  fully 
funded  by  Congress. 

The  medical  profession  itself  has,  of 
course,  tried  to  assist  the  students  and  the 
schools.  The  AMA’s  Education  and  Re- 
search Foundation  operates  a Student  Loan 
Guarantee  Fund  which  in  the  past  eight 
years  has  guaranteed  43,631  loans  of 
$47,571,000  to  enable  medical  students,  in- 
terns and  residents  to  continue  their  edu- 
cation. The  Foundation  also  collects  and 
distributes  about  $1  million  to  medical 
schools  each  year.  The  Foundation  wishes 
that  it  could  be  more.  Obviously,  only  a 
re-evaluation  of  federal  priorities  will  en- 
able the  nation  to  solve  this  critical  prob- 
lem. 

The  AMA  has  also  encouraged  medical 
schools  to  experiment  with  curricula  and  to 
initiate  accelerated  programs.  A number  of 
schools  have  three-year  programs  under- 
way, and  others  have  announced  their  in- 
tention to  begin  accelerated  programs. 

Allied  Health  Professions 

Manpower  needs  will  respond  more 
quickly  in  the  nursing  and  allied  health 
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professions.  A new,  extended  role  for  the 
nurse  may  be  highly  significant.  She  is  well 
equipped  by  education  and  training  to  as- 
sume greater  responsibilities  in  patient 
care.  The  AMA  has  taken  considerable 
initiative  in  working  to  expand  the  role  of 
the  nurse.  As  this  expansion  is  accomp- 
lished, the  AMA  expects  dramatic  increases 
in  man,  or  rather,  womanpower.  These 
programs  serve  to  extend  the  productivity 
of  the  individual  physician  whose  numbers, 
even  with  a shortened  curriculum,  are  dif- 
ficult to  increase  rapidly. 

The  AMA  also  seeks  to  develop  new 
health  occupations  to  assist  the  physician  in 
the  delivery  of  care.  The  past  two  decades 
have  seen  a sharp  increase  in  the  number 

❖ 

Chiropractic  and  State  Legislative  Assemblies: 
Why  Physicians  No  Longer  Can  Tolerate 
Licensed  Cultism 

Some  recent  estimates  place  the  number  of 
chiropractors  practicing  their  cult  in  the  United 
States  at  about  35,000.  Others  suggest  that  there 
are  less  than  half  that  number.  In  contrast  to 
the  several  hundred  thousand  physicians  who 
practice  scientific  medicine,  the  smaller  number 
of  chiropractic  cultists  might  appear  to  reduce 
their  significance.  Yet,  the  number  of  patients 
consulting  chiropractors  each  year  may  approach 
three  million.  Again,  not  a large  number  when 
compared  with  the  many  millions  who  seek  and 
obtain  high  quality  medical  care  based  on  the 
scientific  method.  But  among  those  receiving 
such  cult-based  therapy  are  many  who  will  de- 
lay seeking  adequate  effective  medical  care  until 
it  is  too  late.  And  others  will  sustain  physical 
injury  during  applications  of  the  “chiropractic 
method.” 

The  theory  of  chiropractic  has  never  been  sup- 
ported by  objective  evidence  and  it  has  been 
fully  refuted  by  medical  science.  Yet,  chiro- 
practic, the  only  existing  cult  which  still  con- 
stitutes a significant  hazard  to  the  public, 
continues  because  of  the  tolerance  of  many 
otherwise  conscientious  physicians,  as  well  as 
powerful  political  pressure-groups. 

The  recent  report  of  the  Health  Manpower 
Commission1  recognizes  that  ideally  chiropractic 
statutes  should  be  repealed  to  remove  the  cult’s 
shield  of  legitimacy.  However,  the  report  in- 
dicates that  such  repeal  would  be  unlikely  at 
this  time  because  of  the  power  of  the  chiroprac- 
tic lobby! 

That  report  could  have  added  that  the  lobby 
must  not  be  considered  a single  unit,  waiting 
patiently  for  someone  to  challenge  the  legal 
sanction  given  the  cult  by  licensure  in  all  but  a 
few  jurisdictions.  For  highly  skilled  lobbyists — 


of  people  in  allied  health  occupations,  from 
140,000  in  1950  to  one  million  today.  To 
assure  that  members  of  the  allied  health 
team  meet  proper  standards,  the  AMA 
works  with  national  medical  specialty  so- 
cieties and  other  health  profession  associa- 
tions to  establish  and  maintain  training 
programs. 

Again,  progress  is  being  made.  But  again, 
this  progress  could  be  greater  and  our  situa- 
tion less  critical  if  Congress  had  seen  fit  to 
provide  full  funding  to  programs  for  nurses’ 
training  and  for  allied  health  professions 
training,  programs  which  had  strong  sup- 
port from  the  medical  profession. 

Reprinted  from  the  Rhode  Island  Medical  Jour- 
nal. 
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representing  the  chiropractic  cult — now  are  re- 
ported to  be  active  in  state  legislative  assem- 
blies across  the  nation.  Any  legislative  bill,  no 
matter  how  remote  its  title  may  seem  to  be, 
offers  such  lobbyists  a vehicle  capable  of 
legally  increasing  the  breadth  of  the  definition 
of  the  cult.  For  chiropractors  have  proclaimed 
widely  their  opposition  to  constraint  upon  their 
practice  by  statutory  definition!  It  would  appear 
that  chiropractic  has  chosen  to  follow  the  pre- 
cept that  the  best  defense  is  a strong  offense. 
And  meanwhile,  back  at  the  community  medical 
workshop  level,  physician  tolerance  of  chiro- 
practors continues. 

Thus,  when  physicians,  medical  associations 
and  boards  of  medical  examiners  tolerate  the 
continued  survival  of  the  cult,  they  bear  some  of 
the  responsibility  for  diagnoses  delayed  until  it 
may  be  too  late,  for  physical  injuries  from  ap- 
plication of  the  “method”  and  the  by-product 
of  that  practice,  an  ever-more-powerful  chiro- 
practic lobby. 

Therefore,  board  members  and  other  physi- 
cians must  assume  a more  militant  posture 
against  licensed  cultism,  the  unscientific  prac- 
tice of  chiropractic  techniques.  The  goal  is 
clearly  in  view,  the  ultimate  repeal  of  every 
chiropractic  practice  act  in  the  nation.  But,  can 
it  be  accomplished?  Certainly!  However,  it  will 
take  time  and  try  the  patience  of  many.  None- 
theless, the  stakes  are  high  and  physicians  no 
longer  can  afford  the  luxury  of  overlooking  their 
responsibility  for  the  protection  of  the  health  of 
the  public. 

Reference 

1.  Report  of  the  National  Advisory  Commis- 
sion on  Health  Manpower,  1967.  U.S.  Govern- 
ment Printing  Office,  Washington,  D.C. 

( From  the  Bulletin  of  the  Federation  of 
State  Medical  Boards,  May,  1971.) 


696 


STAFF  CONFERENCE 


August,  1971 


STAFF  CONFERENCE 


Hubbard  Hospital* 

Thyroid  Masses 

DR.  MATTHEW  WALKER:  This  morn- 
ing we  are  going  to  discuss  the  problem  of 
thyroid  masses.  It  is  a pleasure  to  have  Dr. 
John  Hopkins  with  us,  to  inform  us  of  the 
help  currently  available  from  the  nuclear 
medicine  specialist  in  the  diagnosis  and 
treatment  of  thyroid  masses.  The  case  will 
be  presented  by  Dr.  Adebayo  Samuel. 

DR.  ADEBAYO  SAMUEL:  The  patient  was  a 
34-year-old  woman  who  was  admitted  to  Hub- 
bard Hospital  because  of  an  anterior  cervical 
mass.  The  patient  had  previously  had  thyroidec- 
tomy for  modular  colloid  goiter  in  1960.  In 
1968  she  noted  the  appearance  of  a small  nodule 
on  the  left  side  of  the  operative  site  associated 
with  dysphagia  which  increased  steadily  in  size. 

Physical  Examination.  Inspection  revealed  an 
obese  female  in  no  apparent  acute  distress.  T 
was  98.6,  P 88,  R 22,  BP  130/90,  height  5'2", 
weight  215  lbs.  A remote  thyroidectomy  scar  was 
noted.  There  was  a firm  mass  on  the  left  side  of 
the  anterior  cervical  region  underlying  the  thy- 
roidectomy scar.  This  mass  was  nontender,  no 
bruit  was  heard  over  the  mass  and  the  mass 
moved  with  swallowing.  Some  thinning  of  the 
hair  of  the  patient  was  noted.  Other  findings 
were  not  remarkable. 

Laboratory  Data:  Complete  blood  count,  uri- 
nalysis and  EKG  were  within  normal  limits. 
PBI  was  8.3  meg  %,  T3  uptake  was  30%  and  T4 
level  was  6 meg  %.  Chest  x-ray  done  in  March, 
1971,  showed  tracheal  displacement  to  the  right. 
Barium  swallow  showed  an  extrinsic  pressure 
defect  upon  the  cervical  and  upper  thoracic 
esophagus  suggestive  of  thyroid  enlargement.  A 
thyroid  scan  done  in  April,  1971,  showed  a large 
lobe  of  remaining  thyroid  on  the  right  side  with 
no  significant  function  in  the  area  of  the  left 
lobe  of  the  thyroid. 

Hospital  Course.  The  patient  was  taken  to  the 
operating  room  where  the  left  sided  thyroid  mass 
was  removed  without  incident.  The  patient’s 
postoperative  course  was  entirely  uneventful  and 
she  was  discharged  home  on  the  6th  post- 
operative day  on  dessicated  thyroid  therapy,  1 
grain  tid. 

DR.  WALKER:  Dr.  Avery  will  present 
the  pathologic  findings. 

DR.  PARNELL  AVERY:  The  specimen 


*From  the  Department  of  Surgery,  Meharry 
Medical  College,  Nashville,  Tenn.  37208. 


consisted  of  a soft  mass  of  reddish  brown 
tissue  measuring  4.5  x 3 x 2.5  cm.  The  cut 
surfaces  were  reddish  brown  and  revealed 
large  hemorrhagic  areas.  As  you  will  note 
on  this  slide,  microsections  of  the  thyroid 
tissue  revealed  marked  variability  in  acinar 
size  varying  from  small  tubular  structures 
to  dilated  cysts.  Most  are  lined  by  a single 
layer  of  low  cuboidal  cells  and  contain 
pale-pink  homogenous  colloid.  The  folli- 
cular tissue  is  interspersed  or  segregated 
by  varying  amounts  of  sclerosed  stroma. 
Extravasation  or  colloid,  recent  and  old  foci 
of  hemorrhage  and  fibrosis  with  moderate 
lymphocytic  cellular  infiltrate  complete  the 
picture  of  a colloid  nodule. 

DR.  WALKER:  Thank  you  Dr.  Avery. 

Dr.  Hopkins  will  open  the  discussion. 

DR.  JOHN  HOPKINS:  We  will  briefly 
discuss  the  patient’s  scan  and  then  talk  a 
little  bit  about  the  historical  development 
of  thyroid  scanning  and  some  of  the  newer 
concepts  and  latest  types  of  thyroid  scan- 
ning. 

This  patient  had  an  enlarged,  I believe, 
right  lobe  and  as  you  look  at  the  scan,  you 
will  see  that  the  left  lobe  of  the  thyroid 
gland  is  not  well  seen.  There  is  a small 
portion  of  a left  upper  pole  visualized  with 
almost  the  entire  middle  and  lower  portion 
of  the  scan  showing  a very  poor  concentra- 
tion of  activity  in  that  portion  of  the  gland. 
I palpated  a mass  in  that  particular  area 
so  I will  have  to  assume  that  this  was  either 
a cold  or  hypofunctioning  nodule  or  a cyst 
of  some  sort,  and  I recommended  that  a 
biopsy  be  done.  We  now  know  that  this 
was  a nodular  colloid  goiter. 

The  first  thyroid  scans  were  done  during 
the  second  World  War.  Shortly  thereafter 
they  became  rather  popular.  The  first 
method  was  rather  crude.  It  consisted  of 
a hand  held  Geiger  tube  for  scanning  across 
the  patient  lying  on  the  bed.  This  was  a 
rather  laborious  method  of  determining 
whether  certain  portions  of  the  gland  had 
increased  or  decreased  activity.  Shortly 
thereafter  the  first  scintillation  count  was 
done  by  a fellow  by  the  name  of  Casson  in 
1951.  The  photo  multiplier  tube  was  later 
coupled  to  thallium  activated  sodium  iodide 
crystals  and  scans  obtained  in  this  way 
represented  pictorially  as  photodots  on  an 
emulsion  film.  Presently  in  our  scanning 
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we  are  utilizing  an  instrument  called  the 
Anger  camera,  developed  by  Hal  Anger. 
This  instrument  contains  19  photo  multi- 
plier tubes  which  look  at  the  face  of  sodium 
iodide  crystals  of  V2"  thickness.  The  radio- 
active emissions  are  converted  into  digital 
information  and  displayed  on  an  oscil- 
loscope. The  display  on  the  oscilloscope  is 
photographed  either  with  a polaroid  or 
35mm  camera  for  a permanent  record  of 
the  patient,  as  seen  on  this  patient’s  scan. 

Historically,  the  most  commonly  used 
radiopharmaceutical  has  been  iodine  131. 
Iodine  131  is  a relatively  cheap  drug  that 
has  a very  good  half  life  of  about  eight 
days.  One  can  order  the  drug,  keep  it  on 
the  shelf  for  a week  and  a half,  and  have 
it  ready  for  patients  who  present  for  up- 
takes or  scanning.  The  principle  of  the 
test,  of  course,  is  that  the  more  the  gland 
concentrates,  or  traps  the  iodine,  the  greater 
the  level  of  function  of  the  tissue  of  the 
gland.  Another  of  the  radiopharmaceuticals 
used  is  iodine  125.  It  has  a much  longer 
half-life  but  requires  special  instrumenta- 
tion to  do  scans  with  it.  Iodine  125  is  very 
good  because  it  has  a lower  energy  and  the 
patient  receives  less  radiation  from  the 
drug.  A very  popular  new  drug  utilized 
for  scanning  now  is  Technetium  99.  This 
has  a very  short  half-life  of  about  6-8  hours. 
Unfortunately,  Technetium  is  not  organi- 
fied,  it  is  trapped. 

Scanning  has  been  really  helpful  to 
physicians  in  the  past  two  decades  in  dif- 
ferentiating two  diseases  with  which  they 
previously  had  considerable  difficulty.  From 
a clinical  standpoint  alone,  it  was  very  dif- 
ficult to  determine  whether  the  enlarged 
gland  was  a toxic  nodular  goiter  of  Plum- 
mer’s Disease  or  whether  it  was  profusely 
enlarged  as  a result  of  Grave’s  Disease. 
Other  kinds  of  information  obtainable  by 
scanning  are  the  following: 

1.  We  can  readily  demonstrate  the  presence 
of  pyramidal  lobes. 

2.  We  can  demonstrate  the  presence  of 
areas  of  the  thyroid  which  have  nodules 
which  may  be  hypofunctioning  or  hyper- 
functioning in  the  clinical  state.  Some 
people  call  these  “cold”  or  “hot  nodules.” 

3.  It  is  necessary  for  the  physician  who  is 
going  to  employ  a radioactive  drug  for 
the  treatment  of  thyroid  disease  to  have 


some  idea  of  the  amount  of  tissue  pres- 
ent; thyroid  scans  are  extremely  helpful 
with  this  problem. 

4.  Sometimes  patients  with  thyroiditis 
must  be  differentiated  from  those  who 
have  hemorrhages  into  the  gland  from 
one  cause  or  another.  We  find  that  the 
scan  is  extremely  helpful  in  differentiat- 
ing these  patients.  Patients  who  have 
thyroiditis  usually  have  a uniformly  de- 
creased activity  on  the  scan,  whereas 
patients  who  have  a rupture  into  the 
gland  from  a cyst  or  some  other  cause, 
and  who  present  symptoms  like  thyroid- 
itis, have  a relatively  localized  hypofunc- 
tioning area  in  an  otherwise  normally 
functioning  gland. 

I might  mention  here  that  scanning  of 
thyroid  tissue  is  not  limited  to  the  neck, 
but  is  helpful  in  determining  whether  there 
is  substernal  extension  of  the  thyroid  gland. 
Scanning  can  detect  the  presence  of  meta- 
static thyroid  carcinoma  and  scanning  has 
occasionally  been  used  to  diagnose  struma 
ovarii. 

Recently,  within  the  past  12  months,  a 
newer  method  of  scanning  has  come  on  the 
scene.  It  is  called  fluorescent  thyroid  scan- 
ning. The  tool  employed  is  composed  of  a 
so-called  lithium  drifted  solid  state  detector 
coupled  with  a source  which  emits  gamma 
rays.  They  use  lithium  191,  I believe.  The 
thyroid  gland  is  imaged  without  the  patient 
taking  any  radioactive  substance.  In  other 
words,  the  gamma  ray  source,  when  it  hits 
the  thyroxin  molecule,  removes  one  of  the 
atoms  of  iodine  from  the  ring  causing  a 
characteristic  radiation  from  the  thyroid 
cell.  This  radiation  is  then  detected  by  the 
lithium  drifted  solid  state  detector.  This 
is  done  with  a sort  of  scanning  motion  with 
the  gamma  source  and  the  lithium  drifted 
detector  all  in  the  same  housing.  It’s  a 
rather  bulky  thing  because  the  detector  has 
to  be  cooled  by  dry  ice  or  liquid  nitrogen. 
As  the  patient  lies  on  the  table,  without 
having  been  given  any  radioactive  iodine, 
the  gamma  source  comes  over,  hits  the 
iodine  in  the  gland,  and  the  characteristic 
radiation  then  emitted  by  the  gland  is 
picked  up  by  the  solid  state  detector.  We 
get  a little  different  kind  of  information 
from  this  type  of  study  as  compared  to  the 
usual  1-131  scan.  Now  we  measure  the 
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ability  of  the  thyroid  gland  to  trap  radio- 
active iodine.  This  particular  study  doesn’t 
do  that.  It  tells  us  something  about  the 
iodine  content;  the  greater  the  iodine  con- 
tent, the  greater  will  be  the  amount  of 
characteristic  radiation  coming  out  of  the 
gland.  This  is  a rather  unique  type  of  study 
in  which  no  radiation  is  given  to  the  patient 
other  than  the  very  minimal  amount  given 
from  the  gamma  source. 

Are  there  any  questions? 

DR.  LOUIS  BERNARD:  Would  you 

make  some  comment  on  the  radioactive 
iodine  uptake  as  observed  over  a period  of 
time:  As  to  whether  or  not  you  want 

readings  only  at  24  hours  or  at  other  time 
periods. 

DR.  HOPKINS:  Theoretically,  in  the 

best  sense,  radioactive  iodine  uptake  studies 
are  done  at  2,  4,  and  24  hours.  Some 
patients  with  really  active  Grave’s  Disease 
or  thyrotoxicosis  trap  and  organify  and  do 
everything  they  have  to  do  with  iodine  so 
fast  that  if  we  only  did  a 24  hour  uptake 
study,  we  might  be  fooled  by  seeing  a 
relatively  low  level  and  think  that  the 
patient  was  either  euthyroid  or  hypo- 
thyroid. It  is  necessary  to  look  at  the  scope 
early  so  that  we  can  know  what’s  hap- 
pening, what  is  the  rate  of  change,  rather 
than  looking  at  it  out  here  at  24  hours.  If 
the  patient  has  hypothyroid  disease,  the 
24  hours  scan  may  have  more  relevance, 
since  the  usual  4 hours  scan  shows  very  low 
uptake.  The  24  hour  uptake,  then,  may  be 
just  at  its  height.  We  now  believe  that  we 
should  do  at  least  a 4 hour  and  a 24  hour 
study  on  our  patients. 

DR.  WALKER:  Thank  you  very  much. 
Dr.  Bernard  will  continue  the  discussion. 

DR.  BERNARD:  Let’s  talk  for  a minute 
now  about  what  reasons  surgeons  have  for 
treating  patients  with  thyroid  disease.  Up 
to  a few  years  ago,  one  of  the  primary  in- 
dications for  surgical  intervention  in  thy- 
roid disease  was  that  of  thyrotoxicosis.  If 
one  looks  at  the  number  of  cases  done  in 
this  hospital  in  successive  five  year  time 
periods,  you  will  note  that  in  the  five  year 
period  immediately  following  1946,  35  of  54 
thyroid  operations  performed  were  done 
for  thyrotoxicosis.  Looking  at  the  five  year 
period  ending  in  1969,  however,  only  7 of 
49  patients  operated  for  thyroid  disease 


were  operated  on  because  of  thyrotoxicosis. 
The  big  change  that  has  taken  place  is  that 
most  of  these  patients  with  thyrotoxicosis 
are  now  being  treated  by  the  internist  or 
by  the  nuclear  medicine  people  with  radio- 
active iodine.  Are  all  patients  with  thyro- 
toxicosis being  so  treated?  No.  It  is  neces- 
sary for  one  to  distinguish  the  groups 
which,  depending  on  one’s  philosophy,  are 
still  to  be  treated  primarily  by  surgery. 
Now  most  individuals  past  40  years  of  age 
are  being  treated  for  thyrotoxicosis  with 
radioactive  iodine.  Relatively  few1  physi- 
cians are  continuing  to  treat  patients  be- 
tween the  ages  of  25  and  40  with  radioactive 
iodine,  since  there  are  questions  concerning 
this  group. 

In  the  case  of  the  female  who  is  in  the 
childbearing  age  group  there  is  still  the 
possibility  that  one  may  induce  some 
genetic  change  in  the  offspring.  On  the 
other  hand,  others  feel  there  has  been  a 
sufficient  experience  over  the  last  25  years 
so  that  this  need  not  be  feared.  With  an 
individual  who  is  pregnant,  however,  who 
comes  up  with  thyrotoxicosis,  the  feeling 
among  most  individuals  who  speak  with 
authority  in  this  field  is  that  radioactive 
iodine  should  not  be  used,  for  fear  of 
ablating  the  fetus’  thyroid  in  utero.  These 
patients  should  be  prepared  with  a combi- 
nation of  propylthiouracil  and  thyroid  ex- 
tract, and  as  soon  as  they  are  brought  to 
the  euthyroid  state,  usually  some  time  dur- 
ing the  second  trimester,  they  should  be 
operated.  In  the  age  group  below  twenty 
or  twenty-five  years  the  primary  mode  of 
therapy  for  hyperthyroidism  continues  to 
be  primary  medical  or  surgical  therapy.  If 
you  take  individuals  with  thyrotoxicosis 
and  treat  them  with  medical  therapy  for 
a minimal  period  of  a year  to  eighteen 
months,  approximately  fifty  percent  of 
these  individuals  will  go  into  remission  and 
require  no  further  therapy  for  the  thyro- 
toxicosis. Because  of  this,  the  so-called  20 
minute  radioactive  iodine  uptake  has  come 
into  vogue  in  a number  of  institutions. 
Whether  a patient  should  be  treated  for  a 
period  of  twelve  to  eighteen  months  before 
deciding  whether  surgery  will  be  necessary, 
is  an  important  question.  Medical  therapy 
for  these  patients  currently  consists  of 
relatively  high  doses  of  propylthiouracil 
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combined  with  thyroid  hormone.  The  pa- 
tient is  given  thyroid  hormone  along  with 
the  prophylthiouracil  to  determine  whether 
or  not  a given  gland  will  continue  to 
be  autonomous  or  whether  the  increase 
in  levels  of  circulating  hormone  from 
exogenous  sources  will  lead  to  depression 
of  the  output  of  TSH.  This  means  that 
if  you  do  a 20  minute  uptake  on  a 
patient  initially,  at  zero  point,  immedi- 
ately before  you  begin  treatment  and  you 
find,  let’s  say  it’s  25,  and  you  repeat  this 
after  the  patient  has  been  on  therapy  for 
three  or  four  months  and  find  it  has 
dropped  down  to  15,  this  suggests  very 
strongly  that  such  a patient  is  a candidate 
for  continued  conservative  therapy.  If, 
however,  by  the  time  five  or  six  months 
have  passed  and  the  20  minute  uptake  is 
still  around  25  or  27  or  something  of  this 
kind,  then  the  likelihood  of  being  able  to 
control  this  patient  on  medical  therapy  is 
very  poor.  At  such  a point  definitive 
therapy  should  be  undertaken,  either  in 
terms  of  surgery  or  in  terms  of  radioactive 
ablation  of  the  gland. 

Primary  indications  for  surgery  in  thyroid 
disease  at  this  time,  other  than  thyrotoxi- 
cosis, are  three:  1)  for  cosmetic  reasons — 
and  certainly  in  females,  doing  this  for 
cosmetic  reasons  can  be  important,  partic- 
ularly in  relatively  young  individuals 
having  unsightly  lumps  in  the  neck,  2) 
tracheal  compression  and  other  pressure 
symptoms  in  the  neck,  and  3)  the  possibil- 
ity of  thyroid  carcinoma.  I would  dare  say 
that  the  vast  majority  of  patients  who  are 
operated  on  for  thyroid  disease  in  the 
United  States  today  are  operated  on  pri- 
marily because  of  the  possibility  of  malig- 
nant disease.  Thirty-eight  of  the  last  49 
patients  operated  on  in  this  hospital  in  the 
5 year  period  ending  in  1969  were  operated 
on  because  of  this  indication. 

Let’s  look  at  the  next  slide  and  see  what 
happens  if  one  takes  a large  number  of 
lumps  in  the  area  of  the  thyroid  and  de- 
termines the  likelihood  of  one  developing 
or  having  carcinoma  in  such  masses.  If  one 
is  dealing  with  a patient  who  has  an  ex- 
ophthalmic goiter,  presenting  with  a dif- 
fusely enlarged  gland,  the  likelihood  of  one 
finding  carcinoma  is  quite  slim,  being  less 
than  one-half  of  one  percent.  If  one  is 


dealing,  however,  with  a nodular  goiter 
with  accompanying  hyperthyroidism,  we 
have  an  incidence  of  carcinoma  of  1.2%. 
Now  these  figures  are  certainly  not  high 
and  generally  if  the  thyroid  nodule  is  hot 
carcinoma  will  not  be  present.  It  is  im- 
portant, however,  to  recognize  the  fact  that 
at  a very  low  level  carcinoma  does  accom- 
pany thyrotoxicosis.  If,  on  the  other  hand, 
one  is  dealing  with  a solitary  nodule  of  a 
thyroid  gland,  this  figure  then  goes  up  to 
something  between  20  and  30%.  Fortunately, 
it  is  a fact  that  most  nodules  in  the  thyroid 
gland  which  will  feel  as  though  they  are 
solitary  on  clinical  examination  will  actu- 
ally prove  at  the  operating  room  table  to 
be  part  of  a multiple  adenomonatous  goiter. 
Are  there  any  questions? 

DR.  RONALD  NEAL:  Is  there  any  dif- 
ference in  the  type  of  treatment  of  hyper- 
thyroidism that  should  be  offered  to  the 
child  as  opposed  to  the  adult? 

DR.  BERNARD:  Yes.  Basically  all  chil- 
dren should  be  operated  on.  When  you 
talk  about  an  adult,  it  is  necessary  to  ask 
the  age  of  the  adult  you  are  talking  about. 
If  it  is  an  adult  under  40,  I would  say 
operate.  If  the  individual  is  past  40,  I would 
have  no  argument  one  way  or  the  other, 
with  the  expectation  that  most  of  these 
patients  will  end  up  being  treated  with 
radioactive  iodine.  Now  this  is  for  a dif- 
fusely enlarged  gland;  this  is  not  for  the 
nodular  adenomatous  gland. 

DR.  NEAL:  I read  an  article  where  some 
people  who  have  been  giving  children 
radioactive  iodine  reported  an  increased 
incidence  of  carcinoma  in  these  thyroid 
glands.  Is  this  so  in  adults  or  is  this  true 
at  all? 

DR.  BERNARD:  I don’t  know  that  any- 
body’s come  up  with  statistically  significant 
figures  so  far  as  the  induction  of  carcinoma 
in  the  thyroid  by  radioactive  iodine.  This 
was  one  of  the  great  concerns  over  the  use 
of  radioactive  iodine.  When  you  study 
series  of  cases  of  children  who  have  devel- 
oped thyroid  carcinoma,  a significant  num- 
ber of  these  children  will  have  a history 
of  having  been  exposed  to  low  levels  of 
radiation,  usually  years  prior  to  the  time 
that  the  thyroid  carcinoma  is  picked  up. 
This  has  also  been  described  in  the  adult, 
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including  a man  who  was  past  55  years  of 
age  in  whom  the  lag  period  between  the 
time  of  radiation  and  the  development  of 
carcinoma  of  the  thyroid  was  only  four 
years.  On  the  other  hand,  the  populations 
exposed  at  Hiroshima  and  Nagasaki,  which 
is  a rather  large  group  that  has  been  fol- 
lowed closely  over  the  years,  have  not 
demonstrated  any  increased  incidence  of 
thyroid  carcinoma.  It  is  postulated  by  some 
that  the  individual  who  is  likely  to  come 
up  with  thyroid  carcinoma  is  the  person 
who  has  received  less  than  a dose  of  some 
400  R or  its  equivalent  to  the  area  of  the 
thyroid  gland.  When  the  person  has  re- 
ceived a significantly  higher  level  than  this, 
and  many  of  the  individuals  at  Nagasaki 
and  Hiroshima  did,  apparently  the  likeli- 
hood of  tissue  being  left  behind  to  become 
carcinomatous  is  minimal. 

DR.  WALKER:  This  has  been  a very  fine 
discussion  and  I want  to  commend  those 
who  have  taken  part  in  it.  The  time  is  late 
so  I shall  not  use  much  time.  But  there  are 
a few  points  that  I would  like  to  get  over 
concerning  the  whole  problem  of  thyroid 
surgery.  The  first  one  is  that  there  are 
complications  in  thyroid  surgery.  People 
die  from  thyroid  surgery.  Not  many  peo- 
ple die.  But  there  is  an  irreducible  number 
of  complications  such  as  injury  to  the  re- 
current laryngeal  nerve  and  occasionally 
bilateral  injury  to  the  nerve.  There  is,  oc- 
casionally, hypoparathyroidism  following 
thyroid  surgery.  These  are  things  that  oc- 
cur and  bother  the  patient  for  a number  of 
years.  There  are  other  complications  which 
will  kill  the  patient  such  as  intro-operative 
and  post-operative  hemorrhage.  Thyroid 
storm,  though  not  seen  frequently  now,  is 
still  a possibility.  Since  we  have  these 
complications  of  thyroid  surgery,  since  we 


do  not  know  the  cause  of  goiter,  and  since 
the  only  thing  we  do  is  cut  the  goiter  out, 
the  question  arises  as  to  the  best  method 
of  managing  the  patient?  Shall  we  as  sur- 
geons, for  our  business  is  operating,  operate 
on  all  of  them?  Or,  shall  we  as  physicians 
advise  that  type  of  treatment  which  is  best 
for  the  patient?  It  is  not  actually  important 
whether  a patient  is  managed  by  surgical 
means  or  non-surgical  means.  If  the  medi- 
cal people  can  manage  it  by  non-surgical 
means,  as  long  as  no  complication  such  as 
the  development  of  carcinoma  exists,  I think 
the  patient  should  be  managed  by  non- 
operative means.  If  not,  then  I think  sur- 
gery is  indicated.  We  must  realize  there 
is  an  irreducible  number  of  complications 
and  an  irreducible  number  of  deaths  that 
occur  in  surgery  that  would  be  over  and 
above  the  number  occurring  if  the  patient 
were  treated  successfully,  and  rehabili- 
tated with  non-surgical  means.  This  is  the 
concept  we  want  to  leave  here. 

Some  years  ago  in  a class  in  surgery, 
the  only  thing  the  surgeon  said  was  that 
everything  that  the  patient  had  must  be 
cut  out.  The  medical  people  would  say  it 
must  not  be  cut  out,  it  must  be  treated 
with  their  medicine.  Well  that  is  not  the 
proper  approach.  The  proper  approach  is 
to  do  what  is  best  for  the  patient.  The 
medical  people  and  the  surgical  people 
should  see  the  patient  when  the  patient 
first  comes  in,  follow  the  patient  through 
the  work-up,  and  treat  the  patient  by  that 
method  which  will  give  the  best  possible 
results  with  the  least  harm  to  the  patient. 
That  is  the  point  I wish  to  leave  here  this 
morning. 

Thank  you  very  much.  This  concludes 
rounds  for  this  morning. 


TMA  AND  SPECIALTY  SOCIETIES  PLAN  1972  ANNUAL  PROGRAM  ...  The  TMA 

Committee  on  Scientific  Affairs  met  on  June  26  to  plan  the  general 
program  to  be  presented  at  the  1972  Annual  Meeting  in  Gatlinburg.  On 
June  27,  the  Committee  met  with  officers  and  representatives  from  the 
medical  spcialty  societies  to  coordinate  activities  and  programs  to  be 
presented  during  the  1972  Annual  Meeting,  April  12-15,  at  Gatlinburg 
• . . TMA’s  general  program  will  again  feature  outstanding  national 
speakers  both  within  and  out  of  medicine,  presenting  up-to-date 
information  in  the  area  of  "How  Will  Government  Medicine  in  the  Future 
Affect  Physicians’  Practice"  ...  A national  authority  on  drug  abuse, 
an  attorney  from  Boston,  Mr.  Neil  L.  Chayet,  has  been  invited  to  be  a 
speaker  along  with  the  Executive  Vice-President  of  the  AMA,  Dr.  Ernest 
B.  Howard.  Speakers  from  the  national  level  of  government  are  being 
invited  and  an  invitation  has  been  issued  to  Secretary  of  HEW,  Elliott 
L.  Richardson  • . • Medical  specialty  societies  will  conduct  their 

scientific,  business  and  social  events  on  April  13-14-15,  1972  during  5 

the  meeting  at  Gatlinburg.  ;j 

SUMMARY  OF  KEY  ACTIONS  OF  THE  AMA  HOUSE  OF  DELEGATES  1 

AMA'S  ANNUAL  MEETING— ATLANTIC  CITY  . . . Meeting  for  a total  of  13  i 

hours  and  53  minutes,  the  House  acted  on  6 special  reports;  31  reports 
from  the  Board  of  Trustees  ; 2 from  the  Council  on  Constitution  and 
By-Laws;  4 from  the  Council  on  Medical  Education;  8 from  the  Council  on 
Medical  Service  ; 2 from  the  Judicial  Council ; 1 from  the  Council  on 
Long-Range  Planning  and  Development  ; and  104  resolutions  • . • Dr.  Carl 
Hoffman,  West  Virginia,  was  chosen  President-Elect  . . . Resolution  3, 
malpractice  claim  problem,  presented  by  the  Tennessee  Delegation,  was 
adopted  by  the  House.  The  resolution  called  for  the  AMA  to  use  its 
influence  to  achieve  prompt  implementation  of  the  President’s  Committee 
on  Malpractice.  The  Reference  Committee  stated  that  the  resolution  will 
strengthen  the  AMA  position  in  relation  to  this  important  development 
...  Other  TMA  resolutions  relating  to  ophthalmology  and  optometry 
were  not  introduced  as  the  intent  of  the  resolutions  was  worked  out 
without  presenting  the  resolutions. 

TENNESSEE  DELEGATE  NAMED  TO  COUNCIL  POSITION  . . . John  H.  Burkhart,  M.D., 

Knoxville,  Delegate  from  Tennessee,  was  elected  to  the  AMA’s  Council  on 
Constitution  and  By-Laws  • . . Dr.  Burkhart  also  serves  AMA  as  Chairman 
of  its  committee  on  "Health  Care  for  the  Poor."  The  position  on  the 
Council  carries  a heavy  responsibility  as  this  Council  writes  much  of 
the  language  contained  in  the  policies  and  procedures  under  which  AMA 
abides. 

r$?  xjt  r$t 

PRESIDENT  NIXON'S  ADDRESS  TO  THE  HOUSE  IS  HIGHLIGHT  OF  SESSION  . • . 

President  Nixon  addressed  a special  session  of  the  House  of  Delegates 
in  a 34-minute  talk,  punctuated  by  numerous  applause.  His  challenge  to 


America's  physicians  to  assume  leadership  in  curing  and  preventing 
drug  abuse,  which  he  called  "America’s  Public  Enemy  No*  1."  The 
President  stated  AMA  can  once  again  render  outstanding  service  at  a 
point  of  critical  need  by  helping  to  develop  what  he  called  "Project 
U.S.A."-a  project  which  would  marshal  the  tremendous  energy,  brains  and 
leadership  of  the  doctors  of  America  in  an  all  out  battle  against  drug 
abuse.  AMA  immediately  accepted  the  challenge  of  the  President  to 
institute  a program  to  combat  drug  dependence  with  particular  attention 
to  prevention,  identification,  treatment,  rehabilitation  and  research. 
State  and  local  medical  societies  were  urged  to  give  priority  to  the 
implementation  of  this  program  at  the  community  level  throughout  the 
nation.  Physicians  were  urged  to  volunteer  their  efforts  to  community 
programs* 

S$C  )jc 

VENEREAL  DISEASE  . . • The  House  called  for  an  intensive  public  and 
professional  education  effort  aimed  at  increasing  an  awareness  of  the 
need  for  exact  diagnosis,  effective  treatment,  prompt  reporting  and 
proper  epidemiological  investigation  • • • Urged  physicians  to  assist 
Public  Health  Departments  in  timely  reporting  of  VD  cases  * . . Urged 
medical  societies  to  continue  efforts  to  enact  state  laws  to  permit 
physicians  legally  to  treat  VD  cases  of  minors  without  obtaining 
parental  consent  * . . Called  for  the  AMA  to  push  for  support  of  efforts 
for  developing  a vaccine  against  venereal  disease. 

SjC  SjC 

PEER  REVIEW  DEFINED  . . . The  AMA  agreeing  on  an  official  definition  of 
the  term  "peer  review,"  said  all  county  and  state  medical  societies 
should  take  an  active  part  in  it.  Documentation  of  such  activity  would 
not  only  be  in  their  own  interest  but  also  in  the  public  interest, 
according  to  a resolution  passed  by  the  House  of  Delegates*  The 
resolution  also  reaffirmed  AMA's  support  of  voluntary  mechanisms  of 
review  and  education  by  physicians  . * . The  official  definition  of 
peer  review  is  "Evaluation  by  practicing  physicians  of  the  quality  and 
efficiency  of  services  ordered  or  performed  by  other  practicing 
physicians"  . . • Definition  of  claims  review  is  "Peer  evaluation  and 
adjudication  of  claims  questions  referred  for  peer  review  by  any  party 
with  a valid  interest  in  the  case." 

•J*  SjC  3jC 

OPINION  POLLS  * . • Members  of  the  AMA  may  soon  be  able  to  make  known 
directly  to  the  organization  their  opinions  and  desires  on  critical 
basic  issues.  A resolution  adopted  directs  that  "The  AMA  make  a 
definite  effort  to  determine  the  opinions  and  desires  of  the  total 
membership  on  critical  issues  by  an  informed  opinion  poll  to  the  entire 
membership."  AMERICAN  MEDICAL  NEWS  will  be  the  vehicle  to  distribute  a 
poll  two  or  three  times  a year. 

jfc  5§C 

DOTS  AND  DASHES  . • • The  June  TMA  Journal  lists  officers  of  specialty 
groups,  county  medical  societies  and  the  TMA,  and  reports  on  House  and 
TMA  Board  actions.  The  Tennessee  General  Assembly  roundup  will  be 
reported  soon  in  the  TMA  Newsletter  ...  As  of  July  1,  Medicare 
payments  will  be  based  on  the  75th  percentile  of  1970  charges,  rather 
than  the  1969  figures  . • . The  headquarters  office  of  the  Tennessee 
Academy  of  General  Practice  is  now  located  in  tfcte  TMA  Headquarters 
Building  in  Nashville  . . • There  are  about  7,000  drugs  now  being 
offered  the  consumer  today — 200  of  them  accounting  for  about  65%  of  all 
prescriptions  . . • The  average  American  uses  4 to  5 prescriptions  a 
year  • . . The  average  family  requires  about  14  to  16  prescriptions 
annually. 


Communications 

Legislation 


Hadley  Williams,  Assistant  Executive  Director 

HOUSE  PASSES  H.R.  1 . • . The  House  adopted  H.R.  1 on  June  22,  1971  by  a 
vote  of  280  to  132*  Included  in  the  bill  are  provisions  increasing 
Social  Security  cash  benefits,  amending  the  Medicare,  Medicaid, 

Maternal  and  Child  Health  programs,  and  establishing  the  Administra- 
tion's Family  Assistance  Plan.  An  amendment  to  delete  the  Family 
Assistance  Plan  was  defeated  234  to  187.  The  bill  contains  many  changes 
in  the  Medicare  and  Medicaid  programs.  Under  some  of  the  major 
provisions,  the  bill: 

. • • . Requires  the  Health  Insurance  Benefits  Advisory  Council  to 
conduct  a study  of  the  methods  of  physician's  reimbursement 
under  Medicare  to  evaluate  their  effects  on:  (1)  physicians' 

fees  generally,  (2)  the  extent  of  assignments  accepted  by 
physicians,  and  (3)  the  share  of  total  physician  fee  costs  which 
the  beneficiary  must  assume.  A report  is  required  to  be 
submitted  to  Congress  by  July  1,  1972,  including  a presentation 
of  alternatives  to  the  present  methods  of  reimbursement  and  the 
Council's  recommendations  as  to  the  preferred  method. 

• . . . Extends  Medicare  benefits  to  the  disabled  after  they  have  been 

entitled  to  disability  benefits  under  the  Social  Security  Act 
or  under  the  Railroad  Retirement  Act  for  at  least  two  years. 

. • • . Prevents  the  Part  B premium  from  increasing  (above  $5.60)  by  a 

greater  percentage  than  any  percentage  increase  in  cash 
benefits. 

. • . . Increases  the  Part  B deductible  from  $50  to  $60. 

• . • • Requires  a Part  A daily  coinsurance  amount  of  one-eighth  the 

hospital  deductible  (presently  $60)  for  the  31st  through  the 
60th  days  of  hospitalization,  and  one-fourth  the  hospital 
deductible  for  the  61st  through  the  90th  day. 

• . . . Increases  the  lifetime  reserve  of  hospital  days  from  60  to  120. 

• . . • Provides  for  a 25%  increase  in  the  federal  matching  percentage 

to  a state  (limited  to  a maximum  of  95%  matching)  under 
Medicaid,  when  services  are  provided  through  a contract  with 
an  HM0,  a comprehensive  health  care  organization  or  similar 
facility. 

. . . . Directs  the  Secretary  of  HEW  to  carry  out  experiments  and 

demonstration  projects  to  evaluate  various  alternative  methods 
of  making  prospective  payments,  to  determine  what  other  changes, 
including  negotiated  rates,  would  increase  efficiency  and 
economy,  and  to  determine  whether  peer  review,  utilization 
review,  and  medical  service  mechanisms  established  area-wide 
or  community-widfe  would  be  beneficial  and  effective. 

....  Sets  a limitation  on  prevailing  charge  levels  for  physicians' 
services  at  the  75th  percentile  of  customary  charges  in 
the  locality,  with  allowable  increases  tied  to  certain  economic 
indexes. 

....  Provides  for  prospective,  per  capita  payments  under  Medicare  to 


HMO's  for  enrollees  entitled  to  Part  A and  Part  B services,  and 
for  Part  B services  only  when  the  individual  is  not  entitled  to 
Part  A benefits. 

....  Authorizes  Secretary  of  HEW  to  terminate  payments  to  providers 
of  services  in  cases  of  program  abuse, 

....  Pays  for  services  of  teaching  physicians  on  basis  of  reasonable 
cost  rather  than  reasonable  charge  unless  certain  circumstances 
exist, 

....  Creates  a two-year  study  of  the  feasibility  of  covering 
chiropractic  services  under  Medicare, 

3$C  jjc  *£* 

NO  NATIONAL  HEALTH  INSURANCE  EXPECTED  IN  1971  ...  The  Senate  Finance 
Committee  is  expected  to  conduct  hearings  on  H«R.  1 and  speculation  is 
that  it  will  be  September  before  national  health  insurance  can  be 
considered.  The  House  Ways  and  Means  Committee  had  tentatively 
scheduled  hearings  to  begin  last  month  but  it  now  appears  it  will  be 
after  the  August  recess.  Late  Fall  seems  to  be  the  soonest  national 
health  insurance  legislation  could  be  considered  on  the  floor  of  either 
House.  It  is  possible  that  this  schedule  can  be  speeded  up  and  that 
something  would  be  done  this  year.  If  so,  it  would  probably  include 
(1)  replacing  Medicaid  with  a Federally-paid  health  insurance  policy  for 
the  poor;  (2)  some  form  of  catastrophic  illness  insurance,  the  most 
popular  health  proposal  on  Capitol  Hill  today;  (3)  probably  some  form  of 
the  Administration's  bill  which  would  require  employers  to  pay  most  of 
the  cost  of  health  insurance  for  employees  and  their  families  ; and 
(4)  some  form  of  utilization  review  and  cost  controls  for  Federal  health 
programs.  At  this  time,  AMA’s  Medicredit  bill  continues  to  have  more 
support  in  the  form  of  number  of  co-sponsors  than  any  other  bill. 
Medicredit  has  now  been  sponsored  by  150  Congressmen  and  Senators.  The 
ratio  of  Republicans  to  Democrats  among  sponsors  is  about  two  to  one ; 
five  Republicans  and  five  Democrats  from  the  Ways  and  Means  Committee 
have  sponsored  the  plan,  considerably  more  than  have  sponsored  any  of 
the  other  proposals. 


jjc  5$C  jjc 

PAYROLL  TAXES  KEEP  GOING  UP,  UP,  UP,  AND  UP  . . . According  to  the  U.S. 

Chamber  of  Commerce,  the  U.S.  Congress  has  found  a way  of  quietly 
raising  revenue — by  increasing  payroll  taxes.  These  payroll  taxes  have 
already  become  an  important  part  of  our  revenue  system.  They  account 
for  the  second  largest  source  of  Federal  tax  receipts,  amounting  to  an 
estimated  $56  billion  in  fiscal  1972.  Under  H.R.  1,  payroll  taxes  will 
increase  rapidly.  In  1972  the  increase  would  be  18%  over  present  law 
and  by  the  end  of  the  decade,  these  taxes  will  be  95%  greater  than  those 
under  present  law.  Under  H.R.  1,  by  1980  the  total  maximum  contribution 
of  employer-employee  will  be  $2,086.80  which  would  be  a 157%  increase 
over  the  $811.20  paid  in  1971.  The  cumulative  increase  in  the  next  six 
years  amounts  to  $57  billion.  Workers  earning  $10,200  or  more  will  pay 
$145.20  more  in  Social  Security  taxes  next  year  if  H.R.  1 is  adopted. 
Raise  each  individual's  local  taxes  this  much  and  see  what  happens! 

sfc  jjc  5jc  sjc 

WELFARE  NOW  COSTS  $1  BILLION  MONTHLY!  . . . Total  welfare  costs  last 
year  rose  to  $12.7  billion,  reports  the  Department  of  Health,  Education 
and  Welfare.  This  is  double  the  amount  spent  four  years  ago  and  covers 
payments  to  nearly  11.3  million  recipients,  up  almost  two  million  in  one 
year. 
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T.M.A.  POLICY  RE: 

MULTIPHASIC  SCREENING 

Resolution  10-71  regarding  multiphasic 
screening  test  reports,  was  introduced  by 
the  Nashville  Academy  of  Medicine  during 
the  April,  1971  annual  meeting  of  TMA, 
and  was  referred  by  the  House  of  Dele- 
gates to  the  TMA  Board  of  Trustees.  A 
special  ad  hoc  committee  was  subsequently 
appointed  by  the  Board  to  make  a study 
and  to  report  back  to  the  Board  recommen- 
dations of  the  committee.  The  following 
resolution  was  developed  and  recommended 
by  the  ad  hoc  committee  which  the  Board 
adopted  as  interim  policy  regarding  this 
matter  until  the  next  regular  meeting  of 
the  TMA  House  of  Delegates.  All  TMA 
members  should  be  aware  of  this  new 
policy. 

Revised  6-28-71 

RESOLUTION 

Introduced  by  Ad  Hoc  Committee  on  Multi- 
phasic Screening,  Tennessee  Medical 
Association 

Subject:  Multiphasic  Health  Testing  Pro- 
grams 

Referred  to:  Board  of  Trustees,  Tennessee 
Medical  Association 

Whereas,  multiphasic  health  testing  pro- 
grams are  a worthwhile  addition  to  disease 
detection  and  health  care  in  the  commu- 
nity in  terms  of  identifying  problems  and 
bringing  patients  under  medical  super- 
vision; and 

Whereas,  in  Tennessee  any  arrangement 
for  multiphasic  or  other  medical  testing, 
not  under  the  direct  supervision  of  a 
licensed  physician,  between  two  non-medi- 
cal agencies  is  illegal;  and 

Whereas,  physicians  often  receive  re- 
ports on  multiphasic  screening  tests  for 
which  they  did  not  refer  the  person  tested, 
and  may  not  have  been  previously  notified 
that  such  a report  would  be  sent  to  them 
by  the  testing  agency;  and 


Whereas,  these  physicians  have  not  rec- 
ommended such  tests  nor  have  they  re- 
quested that  the  reports  be  sent  to  them; 
and 

Whereas,  if  these  sizeable  reports  are 
kept  in  the  physicians’  files  they  will  re- 
quire a considerable  amount  of  additional 
filing  space;  and 

Whereas,  evaluation  of  these  reports  re- 
quires professional  time  and  knowledge,  for 
which  a charge  is  justified;  now  therefore 
be  it 

RESOLVED,  that  a patient  be  referred 
for  multiphasic  testing  by  a physician, 
either  his  own,  or  an  industrial,  public 
health,  or  other  physician;  and  be  it  further 

RESOLVED,  that  it  is  the  responsibility 
of  this  physician  to  receive  and  evaluate 
these  reports  and  if  necessary  establish  a 
preliminary  contact  with  an  appropriate 
personal  physician  for  the  patient,  and  to 
ascertain  that  the  physician  will  accept  the 
reports  and  the  patient;  and  be  it  further 

RESOLVED,  that  a physician  may  elect 
to  return  an  unsolicited  report  without 
evaluating  it,  and  so  notify  the  referring 
physician;  and  be  it  further 

RESOLVED,  that  all  laboratories  being 
utilized  by  testing  facilities  be  subject  to 
the  regulations  of  the  Tennessee  Medical 
Laboratories  Act  and  subject  to  its  con- 
trols, inspections,  and  accreditations. 

H:  ^ $ 

IMPORTANT  PART  "B"  MEDICARE 
INFORMATION 

Beginning  July  1,  1971  the  area  prevail- 
ing charge  patterns  of  Tennessee  physicians 
were  revised  for  use  in  this  fiscal  year. 
Prevailing  charge  refers  to  those  charges 
which  fall  within  the  range  of  charges  most 
frequently  made  by  physicians  of  like  quali- 
fications in  similar  geographic  areas. 

Prior  to  the  new  fiscal  year  customary 
and  prevailing  figures  in  use  were  based  on 
charge  data  accumulated  from  the  period 
covering  January  1,  1969  through  Decem- 
ber 31,  1969.  In  order  to  reflect  a more  cur- 
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rent  picture  of  physician  charging  trends, 
the  prevailings  for  the  fiscal  year  1972  have 
been  updated  using  charge  data  taken  from 
the  period  of  January  1,  1970  through  De- 
cember 31,  1970.  It  should  be  noted  that 
this  applies  only  to  Medicare,  as  the  pre- 
vailing figures  used  in  evaluating  Medicaid 
charges  currently  remain  at  the  1968  level. 

The  updated  prevailing  figures  for  this 
fiscal  year  are  now  based  on  the  75th  per- 
centile of  all  customary  charges  submitted 
by  the  medical  community  during  the  year. 
This  is  in  accordance  with  legislation 
passed  by  both  Houses  of  Congress  in  1970 
when  approval  was  given  for  the  use  of 
this  level. 

It  should  be  explained  that  customary 
charge  refers  to  the  amount  which  the 
individual  physician  usually  and  most  fre- 
quently charges  his  patients  for  a par- 
ticular service  in  similar  medical  circum- 
stances. An  example  of  how  the  area  pre- 
vailings are  derived  using  the  customaries 
of  similar  physicians  follows. 

First,  a frequency  distribution  is  estab- 
lished listing  in  ascending  order,  the  cus- 
tomary charges  used  by  physicians  of  like 
qualifications  in  similar  areas.  Each  type 
of  service  is  treated  separately  and  a rec- 


ord is  made  of  the  number  of  times  the 
service  was  performed  for  a certain  cus- 
tomary charge.  In  the  following  example 
let  us  say  we  are  establishing  the  prevail- 
ing charge  for  a brief  office  visit  by  a 
specialist. 


Customaries 

Number  of  times 

Cumulative 

charge  was  made 

total  cases 

$ 5.00 

1402 

1402 

$ 6.00 

1116 

2517 

$ 7.00 

1680 

4197 

$ 8.00  803  5000 


The  prevailing  charge  is  then  determined 
by  selecting  the  lowest  customary  which  is 
high  enough  to  fall  within  the  range  of 
75%  of  the  cumulative  services  during  that 
year.  In  the  above  example  75%  of  5,000 
(total  cases)  equals  3,750.  By  looking  at  the 
cumulative  total  we  see  that  the  3,750th 
service  fell  within  the  cumulative  total  at 
the  $7.00  level.  Thus,  the  $7.00  charge  is 
considered  the  prevailing. 

We  realize  that  this  information  is  some- 
what technical  but  if  you  should  have  any 
questions,  please  contact  the  Equitable  Life 
Assurance  Society,  Medicare  Administra- 
tion, Post  Office  Box  1465,  Nashville,  Ten- 
nessee 37202. 


H!  Hs  * 
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HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  46  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 


C»est 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


The  recent  AMA  meeting  in  Atlantic  City  was  significant  in 
many  ways.  The  technical  report  of  the  AMA  meeting  is  left  to 
our  delegates.  They  did  a superb  job  as  usual  and  a couple  wound 
up  in  new  committee  or  council  assignments. 


John  H.  Saffold 


Atlantic  City  did  a better  job  for  us  than  four  years  ago.  As  a 
result,  the  House  voted  to  return  there  in  1975.  The  attendance 
in  a meeting  so  near  the  huge  eastern  population  centers  was 
disappointing,  but  the  place  was  cleaner,  the  food  better  and 
the  people,  the  mayor,  and  others  were  more  cordial.  Shopping 
along  the  Boardwalk  was  less  unpleasant.  Activities  in  the  area 


around  Atlantic  City  were  available,  including  golf.  The  beach  was  less  littered. 

The  installation  of  Wesley  Hall,  M.D.,  brought  some  unexpected  bomb  shells  to  an 
otherwise  routine  meeting.  His  request  for  a “Constitutional  Convention”  to  re-organize 


mine)  loosed  a two  hour  debate  at  the  time  the  House  was  ready  to  adjourn. 

The  highlight  of  the  meeting  was  a visit  of  President  and  Mrs.  Nixon.  The  President 
gave  a great  speech  and  made  a statement  that  we  hope  all  politicians  heard  or  read. 
He  stated  that  “no  program  of  medical  care  could  succeed  in  this  country  without  the 
wholehearted  support  of  the  medical  profession  and  the  doctors  that  compose  it.”  If  you 
will  think  of  this  and  mull  over  it,  the  ramifications  are  extremely  important.  So  far 
as  I am  able  to  find,  this  has  never  been  stated  publicly  before  by  any  chief  executive 
or  any  highly  placed  governmental  official.  This  should  be  a great  boost  to  a harassed 
profession.  The  President  said  many  other  things  that  we  all  need  to  be  aware  of,  and 
which  have  been  published  in  the  press.  This  to  me  is  important. 

I am  bringing  these  matters  to  your  attention,  because  I would  like  for  all  members  of 
AMA  to  attend  an  AMA  meeting.  In  the  first  place,  it  is  fun.  In  the  second  place,  it  is 
educational.  The  scientific  and  technical  exhibits  are  so  vast  and  inclusive  that  they  con- 
stitute a tremendous  educational  experience  for  any  physician.  The  meeting  of  the  House 
of  Delegates  and  the  Reference  Committees  are  the  very  essence  of  democracy  in  action. 
Any  member  of  AMA  can  attend  these  meetings  and  at  any  meeting  of  this  type  the 
unexpected  can  happen.  Perhaps  not  always  the  drama  of  a presidential  visit  which  is 
a sharp,  clearly  etched  production,  but  many  other  possibilities  exist.  I strongly  urge 
that  you  go  to  New  Orleans  to  attend  the  clinical  session  next  November.  Make  your 
plans  early. 


and  streamline  the  AMA  to  make  it  “more  quickly  responsive  to  change”  (quotes  are 


Sincerely 


President 
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Editorial 

IS  HEART  DISEASE  PREVENTABLE? 

The  last  decades  have  shown  a rapid 
development  in  our  knowledge  about  dis- 
ease, about  etiological  mechanisms,  about 
the  origin  and  course  of  many  disease  caus- 
ing agents,  as  well  as  about  therapy.  What 
impact  has  this  had  on  the  morbidity  or 
mortality  of  heart  disease?  Do  we  really 
need  prevention?  And,  if  so,  is  it  possible 
to  prevent  disease? 

Lars  Werko1  of  Goteborg,  Sweden  has 
recently  brought  up  to  date  our  knowledge 
about  this  important  problem  and  dis- 
cusses three  types  of  heart  disease:  con- 
genital, infectious  and  degenerative  (caused 
by  hypertension  or  atherosclerosis,  or 
both) . 

Some  types  of  congenital  heart  disease 
may  be  hereditary.  Some  types  are  caused 
by  virus  infections  or  the  influence  of  other 
damaging  mechanisms  early  in  pregnancy. 
Of  all  cases  of  congenital  heart  disease  these 
probably  comprise  only  a small  percentage. 
Despite  genetic  counseling  and  if  rubella 


occurs  early  in  pregnancy,  early  abortion, 
the  incidence  of  congenital  heart  disease 
has  not  changed  appreciably  during  the 
last  few  decades. 

The  most  effective  preventive  measure 
for  heart  diseases  caused  by  infection  must 
be  the  early  eradication  of  infectious  dis- 
eases. In  the  case  of  syphilis,  modern 
antileutic  treatment  at  an  early  stage  of 
the  disease  has  almost  completely  pre- 
vented the  occurrence  of  syphilitic  aortitis. 
Although  the  incidence  of  syphilis  is  rising 
now,  compared  with  the  low  of  the  1950’s, 
syphilitic  aortic  regurgitation  is  almost 
never  seen,  probably,  because  of  early  and 
effective  treatment  of  the  syphilitic  infec- 
tion. 

The  incidence  of  rheumatic  fever  and 
rheumatic  heart  disease  is  declining.  Ini- 
tially this  was  attributed  to  more  effective 
treatment  of  streptococcal  infections  with 
sulfa  drugs  or  antibiotics,  chiefly  penicillin. 
The  decline  of  incidence  of  rheumatic  fever 
started,  however,  before  these  treatments 
were  known  or  used  in  wide  areas.  The 
decrease  in  incidence  of  rheumatic  heart 
disease  followed  the  fall  in  rheumatic  fever. 

Although  a change  in  virulence  of  strep- 
tococcal strains  may  influence  the  epi- 
demiology of  rheumatic  fever  and  subse- 
quently rheumatic  heart  disease,  major 
factors  promoting  the  disease  are  poverty, 
crowding  and  poor  hygiene.  The  risk  of 
rheumatic  fever  is  also  greatest  where  op- 
portunities for  infection  are  high:  in  the 
towns  rather  than  the  country,  in  the  large 
family  instead  of  the  small,  and  where 
there  is  bad  housing  and  malnutrition. 
Thus,  the  prevention  of  rheumatic  heart 
disease  is  also  a social  rather  than  a true 
medical  problem,  if  these  two  approaches 
can  be  separated. 

Compared  with  these  two  previous 
groups,  hypertensive  heart  disease  and 
ischemic  heart  disease  are  not  only  much 
more  common,  but  the  incidence  of  mor- 
bidity and  mortality  in  males  has  been 
rising  throughout  the  last  few  decades. 
Much  has  been  written  about  various  risk 
factors  associated  with  these  diseases. 

Elevated  blood  lipids  are  good  predictors 
of  later  occurring  myocardial  infarction. 
Patients  after  myocardial  infarction  show 
high  levels  of  both  cholesterol  and  tri- 
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glycerides.  Despite  considerable  effort  no 
one  has  been  able  to  demonstrate  that  it 
is  possible  to  reduce  the  incidence  of 
ischemic  heart  disease  by  lowering  serum 
cholesterol.  Dayton  and  Pearce,2  after  a 
7-year  dietary  trial  conducted  in  an  insti- 
tution, demonstrated  some  influence  of  a 
special  diet  on  arterial  disease.  There  was, 
however,  no  influence  on  death  in  myo- 
cardial infarction.  They  emphasized  the 
necessity  of  more  information  before  gen- 
eral changes  in  the  American  diet  are 
advocated. 

Smoking  is  at  least  of  equal  importance 
as  a predictor  of  myocardial  infarction.  In 
the  American  literature  on  prevention  of 
coronary  disease,  it  is  generally  accepted 
that  excessive  cigarette  smoking  constitutes 
a risk  factor.  More  evidence  has  been  as- 
sembled to  demonstrate  its  potential  dan- 
gers than,  for  example,  the  dangers  in  ex- 
cessive eating  of  saturated  fats.  The  diffi- 
culty of  helping  people  stop  smoking  and 
helping  them  continue  to  follow  a non- 
smoking habit  is  known  to  all  physicians. 
New  and  more  effective  methods  for  curing 
the  smoking  habit  must  be  found  if  this 
risk  factor  is  to  be  eliminated. 

Physical  activity,  both  on  and  off  the 
job,  seems  important  in  decreasing  the  in- 
cidence of  ischemic  heart  disease.  It  has 
been  shown  that  middle-aged  men,  healthy 
or  with  coronary  artery  disease,  may  in- 
crease their  maximal  oxygen  consumption 
as  a sign  of  better  physical  fitness  with  a 
rather  modest  training  program.  Even  if 
it  is  not  yet  known  whether  this  will  pre- 
vent future  coronary  events,  the  general 
feeling  of  well-being  that  results  from  such 
a program  should  be  sufficient  reason  for 
the  medical  profession  to  recommend  it. 

High  blood  pressure  is  another  exten- 
sively discussed  risk  factor.  Medical 
measures  are  now  available  for  adequate 
control  of  blood  pressure  in  most  patients. 
The  early  recognition  and  treatment  of 
hypertension  is  the  most  promising  single 
preventive  measure. 

Other  factors  usually  mentioned  as  typi- 
cal for  populations  at  high  risk  do  not  ap- 
pear to  have  predictive  value.  These  in- 
clude overweight,  high  serum  uric  acid, 
high  hematocrit  and  fasting  blood  sugar 
levels. 


The  importance  of  risk  factors  cannot  be 
overemphasized  and  when  patients  have 
more  than  two  such  risk  factors,  Werko 
suggests  that  the  incidence  of  myocardial 
infarction  rises  further.  As  one  studies  the 
multifactorial  approach  the  complexities  of 
weighing  the  importance  of  each  risk  factor 
in  the  study  of  patients  with  myocardial 
infarction  becomes  increasingly  difficult. 

We  are  accumulating  a tremendous 
amount  of  data.  An  evaluation  of  these 
data  emphasizes  the  need  for  more  infor- 
mation if  we,  as  physicians,  expect  to  insti- 
tute a regimen  or  regimens  which  will  as- 
sure patients  that  heart  disease  of  the 
ischemic  variety  can  be  prevented. 

A.B.S. 
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IN  MEMORIAM 


Brown,  Robert  A.,  Jr.,  Nashville.  Died  June  29, 
1971,  age  39.  Graduate  of  Meharry  Medical  Col- 
lege in  1957.  Member  of  the  Nashville  Academy 
of  Medicine. 

Frazier,  John  E.,  Chattanooga.  Died  June  16, 
1971,  age  73.  Graduate  of  Tulane  University 
School  of  Medicine  in  1929.  Member  of  the 
Chattanooga-Hamilton  County  Medical  Society. 

Friberg,  C.  Ward,  Johnson  City.  Died  June 
24,  1971,  age  80.  Graduate  of  Vanderbilt  Uni- 
versity School  of  Medicine  in  1919.  Member  of 
Washington-Carter-Unicoi  County  Medical  So- 
ciety. 

Hackney,  Francis  Russell,  Chattanooga.  Died 
June  25,  1971,  age  65.  Graduate  of  Emory  Medi- 
cal School  in  1933.  Member  of  the  Chattanooga- 
Hamilton  County  Medical  Society. 

Miller,  Charles  W.,  Jr.,  Memphis.  Died  May 
30,  1971,  age  61.  Graduate  of  Johns  Hopkins 
Medical  School  in  1934.  Member  of  the  Mem- 
phis-Shelby  County  Medical  Society. 

Whitacre,  Frank  E.,  Nashville.  Died  May  3, 
1971,  age  73.  Graduate  of  University  of  Iowa 
in  1926.  Member  of  the  Nashville  Academy  of 
Medicine. 
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PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  this  opportunity  to  wel- 
come these  new  members  of  the  Tennessee 
Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

John  Powell,  M.D.,  Cleveland 
Charles  Romaine,  M.D.,  Cleveland 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Lee  G.  Durham,  M.D.,  Jellico 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Joe  E.  Burton,  M.D.,  Crossville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Robert  Bruce  Avery,  M.D.,  Knoxville 
Shirley  V.  Avery,  M.D.,  Knoxville 
C.  W.  Moorefield,  M.D.,  Concord 
Robert  M.  Overholt,  M.D.,  Knoxville 
Kenneth  L.  Raulston,  Jr.,  M.D.,  Knoxville 
William  Rule,  M.D.,  Knoxville 
Jon  R.  Simons,  M.D.,  Knoxville 
Glenn  E.  Wright,  M.D.,  Knoxville 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Shibendra  N.  Das,  M.D.,  Memphis 
Gerard  M.  Gerling,  M.D.,  Memphis 
William  C.  Lane,  III,  M.D.,  Memphis 
Augusto  J.  Martinez,  M.D.,  Memphis 
Marvin  Polsky,  M.D.,  Bartlett 
John  F.  Rockett,  M.D.,  Memphis 
Otis  S.  Warr,  III,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

George  W.  Andrews,  M.D.,  Nashville 
Kermit  R.  Brown,  M.D.,  Nashville 
William  P.  Dutton,  M.D.,  Nashville 
Francis  W.  Gluck,  Jr.,  M.D.,  Nashville 
Ray  W.  Hester,  M.D.,  Nashville 
Robert  W.  Ikard,  M.D.,  Nashville 
Fritz  F.  Lemoine,  M.D.,  Nashville 
William  Henry  Olson,  M.D.,  Nashville 
J.  Robert  Schweikert,  M.D.,  Nashville 
Sylvia  R.  Seamands,  M.D.,  Nashville 
William  Skinner,  M.D.,  Nashville 
Ronald  A.  Weaver,  M.D.,  Nashville 
Ross  S.  Wright,  M.D.,  Nashville 


ROANE-ANDERSON  COUNTY 

MEDICAL  SOCIETY 

Verne  E.  Gilbert,  M.D.,  Oak  Ridge 

SULLIVAN- JOHNSON  COUNTY 

MEDICAL  SOCIETY 

Henry  G.  Jackson,  M.D.,  Kingsport 
Alvin  C.  Rolen,  M.D.,  Bristol 

WASHINGTON-CARTER-UNICOI  COUNTY 

MEDICAL  ASSOCIATION 

Lawrence  S.  Moffatt,  M.D.,  Johnson  City 
Stanley  E.  Vermillion,  M.D.,  Johnson  City 

Greene  County  Medical  Society 

The  Greene  County  Medical  Society  held 
its  monthly  meeting  on  Tuesday,  June  1, 
at  the  Elks  Club  in  Greeneville.  Guest 
speaker  was  Dr.  Francis  H.  Cole,  chief  of 
surgery  of  the  West  Tennessee  Tubercu- 
losis Hospital  in  Memphis  and  clinical 
associate  professor  of  the  Department  ot 
Surgery,  University  of  Tennessee  College 
of  Medicine. 

Henry  County  Medical  Society 

The  Henry  County  Medical  Society  at 
a meeting  on  Monday,  June  14,  voted 
unanimously  to  support  the  dyslexia  pro- 
gram of  the  Paris-Henry  County  Associ- 
ation for  Specific  Perceptual  Motor  Dis- 
ability. The  program  will  feature  diag- 
nostic clinics  and  a tutorial  program  be- 
ginning in  the  fall. 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  held 
its  monthly  meeting  on  Tuesday,  July  13,  in 
the  KAM  Building.  At  the  E Club  meeting, 
State  Representative  Tom  Jensen  spoke  on 
“Needed  Strip-Mining  Legislation.”  A high- 
light of  the  scientific  program  was  an  ad- 
dress on  “Demonstration  of  Subtraction 
Techniques”  by  Dr.  Kyle  O.  Rutherford. 

Memphis-Shelby  County  Medical  Society 

The  Memphis-Shelby  County  Medical 
Society  met  on  Tuesday,  July  6,  in  the 
Pathology  Auditorium  of  the  University 
of  Tennessee  College  of  Medicine.  Dr.  Alvin 
J.  Ingram  addressed  the  Society  on  the  phi- 
losophy and  functions  of  a Foundation  for 
Medical  Care.  Following  a lengthy  discus- 
sion, the  Society  voted  to  employ  a study 
on  August  18-20  pertaining  to  the  feasi- 
bility of  establishing  a Foundation  in 
Memphis. 
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This  Month  in  Washington 
(From  Washington  Office,  AMA) 

The  Congress  has  been  asked  by  the  Ad- 
ministration to  authorize  an  additional  ex- 
penditure of  $155  million  for  the  control  of 
drug  addiction.  In  his  special  message  to 
the  House  and  Senate,  President  Nixon 
said:  “If  we  cannot  destroy  the  drug 

menace  in  America,  then  it  will  surely 
destroy  us.” 

The  Administration’s  program  would: 

. . . . Make  Veteran’s  Administration  fa- 
cilities available  to  all  former  servicemen 
in  need  of  drug  rehabilitation  regardless 
of  the  nature  of  their  discharge  and  pro- 
vide $14  million  for  this  program. 

. . . . Seek  $105  million  from  Congress  to 
be  used  solely  for  treatment  and  rehabili- 
tation of  drug  addicts. 

. . . . Request  an  additional  $10  million  to 
improve  education  programs  on  dangerous 
drugs. 

....  Request  special  legislation  permitting 
the  government  to  use  information  obtained 
by  foreign  police  and  other  technical  mea- 
sures to  make  it  easier  to  prosecute  drug 
pushers. 

. . . . Ask  for  an  additional  $25.6  million 
for  the  Treasury  Department  to  expand 
efforts  against  smugglers. 

....  Request  $2  million  to  expedite  re- 
search and  development  of  detection  equip- 
ment and  techniques. 

....  Request  $2  million  for  the  Agriculture 
Department  to  develop  herbicides  that 
would  destroy  narcotics-producing  plants. 
....  Request  $1  million  for  assistance  to 
other  nations  in  training  law  enforcement 
officers. 

Implicit  in  the  Presidential  drug  control 
proposal  is  the  endorsement  of  the  use  of 
methadone  in  the  treatment  of  Vietnam 
veterans  addicted  to  heroin.  This  high 
level  sanction  of  the  heretofore  somewhat 
controversial  and  experimental  use  of 
methadone  marks  a turning  point  in  the 
nation’s  attempt  to  rehabilitate  addicts.  Ob- 
servers believe  the  decision  to  make  wide- 
scale  use  of  methadone  was  influenced  by 


official  recognition  of  the  discouraging  low 
“cure”  rate  from  other  approaches  to  the 
problem. 

Named  by  the  President  to  head  the  new 
drug  control  program  was  Jerome  H.  Jaffe, 
M.D.,  a Chicago  psychopharmacologist  and 
director  of  the  Illinois  State  Drug  Abuse 
Program.  Dr.  Jaffe,  an  advocate  of  the 
methadone  treatment  method,  will  serve  as 
a White  House  consultant  until  the  new 
agency  is  organized. 

Shortly  after  the  announcement  of  the 
new  drug  control  program,  President 
Nixon  asked  the  American  Medical  Associ- 
ation’s House  of  Delegates  meeting  in  At- 
lantic City  to  join  in  the  nationwide  war 
on  drug  abuse. 

After  detailing  at  some  length  the  grow- 
ing social  dangers  of  drug  abuse,  the  Presi- 
dent said  that  there  was  a link  between 
the  inappropriate  use  of  drugs  within  the 
medical  context  and  the  abuse  of  drugs 
outside  that  context. 

“Consider  these  facts  for  a moment:  In 
the  last  four  years  alone,  the  production 
and  distribution  of  tranquilizers  in  our 
country  has  doubled.  During  1970,  5 billion 
doses  of  tranquilizers,  3 billion  doses  of 
amphetamines  and  5 billion  doses  of  bar- 
biturates were  produced  in  this  country. 
Listen  to  this:  The  estimate  is  that  50 

percent  of  the  amphetamines  and  bar- 
biturates were  diverted  into  illegal  sales. 
So  there  is  a problem  in  the  terms  of  edu- 
cation as  well  as  enforcement.” 

“Tranquilizers,  amphetamines  and  bar- 
biturates, as  you  know,  are  known  as  psy- 
chotropic or  mind-altering  drugs.  It  is  esti- 
mated that  one-third  of  all  Americans 
between  the  ages  of  18  and  74  used  a psy- 
chotropic drug  of  some  type  last  year.  And 
little  wonder — for  there  were  enough  drugs 
of  this  type  available  last  year  to  medicate 
every  adult  in  the  United  States  at  very 
high  dosage  rates  for  more  than  11  days. 

“We  have  produced  an  environment  in 
which  people  come  naturally  to  expect  that 
they  can  take  a pill  for  every  problem — 
that  they  can  find  satisfaction  and  health 
and  happiness  in  a handful  of  tablets  or  a 

few  grains  of  powder.” 

^ ^ ^ 

In  addition  to  his  call  to  physicians  to 
assist  in  the  drug  control  program,  the 
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President  in  his  Atlantic  City  address  also 
challenged  organized  medicine  to  provide 
the  leadership  “this  country  craves  for”  in 
all  areas  of  health  care. 

“The  health  of  America  is  in  your  hands, 
and  by  its  health  I speak  not  just  of  its 
physical  health  (but)  its  mental  health, 
its  moral  health,  its  character,”  the  Presi- 
dent said. 

In  immediate  response  to  the  President’s 
challenge  to  American  Medicine,  the  AMA’s 
special  communications  program  answered 
the  Chief  Executive’s  call  for  physician 
leadership  in  a full  page  message  that  ap- 
peared in  many  of  the  Nation’s  principal 
newspapers.  The  message,  titled  “We  ac- 
cept, Mr.  President,”  responded  point-by- 
point to  Mr.  Nixon’s  request  for  broad 
physician  support  in  all  aspects  of  the 
Nation’s  health. 

^ ❖ 

In  the  recent  letter  to  the  Bureau  of 
Narcotics  and  Dangerous  Drugs  the  AMA 
has  stated  that  it  will  do  everything  pos- 
sible to  assist  in  implementing  a proposed 
regulation  that  will  curb  the  abuse  of  am- 
phetamines and  methamphetamines.  “Phy- 
sicians throughout  the  Nation  are  concerned 
about  the  alarming  dimensions  of  the  drug 
abuse  problem,”  wrote  Richard  S.  Wilbur, 
M.D.,  AMA’s  deputy  executive  vice-presi- 
dent. Pointing  out  that  while  the  proposed 
regulation  reclassifying  amphetamines  and 
methamphetamines  as  narcotic  substances 
such  as  morphine,  codeine,  and  opium 
would  add  to  the  inconvenience  of  phy- 
sicians in  their  practices  through  additional 
requirements  concerning  ordering,  record- 
keeping and  prescribing,”  Dr.  Wilbur  as- 
sured the  Bureau  that  most  physicians 
were  in  accord  with  the  proposed  regula- 
tion. 

The  AMA  letter  followed  quickly  after 
the  House  of  Delegates  meeting  in  Atlantic 
City  in  late  June  adopted  the  following 
resolution: 

Resolved,  That  the  American  Medical  As- 
sociation urge  all  physicians  to  limit  their 
use  of  amphetamines  and  other  stimulant 
drugs  to  specific,  well-recognized  medical 
indications,  and  be  it  further 
Resolved,  That  the  American  Medical  As- 
sociation support  the  proposal  of  the  Bu- 
reau of  Narcotics  and  Dangerous  Drugs  to 


transfer  Amphetamine  and  Methampheta- 
mine  and  their  Salts,  Optical  Isomers,  and 
Salts  of  their  Optical  Isomers  from  Sched- 
ule III  to  Schedule  II  published  in  the 
May  26,  1971  Federal  Register. 

Congressman  Paul  G.  Rogers  (D.-Fla.), 
chairman  of  the  House  Commerce  Sub- 
committee on  Public  Health  and  Environ- 
ment, has  lauded  the  AMA  for  being  in 
the  forefront  in  the  support  of  the  Health 
Manpower  and  Nurse  Training  legislation. 
In  a letter  addressed  to  the  AMA  Wash- 
ington office,  Congressman  Rogers . wrote: 

“The  date  and  expertise  of  the  Associ- 
ation’s witnesses  were  most  helpful.  The 
AMA’s  governing  body  wisely  included 
medical  manpower  legislation  as  a part  of 
the  Association’s  legislative  package.  I feel 
this  legislation  is  a keystone  to  any  addi- 
tional health  programs  that  may  be  passed 
by  the  Congress.” 

* * * 

Full  funding  of  a number  of  new  and 
continuing  health  programs  has  been  urged 
by  American  Medical  Association  officials 
appearing  before  a House  appropriations 
subcommittee. 

Maternal  and  child  health  care,  com- 
municable disease  control  and  vaccination 
assistance,  alcoholism  prevention  and  treat- 
ment, and  regional  medical  programs,  as 
well  as  a number  of  newly  proposed  pro- 
grams for  the  development  of  medical  man- 
power, were  endorsed  with  a request  for 
full  funding  by  Raymond  T.  Holden,  M.D., 
a practicing  physician  in  Washington  and 
a member  of  the  AMA  Board  of  Trustees. 

Dr.  Holden  stressed  “the  urgent  need  of 
increased  financial  support  for  the  continu- 
ation of  existing  medical  schools  and  for 
the  continued  development  of  new  schools.” 
He  also  asked  for  the  subcommittee’s  full 
support  for  nursing  education,  and  the 
development  of  allied  health  personnel  to 
meet  the  manpower  needs  or  the  Nation’s 
health  care  delivery  system. 

Dr.  Holden  gave  the  AMA’s  support  to 
the  programs  of  prevention  and  control 
against  venereal  disease,  rubella,  measles, 
Rh  disease,  poliomyelitis,  diphtheria  tet- 
anus, and  whooping  cough.  He  noted  sub- 
stantial progress  in  the  past  in  reducing 
the  incidence  of  diseases  covered  by  the 
former  Vaccination  Assistance  Act,  but 
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added:  “We  are  greatly  concerned  with 
reports  that  indicate  declining  levels  of 
immunization  protection  against  measles, 
poliomyelitis  and  diphtheria,  in  the  United 
States.” 

The  AMA  spokesman  also  urged  the  sub- 
committee to  appropriate  the  full  $100  mil- 
lion authorized  by  the  Comprehensive  Al- 
cohol Abuse,  Treatment  and  Rehabilitation 
Act. 

In  terms  of  economic  loss,  the  unpro- 
ductiveness of  the  alcoholic  during  his  30’s, 
40’s,  and  50’s  is  augmented  by  the  several 
billions  of  dollars  industry  loses  annually 
through  absenteeism  and  on-the-job  acci- 
dents related  to  alcoholism  and  alcohol 
abuses. 

Reminding  the  subcommittee  that  while 
the  1972  fiscal  authorization  for  Regional 
Medical  Programs  (heart,  cancer,  stroke 
and  kidney  disease)  is  $150  million,  Dr. 
Holden  said,  “We  do  not  believe  the  $52 
million  currently  requested  for  support  is 
sufficient  to  adequately  meet  the  needs  for 
continuation  and  expansion  of  appropriate 
programs  under  this  legislation,  even 
though  some  $34  million  may  remain  avail- 
able from  previous  appropriations.” 


MEDICAL  NEWS 
IN  TENNESSEE 


Upper  Cumberland  Medical  Society 

Some  150  physicians  and  guests  from 
throughout  Tennessee  attended  the  annual 
meeting  of  the  Upper  Cumberland  Medical 
Society  on  June  15-16  at  the  Cloyd  Hotel 
in  Red  Boiling  Springs,  the  traditional  site 
for  the  meeting. 

The  theme  for  the  two-day  session  was 
“medicine  as  it  applies  to  youth,  with  par- 
ticular emphasis  on  the  adolescent.”  The 
program  featured  panel  discussions  of  drug 
abuse,  automobile  accidents  and  venereal 
disease,  and  a paper  on  the  “Country  Doc- 
tor,” a journal  published  by  the  Society 
from  1890  to  1899,  by  Dr.  Lee  Minton  of 
Nashville. 

Another  highlight  of  the  meeting  was  the 
attendance  of  Dr.  Luther  M.  Freeman,  90, 
of  Granville,  the  oldest  living  member  of 
the  Society. 

Founded  in  1890,  the  Upper  Cumberland 


Medical  Society  is  the  oldest  regional  medi- 
cal society  in  the  Southeast.  Dr.  Fred  Gold- 
ner,  Jr.,  of  Nashville,  currently  serves  as 
president. 

Mental  Health  Commissioner 

C.  Richard  Treadway,  M.D.,  32,  was  re- 
cently appointed  Commissioner  for  the  Ten- 
nessee Department  of  Mental  Health  by 
Governor  Winfield  Dunn. 

The  director  of  the  Vanderbilt  Mental 
Health  Clinic  for  the  past  year,  Dr.  Tread- 
way is  certified  in  psychiatry  by  the  Ameri- 
can Board  of  Psychiatry  and  Neurology. 

He  is  a Diplomate  of  the  National  Board 
of  Medical  Examiners  and  is  certified  by 
the  Virginia  and  District  of  Columbia 
Boards  of  Medical  Examiners.  Further,  he 
was  certified  in  community  psychiatry  by 
the  Washington  School  of  Psychiatry, 
Washington,  D.C.,  in  June  1970. 

Born  in  Louisville,  Dr.  Treadway  at- 
tended Robertson  Academy  and  George 
Peabody  High  School  in  Nashville.  He 
holds  the  B.A.  and  M.D.  degrees  from 
Vanderbilt  University,  served  his  residency 
in  psychiatry  at  the  University  of  North 
Carolina,  and  post-residency  at  the  Wash- 
ington School  of  Psychiatry. 

Prior  to  becoming  director  of  the  Vander- 
bilt Mental  Health  Clinic,  he  served  as  spe- 
cial assistant  to  the  director  of  the  National 
Institute  of  Mental  Health.  Previously,  he 
was  clinical  instructor  in  psychiatry  of  the 
Johns  Hopkins  University  School  of  Medi- 
cine, psychiatric  consultant  of  International 
Business  Machines  Company  in  Washing- 
ton, D.C.,  and  clinical  associate  of  the  1970 
Intermural  Research  Program,  MIMH,  di- 
vision of  special  mental  health  research. 

Dr.  Treadway  has  been  active  in  research 
and  is  the  author  of  numerous  publications 
in  the  field  of  research.  He  is  a member 
of  the  American  Medical  Association, 
American  Psychiatric  Association,  Tennes- 
see Psychiatric  Association,  and  Nashville 
Mental  Health  Association. 

Middle  Tennessee  Medical  Association 

The  153rd  semi-annual  meeting  of  the 
Association  was  held  in  Sewanee  on  May 
20,  with  Dr.  James  C.  Elliott,  of  Charlotte, 
as  President.  His  address  was  on  “Recent 
Changes  in  Laboratory  Procedures  in  Com- 
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munity  Hospitals.”  Twenty  topics  of  medi- 
cal and  surgical  interest  were  presented 
on  the  day’s  program  which  ended  with  a 
banquet  in  the  evening. 


PERSONAL  NEWS 


Dr.  Edward  E.  Anderson,  Dr.  Thomas  E.  Brit- 
tingham,  Dr.  George  V.  Mann,  and  Dr.  Fred  D. 
Ownby,  all  of  Nashville,  served  as  guest  faculty 
at  the  Middle  Tennessee  Heart  Association’s 
seminar  on  Cardiopulmonary  Resuscitation  at  the 
University  of  Tennessee  in  Nashville  on  June  21. 

Dr.  George  W.  Andrews,  Nashville,  has  joined 
Drs.  O.  L.  Jones  and  J.  F.  Webb  in  the  practice 
of  obstetrics  and  gynecology. 

Dr.  Gould  A.  Andrews,  Oak  Ridge,  chairman 
of  the  Medical  Division  of  Oak  Ridge  Associated 
Universities,  presented  information  on  radio- 
active gallium-67  on  June  28  at  a press  briefing 
on  nuclear  medicine  in  Los  Angeles,  California. 

Dr.  W.  H.  Blackburn,  Camden,  presented  an 
informative  lecture  to  the  nursing  staff  of  the 
Benton  County  Hospital  on  June  17.  A staff 
physician  at  the  hospital,  Dr.  Blackburn  spoke 
on  the  “Care  of  the  Obstetric  Patient.” 

Dr.  James  H.  Boles,  Kingsport,  has  been 
awarded  the  AMA’s  Physician’s  Recognition 
Award.  He  fulfilled  the  requirements  for  the 
award  in  continuing  medical  education. 

Dr.  Henry  Bryan  Brackin,  Nashville,  Dr.  Jo- 
seph Franklin  Hamilton,  Memphis,  and  Dr.  Ralph 
Horace  Monger,  Knoxville,  received  Golden  “T” 
awards  at  the  University  of  Tennessee’s  gradu- 
ation exercises  on  June  6.  The  awards  are  pre- 
sented to  graduates  of  the  University’s  College 
of  Medicine  who  received  diplomas  50  years  ago 
and  are  still  in  practice. 

Dr.  Amos  Christie,  Nashville,  recipient  of  the 
Jacobi  Award,  delivered  the  Jacobi  Award  ad- 
dress on  June  21  at  the  pediatric  section  meet- 
ing of  the  AMA’s  annual  convention  in  Atlantic 
City.  Dr.  Christie  is  professor  emeritus  of  pedi- 
atrics at  the  Vanderbilt  University  School  of 
Medicine. 

Dr.  James  B.  Cox,  Knoxville,  has  been  named 
president-elect  of  the  Southeastern  Society  of 
Plastic  and  Reconstructive  Surgeons. 

Dr.  E.  C.  Cunningham,  Harriman,  was  recently 
named  a Diplomate  of  the  American  Board  of 
Family  Practice. 

Dr.  Albert  G.  Dittes,  Portland,  has  been  re- 
elected to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  William  P.  Dutton,  Donelson,  announced 
his  association  with  The  Donelson  Clinic  in  the 
practice  of  urology. 


Dr.  Jose  Gros,  Memphis,  a professor  with  the 
University  of  Tennessee  Medical  Units  since  1962, 
is  retiring  after  reaching  70,  mandatory  retire- 
ment age. 

Dr.  Crampton  H.  Helms,  Morristown,  spoke  on 
“Drugs,  Their  Use  and  Abuse”  at  a public  meet- 
ing at  the  West  High  School  in  Morristown  on 
July  1. 

Dr.  Ray  W.  Hester,  Nashville,  has  joined  Drs. 
Meacham,  Cobb  and  Capps  in  the  practice  of 
neurologic  surgery. 

Dr.  Robert  G.  Hewgley,  Athens,  was  recently 
appointed  to  the  Indigent  Hospitalization  Com- 
mittee of  the  McMinn  County  Council.  ' 

Dr.  Jerry  Hunt,  Nashville,  has  been  elected 
president  of  the  Nashville  Memorial  Hospital 
medical  and  dental  staff.  Dr.  Sam  W.  Carney, 
Nashville,  was  named  president-elect,  and  Dr. 
Robert  E.  Burr,  Nashville,  secretary-treasurer. 

Dr.  Oliver  W.  Jenkins,  Jr.,  Chattanooga,  has 
announced  the  opening  of  an  office  for  the  prac- 
tice of  pediatrics  on  Signal  Mountain. 

Dr.  O.  Morse  Kochtitzky,  Nashville,  was  re- 
cently named  as  one  of  the  trustees  of  the 
University  of  the  South  at  Sewanee  to  elect  a 
new  head  of  the  University. 

Dr.  Robert  Koehns,  Clarksville,  served  on  a 
panel  discussion  on  abortion  at  the  local  Kiwanis 
Club  meeting  on  June  2. 

Dr.  Grant  W.  Liddle,  Nashville,  chairman  of 
the  Department  of  Medicine,  Vanderbilt,  received 
the  First  Distinguished  Leadership  Award  in 
Endocrinology  from  the  Endocrine  Society. 

Dr.  M.  N.  Lowry,  Lexington,  has  been  elected 
chief  of  staff  of  the  Lexington-Henderson  County 
Hospital. 

Dr.  Everett  Gene  Lynch,  Morristown,  has  been 
elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  David  McCallie,  Chattanooga,  served  on  a 
discussion  panel  on  medical  problems  on  “Point 
of  View,”  a local  television  public  affairs  pro- 
gram. 

Dr.  Haskell  B.  McCollum,  Greeneville,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Dr.  Augustus  McCravey,  Chattanooga,  was  ap- 
pointed to  the  Board  of  Directors  of  Baroness 
Erlanger  Hospital  for  a four -year  term  on  June 
30. 

Dr.  Charles  McDonald,  Chattanooga,  spoke  on 
“You  and  Your  Heart”  on  June  17  at  the  local 
10th  and  Newby  Center  of  Senior  Neighbors. 

Dr.  J.  R.  McKinney,  Greeneville,  addressed  the 
TOPS  Club  of  Morristown  on  June  1 on  the 
topic  “Obesity.”  Dr.  McKinney  is  the  medical 
director  of  Tacoma  Hospital  in  Greeneville. 
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Dr.  C.  F.  Mynatt,  Maryville,  spoke  at  the 
Alcoa  Kiwanis  Club  meeting  on  July  1. 

Dr.  Harold  L.  Neuenschwander,  Knoxville,  has 
been  granted  membership  in  the  American  Col- 
lege of  Physicians. 

Dr.  William  Charles  North,  Memphis,  was 
guest  speaker  at  the  June  15  meeting  of  the 
Hamblen  Hospital  (Morristown)  medical  staff. 
Professor  and  chairman  of  the  Department  of 
Anesthesiology  at  the  University  of  Tennessee 
College  of  Medicine,  Dr.  North  discussed  pre- 
operative medication,  methods  of  anesthesia  and 
postoperative  care  of  patients. 

Dr.  John  H.  Parker,  Memphis,  has  been 
awarded  a residency  training  grant  by  the 
Southern  Medical  Association.  He  is  currently  a 
resident  in  pathology  at  the  University  of  Ten- 
nessee College  of  Medicine. 

Dr.  Villard  Parrish,  Lawrenceburg,  spoke  to 
the  Lawrence  County  School  Board  on  June  28 
on  the  “Solid  Waste  Disposal  System.”  Dr. 
Parrish  serves  as  the  County  Health  Director. 

Dr.  Charles  Alvin  Prater,  Jellico,  has  been 
re-elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  Howard  Ragsdale  and  Dr.  J.  Kelly  Avery, 

both  of  Union  City,  have  been  named  Diplomates 
of  the  American  Board  of  Family  Practice. 

Dr.  Taylor  Rayburn,  Jr.,  Columbia  and  Mt. 
Pleasant,  recently  completed  a three-year  resi- 
dency in  dermatology  at  the  University  of  Ten- 
nessee Medical  Units  in  Memphis. 

Dr.  Robert  C.  Reeder  and  Dr.  Daniel  P.  Scott, 
Jr.,  both  of  Memphis,  discussed  the  local  need 
for  emergency  medical  care  at  a recent  meeting 
of  the  Memphis  Civitan  Club. 

Dr.  Elbert  Shackelford,  Jackson,  has  been 
selected  to  attend  the  Linda  Loma  University 
School  of  Health  in  California  to  pursue  a major 
in  health  service  administration. 

Dr.  J.  Ray  Smith,  Paris,  has  been  re-elected 
to  active  membership  in  the  American  Academy 
of  General  Practice. 

Dr.  Moore  J.  Smith,  Jr.,  Chattanooga,  was 
re-elected  as  president  of  the  Chattanooga 
Psychiatric  Clinic  during  a recent  Board  meet- 
ing. 

Dr.  Marcus  J.  Stewart,  Memphis,  directed  a 
specialized  course  on  the  prevention  and  treat- 
ment of  athletic  injuries  on  June  3-4  in  Mem- 
phis. Dr.  Stewart  is  an  Associate  Professor  of 
Orthopedic  Surgery  at  the  University  of  Tennes- 
see Medical  Units. 

Dr.  Thayer  S.  Wilson,  Carthage,  was  honored 
by  fellow  citizens  on  June  27  on  the  occasion 
of  his  50th  anniversary  of  the  practice  of  med- 
icine in  Smith  County. 

Dr.  Paul  Zee,  Memphis,  spoke  at  the  second 
annual  Conference  on  Nutrition  on  June  2-3  in 


Memphis.  Dr.  Zee  is  chief  of  Nutrition  and 
Metabolism  at  St.  Jude  Children’s  Research 
Hospital. 
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Calendar  of  Meetings 
1971 

State 

Oct.  11-12 

Tennessee  Valley  Medical  Assem- 
bly, 19th  Annual,  Read  House, 
Chattanooga 

Nov.  3-5 

Tennessee  Academy  of  General 
Practice,  23rd  Annual  Assembly, 
Civic  Auditorium,  Gatlinburg 

National 

August  23-26 

American  Hospital  Association, 
Chicago 

August  29-30 

Congress  on  Occupational  Health, 
Jackson  Lake  Lodge,  Grand  Teton 
National  Park,  Wyoming 

Sept.  9-11 

American  Association  of  Obste- 
tricians and  Gynecologists,  Home- 
stead Hotel,  Hot  Springs,  Virginia 

Sept.  12-16 

American  Association  of  Blood 
Banks,  Palmer  House,  Chicago 

Sept.  15-18 

American  Association  of  Medical 
Clinics,  Sheraton-Cleveland  Ho- 
tel, Cleveland 

Sept.  19-20 

American  Association  of  Oph- 
thalmology, Stardust  Hotel,  Las 
Vegas 

Sept.  20-24 

American  Academy  of  Oph- 
thalmology and  Otolaryngology, 
International  Hotel,  Las  Vegas 

Oct.  4-7 

American  Academy  of  Family 
Physicians,  Miami  Beach 

Oct.  12-15 

Congress  of  Neurological  Sur- 
geons, Americana  Hotel,  Bal  Har- 
bor, Florida 

Oct.  13-14 

American  College  of  Preventive 
Medicine,  Radison  Hotel,  Min- 
neapolis 

Oct.  16-20 

American  Society  of  Anesthesi- 
ologists, Marriott  Hotel,  Atlanta 

Oct.  16-21 

American  Academy  of  Pediatrics, 
Palmer  House,  Chicago 

Oct.  18-22 

American  College  of  Surgeons, 
Dennis  Hotel,  Atlantic  City 

Oct.  22-30 

College  of  American  Pathologists, 
Sheraton  Hotel,  Boston 

Oct.  24-28 

American  College  of  Chest  Physi- 
cians, Sheraton  Hotel,  Philadel- 

phia. 
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Oct.  27-30  American  Urological  Association, 

Mid-Atlantic  Section  Convention 
Center,  Williamsburg,  Va. 

Oct.  29-Nov.  1 Association  of  American  Medical 
Colleges,  10th  Annual  Conference 
on  Research  in  Medical  Educa- 
tion, Washington  Hilton  Hotel, 
Washington,  D.C. 

Nov.  1-4  Southern  Medical  Association, 

Hotel  Fontainebleau,  Miami 
Beach 

Nov.  9-16  American  Heart  Association,  Dis- 

neyland Motel,  Anaheim,  Calif. 

Nov.  28-Dec.  1 American  Medical  Association, 

Roosevelt  Hotel,  New  Orleans 


AAMC  Annual  Meeting  Program 
Announced 

Prepaid  medical  care,  health  maintenance  or- 
ganizations, financing  of  health  services,  and 
training  and  use  of  allied  health  personnel  will 
be  the  featured  topics  at  the  22nd  Annual  Meet- 
ing of  the  American  Association  of  Medical 
Clinics,  to  be  held  September  14-18,  1971  at  the 
Sheraton-Cleveland  Hotel,  Cleveland,  Ohio. 

G.  Stanley  Custer,  M.D.,  AAMC  President,  has 
issued  an  invitation  to  non-member  physicians 
in  group  practice,  as  well  as  others  interested 
in  group  practice  to  attend  the  meeting.  Pro- 
spective non-member  attendants  may  secure  fur- 
ther information  by  contacting  AAMC,  719 
Prince  St.,  Alexandria,  Va.  22313. 

Problem-solving  workshops  at  the  meeting 
will  cover  such  subjects  as:  Clinic  quality  con- 
trol, cost  effectiveness,  multiphasic  screening, 
physician  recruitment,  computer  use  in  clinics, 
satellite  clinics,  education  programs,  and  income 
distribution. 

Symposium  on  Psychiatric  Problems 
In  Practice  of  Medicine 

A symposium  on  “Psychiatric  Problems  in  the 
Practice  of  Medicine”  will  be  conducted  at  the 
University  Club  of  Nashville  on  September  18, 
1971,  from  8:30  a.m.  to  5:00  p.m.  The  event  is 
being  sponsored  by  the  Department  of  Phar- 
macology (Psychopharmacology)  and  Division 
of  Continuing  Education  at  Vanderbilt  Univer- 
sity School  of  Medicine,  Tennessee  Mid-South 
Regional  Medical  Program,  and  the  Tennessee 
Academy  of  General  Practice.  The  program  will 
include  discussions  on  psychotic  emergencies, 
diagnosis  and  treatment  of  depression,  use  of 
lithium  in  M-D  disorders,  minor  tranquilizers 
versus  barbiturates,  drug  abuse  (hard  narcotics, 
“speed,”  “pot,”  “phenobarbs”),  how  to  refer  to 
psychiatrists,  dealing  with  death,  suicidal  patient, 
psychiatric  problems  in  surgery,  psychiatric 
problems  in  ob-gyn,  and  geriatric  problems. 


SAMS  Annual  Meeting  Set 

The  Annual  Scientific  Meeting  of  the  Society 
for  Advanced  Medical  Systems  (SAMS)  will  be 
held  in  Memphis,  Tennessee,  October  4,  5,  and 
6,  1971  at  the  Albert  Pick  Motel.  It  will  be  an 
invitational  colloquium  on  the  theme:  Periodic 
Health  Evaluation:  An  Entry  to  Health  Care. 

The  Society  of  Advanced  Medical  Systems  is 
an  inter-disciplinary  organization  founded  in 
1969  in  response  to  the  need  for  greater  applica- 
tion of  technological  systems  to  meet  the  rising 
demands  for  health  care  services.  It  serves  also 
to  provide  a common  communications  medium 
and  meeting  ground  for  professionals  dedicated 
to  developing  more  effective  methods  of  delivery 
of  health  services.  Physicians,  engineers,  nurses, 
computer  technologists,  and  others  working  in 
advanced  medical  systems  are  all  represented 
and  welcomed  to  membership. 


William  V.  Wallace  Joins  TMA  Staff 


William  V.  Wallace  has  been  named  Executive 
Assistant  on  the  staff  of  the  Tennessee  Medical 
Association.  The  announcement  was  made  by 
J.  E.  Ballentine,  Executive  Director  of  the 
Association.  He  replaces  Hank  Holderfield  who 
resigned  on  May  1. 

Mr.  Wallace  is  a graduate  in  Journalism  from 
the  University  of  Alabama  where  he  received 
his  B.A.  Degree.  He  brings  twelve  years  asso- 
ciation experience  to  the  TMA  resulting  in  his 
work  with  the  Alabama  and  Georgia  Medical 
Associations.  For  the  past  two  years,  he  was  an 
active  partner  in  a photographic  and  publishing 
firm  in  Montgomery,  Alabama. 

Mr.  Wallace  will  staff  a number  of  committees 
and  perform  special  administrative  assignments. 

He  and  his  wife,  Sherry,  and  their  three 
daughters  reside  on  Paragon  Mills  Road  in 
Nashville. 
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Legislative  Proposals  for  National  Health  Insurance* 

Russell  B.  Roth,  Erie,  Pa. 


It  can  be  no  surprise  to  anyone  who  has 
ever  looked  carefully  at  the  County  Medi- 
cal Societies  which  elect  the  delegates  to 
the  State  Medical  Societies,  and  the  State 
Societies  which  elect  the  bulk  of  the  dele- 
gates to  the  American  Medical  Association, 
that  there  is  grass  roots  grounding  that  the 
AMA  looks  with  distrust  on  programs  which 
would  attempt  to  restructure  the  way  in 
which  medicine  is  practiced  in  this  country. 

The  244  physicians  who  constitute  the 
House  of  Delegates  are  singularly  of  one 
mind  in  feeling  that  physicians  can  ill  af- 
ford to  legislate  themselves  into  programs 
that  won’t  work,  that  are  economically  un- 
sound, or  that  would  basically  disrupt  the 
motivations  which  make  physicians  dedi- 
cate themselves  to  serving  their  patients  to 
the  very  best  of  their  professional  abilities. 

This  widely  held  mistrust  of  govern- 
mental controls  in  medical  matters  cannot, 
or  should  not  be  dismissed  lightly.  The 
men  and  women — the  physicians — of  this 
country  who  live  daily  with  the  satisfac- 
tions of  their  accomplishments  for  their 
patients — and  the  frustrations  of  their  fail- 
ures, and  the  concern  over  the  things  that 
can’t  be  done,  or  aren’t  done,  which  might 
be  done,  have  a collective  wisdom  in  re- 
spect to  these  problems  which  should  not 
be  ignored. 

American  Medicine 

As  an  example — the  often  repeated  alle- 
gation that  American  medicine  today  does 
not  concentrate  on  keeping  people  well. 
There  are  endless  references  to  the  legen- 
dary— and  really  mythical  Chinese  phy- 
sician— who  was  presumably  paid  to  keep 
his  people  well,  with  the  equal  presump- 
tion that  when  he  had  to  treat  his  failures 

* Statement  presented  March  15,  1971  before 
the  Subcommittee  on  Health  of  the  Labor  and 
Public  Welfare  Committee  of  the  United  States 
Senate. 

fSpeaker  of  the  House  of  Delegates  points  out 
AMA’s  concerns  on  national  Health  Plans. 


he  did  so  free  of  charge.  This  sounds  de- 
lightful— in  the  abstract — but  it  has  little 
practical  meaning.  Preventive  medicine,  of 
course,  is  a specialty  of  its  own.  The  great 
gains  in  life  expectancy  the  world  over 
have  been  achieved  by  purifying  water, 
draining  swamps,  controlling  rats  and  lice, 
pasteurizing  milk,  and  all  the  myriad  other 
components  of  eliminating  contagion,  plus 
the  development  of  immunizing  procedures 
to  protect  against  what  can’t  be  eliminated. 
The  preventive  opportunities  which  remain 
through  accident  prevention,  public  educa- 
tion in  respect  to  proper  nutrition,  physical 
fitness  programs,  smoking,  drug  abuse  and 
the  like  are  legion.  But  only  a minute 
amount  of  this  type  of  medical  progress 
can  be  effectuated  in  the  practice  of  the 
individual  physician.  There  are  well  over 
200,000  practicing  physicians  in  this  coun- 
try who  would  cheerfully  invite  the  theorist 
into  their  offices  to  suggest  how  to  translate 
this  preventive  concept  into  practice.  My 
own  group  of  eleven  physicians  takes  care 
of  the  urological  problems  represented  by 
some  20,000  out-patients  and  2,000  in-hos- 
pital patients  each  year.  The  group  has 
been  wholly  unable  to  come  to  grips  with 
what  it  might  be  doing  differently  in  this 
context.  Certainly  the  physicians  can’t 
brush  aside  the  ones  who  have  the  prob- 
lems while  they  try  to  keep  the  rest  from 
growing  kidney  stones,  having  their  pros- 
tates enlarge,  or  getting  bladder  infections. 
The  orthopedists  can  scarcely  ignore  the 
fractures  and  concentrate  on  persuading 
grandpa  to  negotiate  icy  sidewalks  care- 
fully, or  junior  to  drive  with  restraint. 
Actually  physicians  in  private,  fee-for- 
service,  solo  practice,  and  those  in  pre- 
paid comprehensive  groups  practice  es- 
sentially alike — and  interchangeably.  The 
urologist  with  Kaiser-Permanente  has  no 
magic  that  the  practicing  physician  does 
not  have — or  vice  versa.  In  consequence, 
the  notion  that  preventive  medicine  could 
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be  significantly  advanced  by  reorganizing 
me  and  those  like  me,  into  another  kind  of 
a group,  differently  financed,  is  a will-o’- 
the-wisp. 

In  actuality,  most  physicians  are  con- 
cerned that  there  is  over-promise  in  the 
notion  that  prepaid  comprehensive  group 
practices  or  Health  Maintenance  Organiza- 
tions offer  great  gains  in  economy,  efficien- 
cy, or  quality  of  medical  service.  Physicians 
believe  that  they  indeed  have  won  a place 
in  our  pluralistic  system,  and  a right  to 
prove  such  superiorities  as  they  have,  but 
the  cold,  unemotional,  scientific  evidence 
does  not  exist  which  would  justifiy  freezing 
our  delivery  system  into  this  one  pattern. 
Some  doctors  like  group  practice.  I do. 
Some  do  not.  Some  patients  like  it.  Some 
do  not. 

Many  doctors  and  patients  alike  sincerely 
doubt  that  the  country  is  ready  to  turn  its 
backs  on  the  flexibilities  of  an  evolutionary 
approach  which  has  been  successful  to  the 
extent  that  it  has  created  the  immense 
demand  for  still  more  of  its  goods  and 
services. 

Many  physicians  are  disturbed  by  non- 
critical  evaluations  of  utilization  statistics. 
The  criteria  by  which  quality  of  medical 
service  is  measured  are  illusive.  There  are 
diseases  which  may  be  treated  either  surg- 
ically or  non-surgically,  and  there  are  those 
for  which  there  is  no  good  treatment.  To 
pinpoint  the  problem  physicians  dislike  the 
need  to  let  financial  considerations  dictate 
whether  they  treat  a patient  with  an  en- 
larging prostate  early  by  surgery,  or  defer 
it  until  it  was  mandated  by  physical  distress 
and  deteriorating  kidneys.  Almost  all  elec- 
tive surgery,  by  definition,  could  be 
deferred  or  omitted,  which  would  make 
utilization  rates  look  good.  But  would  it  be 
good  medicine?  And  who  can  judge? 

This  leads  to  concerns  over  quality  and 
quantity  controls.  Most  physicians  wish 
that  it  were  not  their  obligation  to  sit  in 
judgment  on  the  work  and  the  pricing  prac- 
tices of  our  colleagues.  But  who  else  can 
judge  whether  a treatment  of  a bladder 
cancer  was  competent  and  fairly  charged 
for,  save  another  qualified  urologist?  Did  a 
physician  choose  well  among  his  options  of 
open  cutting  surgery,  or  closed  electrical 
destruction  by  cautery,  or  cobalt  x-ray 


therapy,  or  powerful  anti-cancer  chemicals? 
It  is  significant  to  remember  that  the 
patient  was  originally  sent  to  another 
physician,  in  all  likelihood,  because  his  pri- 
mary physician  had  neither  the  judgment 
nor  the  skill  to  handle  the  matter  himself. 
Not  even  the  primary  physician  would  be  in 
good  position  to  assess  work  of  the 
specialist,  except  as  he  acquires  experience 
with  the  end  results.  The  problem  is  thorny, 
and  happily  physicians  have  accepted  the 
responsibility  for  review  of  the  work  of 
their  equals. 

Physicians  have  substantial  fears,  how- 
ever, that  there  shall  somehow  be  legislated 
a quality  review  obligation  which  exceeds 
their  capacity  to  fulfill  and  which  goes  be- 
yond the  state  of  the  art.  The  profession 
needs  a great  deal  of  understanding  and 
support,  and  encouragement  to  continue  its 
developmental  efforts  in  this  field.  It  would 
be  tragic,  indeed,  if  the  profession  were 
goaded  into  the  position  of  throwing  up  its 
hands  and  turning  the  job  over  to  someone 
else.  Who  could  take  it  on?  Insurance  ad- 
justers, grand  juries,  or  paid  physicians 
working  for  governmental  agencies? 

Physicians  are  also  much  concerned  with 
the  carrot  and  the  stick  concept  which 
seems  to  assume  that  dollars  are  the  prime 
motivating  force  in  a physician’s  career. 
Some  would  follow  the  Russian  system  of 
offering  bonuses  or  better  pay  to  physicians 
who  would  take  on  the  less  desirable  jobs. 
This  has  really  never  worked  very  well,  in 
civilian  life  or  in  the  military,  and  it 
doesn’t  work  in  Russia  where  they  still  have 
to  depend  on  the  conscriptive  powers  of  the 
state  to  put  doctors  where  they  want  them. 

Flight  from  Practice 

Actually,  even  now  the  nation  has  a flight 
from  practice.  And  the  reason  is  rarely  the 
dollar.  Doctors  leave  lucrative  practices  to 
go  into  teaching,  research,  specialty  train- 
ing, administration,  industrial  medicine  or 
simply  into  premature  retirement.  They 
often  settle  for  far  less  income — and  the 
reasons  are  multiple.  They  need  to  be  un- 
derstood if  one  is  to  have  any  hope  of  re- 
versing the  trend.  It  is  unlikely  that  it 
would  be  far  more  productive  to  work  with 
the  alternatives  which  are  developing  as 
transportation  improves,  as  two-way  com- 
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munication  becomes  practical,  and  as  allied 
medical  personnel  are  appropriately  trained 
to  fill  the  gaps. 

The  entire  manpower  problem  in  med- 
icine is  ill-defined.  Great  commitments  to 
train  more  physicians  may  prove  to  be  an 
extraordinarily  expensive  and  relatively 
unproductive  or  inefficient  approach.  The 
attitude  of  the  profession  is  to  feel  a need 
for  reinforcement  in  numbers,  especially 
numbers  of  primary  physicians,  but  there 
is  no  established  goal.  It  would  be  wasteful 
and  uneconomical  to  overproduce  physi- 
cians as  has  been  done  in  the  Philippines. 
Still  it  is  the  AMA’s  stated  objective  to 
increase  as  rapidly  as  is  consistent  with  the 
high  educational  standards  the  ranks  of  the 
practicing  medical  profession. 

The  nation  needs  to  be  very  careful,  if  it 
restructures  medical  practice,  that  it  does 
not  drive  out  productive  practicing  physi- 
cians. The  country  must  not  intensify  the 
flight. 

Nonetheless,  physicians  agree  that  the 
barriers  standing  between  patients  and 
needed  care  be  brought  down.  They  have 
been  greatly  lowered  especially  in  recent 
years,  but  there  is  much  more  to  do.  To 
accomplish  this  goal,  the  AMA  has  a pro- 
gram, or  an  inter-related  series  of  programs 
directed  at  the  several  barriers.  They  are 
the  heart  of  the  activities  of  the  American 
Medical  Association.  The  financing  problem 
is  only  one  among  them. 

Our  public  education  programs  continue 
and  intensify  along  with  those  of  the  volun- 
tary health  agencies,  the  schools  and  the 
government.  As  organized  medicine  tears 
at  the  barriers  of  ignorance,  fear  of  physi- 
cians and  hospitals,  superstition,  and  mis- 
placed faith  in  unscientific  fads  and 
quackeries,  of  course,  it  further  increases 
the  demand  side  of  the  problem. 

Professional  education  activities  really 
dominate  in  the  AMA — with  our  previously 
stated  support  of  physician  education,  and 
our  extensive  work  in  devising  educational 
standards  for  allied  medical  personnel.  The 
development  of  new  disciplines  calculated 
to  help  improve  physician  productivity,  and 
the  devising  of  new  roles  for  nurses,  office 
assistants,  and  technicians.  To  these  roles 
should  be  added  the  AMA  commitment  to 
take  advantage  of  the  assistance  which  may 


be  provided  by  electronic  data  processing 
and  computer  applications  in  our  hospitals 
and  in  our  practices. 

The  AMA  supports  experimentation  in 
how  there  may  be  constructive  incorpora- 
tion of  consumer  representation  in  problem 
areas.  A committee  of  distinguished  lay- 
men called  Citizens  Advisory  Committee 
on  Health  Care  for  the  American  People 
has  this  objective.  It  supports  Public  Law 
89-749,  The  Comprehensive  Health  Planning 
Act  and  urges  even  greater  public  and  pro- 
fessional input. 

The  AMA  is  pioneering  ways  to  make  the 
practicing  physician  an  effective  guardian 
of  the  public  purse  for  medical  care  ex- 
penditures. In  it  lies  the  greatest  potential- 
ity for  meaningful  cost  control,  economy, 
and  a guarantee  that  dollars  spent  shall 
be  dollars  well  spent.  This  is  something 
that  really  can’t  be  legislated.  It  is  a vast 
new  area  of  physician  education — at  medical 
school,  internship  and  residency  levels,  as 
a function  not  only  of  schools  but  hospital 
staffs,  county,  state  and  national  medical 
societies,  and  specialty  associations.  To  the 
very  large  extent  that  the  physician  serves 
in  the  role  of  purchasing  agent  for  his 
patient  of  the  goods  and  services  of  the 
medical  care  industry  he  should  be  edu- 
cated to  the  job.  He  has  not  been  so 
educated  in  the  past,  and  is  not  being  so 
educated  today. 

Concerned  with  Facilities 

Organized  medicine  is  intimately  con- 
cerned with  appropriate  provision  of  facil- 
ities— constructing  the  new — modernizing 
the  old — and  devising  economical  alter- 
natives for  expensive  in-patient  institutions 
and  supports  such  programs  as  Hill-Burton 
grants  and  the  development  of  planning 
agencies  to  avoid  gaps  and  overlaps. 

The  AMA  is  also  concerned  that  many  of 
the  custodial  and  domiciliary  care  problems 
inherent  in  aging  and  long  term  disability 
may  be  more  properly  identified  as  non- 
medical in  character,  to  be  dealt  with  out- 
side of  the  financing  system  for  personal 
medical  services.  Much  of  this  realization 
has  come  from  experience  in  the  Medicare 
and  Medicaid  programs.  The  AMA  hopes 
to  help  to  clarify  the  differences  between 
scientific  medical  problems  and  those  with 
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more  of  a welfare  component. 

Obviously  the  AMA  supports  medical 
research — even  as  it  recognizes  with  a bit 
of  discomfort,  that  as  new  techniques  and 
instrumentations  are  developed  to  improve 
diagnosis  and  treatment,  they  shall  add  for 
the  most  part  to  costs.  But  if  medicine  can 
find  cures  for  more  cancers,  or  more  relief 
for  arthritis,  it  will  not  really  begrudge  the 
direct  costs. 

Conclusion 

No  proposal  for  national  health  care  can 
be  effective  without  adequate  means  to 
carry  out  the  program.  The  issue  is  not 
American  medicine,  not  the  quality  of 
American  medicine.  The  issue  is  the  dis- 
tribution of  American  medicine.  High 
quality  medicine  must  be  available  for  all 
citizens.  It  is  also  true  that  greater  accessi- 
bility must  be  made  available  by  providing 
the  financial  means  for  every  one  of  our 
citizens  to  have  fulfilled  the  right  he  has 
to  proper  health  care. 

It  is  to  this  end  that  the  AMA  offers  the 
Medicredit  program.  It  is  to  this  end  that 
AMA  has  testified  four  times  before  Con- 
gressional appropriations  committees  dur- 
ing the  last  Congress  seeking  full  funding 
of  medical  education.  In  this  connection, 
this  Committee  knows  that  the  present 
Health  Professionals  Educational  Assistance 
Act  is  expiring.  Legislation,  including  the 
Administration’s  proposals  for  development 
of  health  manpower,  will  be  before  the 
Congress  and  this  Committee.  In  an  area 
of  such  significance  with  respect  to  alleviat- 
ing a health  care  crisis,  Congress  has  not 
only  a grave  responsibility  but  also  a special 
opportunity  to  set  the  nation  on  a course 
of  achieving  objectives  in  this  critical  area. 

All  recognize  that  skill  and  technology, 
without  the  means  of  spreading  them 
across  our  nation  to  all  citizens,  are  only 
academic  achievements.  It  is  to  this  end, 
also,  that  organized  medicine  supports  pro- 
grams for  training  allied  health  personnel. 
Again,  the  Congress  must  support  those 
programs  with  full  funding  for  the  produc- 
tion of  allied  health  personnel — with  special 
emphasis  on  support  for  nurses. 

The  American  Medical  Association  will 
be  ready  and  willing  to  offer  the  Congress 
any  possible  assistance  in  determining 
proper  goals  and  setting  forth  a realistic 


approach  to  the  development  of  adequate 
manpower  resources. 

An  effective  total  program  of  improved 
health  care  in  the  nation  also  depends  on 
many  other  factors.  It  is  to  this  end  that 
the  AMA  also  supports  greater  health  edu- 
cation as  a strong  factor  in  preventing  ill 
health;  supports  the  strengthening  of  our 
health  care  delivery  system  and  improve- 
ments in  practice  patterns  to  achieve  greater 
productivity;  supports  peer  review  as  a 
means  of  maintaining  and  increasing  qual- 
ity of  care;  supports  development  of  new, 
and  modernization  of  existing,  health  care 
facilities;  supports  a program  to  ease  the 
heavy  financial  burden  on  many  families 
for  long  term  custodial  care  of  aged  de- 
pendents; supports  medical  research;  and 
supports  programs  to  meet  special  health 
care  needs  of  the  rural  areas  and  the  city. 

If  the  elements  which  make  up  the  health 
care  delivery  system  are  strengthened  and 
supported — such  as  manpower,  facilities, 
health  education,  practice  pattern — and  if 
access  to  them  is  made  available  to  all,  the 
goals  of  the  nation  will  be  achieved.  As  a 
matter  of  fact,  any  proposal  for  national 
health  insurance  is  doomed  without  the 
strengthening  of  such  elements.  The  health 
of  the  nation  should  not  be  risked  in  an 
untested,  unproven  program. 

It  should  be  stressed  that  if  anyone  is  to 
hold  before  the  public  any  promise  of  as- 
suring to  them  the  full  quality  of  health 
care  to  which  they  are  rightfully  entitled, 
all  of  the  foregoing  elements  take  priority. 
But  with  equal  vigor,  the  nation  must  com- 
mit its  resources  to  the  alleviation  of  all 
factors  bearing  so  heavily  against  such  an 
achievement,  factors  such  as  ill-housing, 
lack  of  sanitation,  lack  of  health  education 
and  general  education,  unemployment  and 
all  of  the  other  curses  as  part  of  poverty 
and  economic  and  social  disadvantage. 

The  AMA  wishes  to  assure  the  Congress 
and  the  public  that  the  American  physician 
wants  no  less  than  the  highest  quality  of 
health  care  to  be  available  to  all  citizens. 
The  fulfillment  of  this  goal  will  require  the 
joint  efforts  of  everyone.  The  American 
Medical  Association  accepts  its  share  of 
responsibility  and  welcomes  every  oppor- 
tunity to  join  with  all  other  responsible 
efforts  to  meet  just  such  a goal. 


( Reprinted  from  the  Rhode  Island  Medical  Journal,  April,  1971.) 
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A search  for  new  effective  antibiotics  must  continue  as  organisms  become  resistant  to  antibiotics 
in  use.  The  gonococcus  offers  a case  in  point.  The  authors  report  the  testing  of  a new  tetracy- 
cline in  gonococcal  infections. 

Evaluation  of  Treatment  of  Gonorrhea 
In  Males  with  Single  Doses  of  Minocycline* 

WILLIAM  T.  TYSON,  JR.,  M.D.,  and  FRANK  L.  ROBERTS,  M.D., 

Dr.  P.H.,  Memphis,  Tenn.,  MALCOLM  H.  FINE,  M.D. 


The  treatment  of  gonorrhea  was  of  little 
practical  value  until  the  discovery  of  sulfa- 
nilamide which  was  more  effective  than 
anything  previously  known.1  Gonococci 
gradually  developed  resistance  to  the  sulfa 
drugs.  Penicillin  was  first  used  in  the  treat- 
ment of  gonorrhea  in  1943. 2 Since  that  time, 
penicillin  of  many  types  and  various  dosage 
forms  has  been  employed  in  the  treatment 
of  gonorrhea.3 

The  use  of  penicillin  has  been  limited  by 
such  problems  as  sensitivity  reactions  and 
the  development  of  resistance  by  some 
strains  of  gonococci.  Amies4  reported  that 
in  Toronto  in  1959  only  3%  of  the  circulat- 
ing strains  of  gonococci  were  resistance  to 
0.1  unit  of  penicillin  per  ml  of  culture 
medium.  In  1968,  50%  were  resistant  to 
0.1  units  of  penicillin  and  30%  to  0.3  units. 
Ronald  and  associates5  reported  that  of  54 
strains  of  gonococci  isolated  in  1965,  11% 
showed  minimum  inhibitory  concentrations 
(MIC’s)  of  0.4  units  of  penicillin;  while  of 
94  isolates  made  in  1968,  37%  had  MIC’s  of 
0.4  units,  and  five  of  these  1968  isolates  re- 
quired an  MIC  of  3.2  units. 

Whereas  600,000  units  of  penicillin  given 
intramuscularly  formerly  effected  cures  in 
nearly  100%  of  gonorrhea  cases  treated, 
gradually  increasing  doses  are  now  re- 
quired. We  are  presently  using  2.4  million 

*From  Maternal  and  Child  Health,  and  Ve- 
nereal Disease  Control,  Memphis-Shelby  Coun- 
ty Health  Department,  Memphis,  Tenn.,  and  the 
Department  of  Clinical  Investigation,  Lederle 
Laboratories  Division,  American  Cyanamid  Com- 
pany. 


units  of  aqueous  procaine  penicillin  G in 
males  and  4.8  million  units  in  females. 
Penicillin  should  never  be  administered  to 
patients  with  known  sensitivity  to  the  drug. 
But  despite  all  precautions,  some  patients 
receiving  penicillin  do  have  reactions,  some- 
times of  a serious  nature  and  occasionally 
even  fatal. 

Numerous  drugs  other  than  penicillin 
have  been  employed  in  the  treatment  of 
gonorrhea  with  varying  degrees  of  success. 
A drug  effective  by  a single  oral  dose  would 
be  desirable  in  a disease  where  patients 
cannot  be  relied  upon  to  return  for  further 
treatment.  Moreover,  a drug  administered 
by  the  oral  route  should  be  safer,  and  more 
acceptable  to  most  patients.  In  our  efforts 
to  discover  a drug  which  would  have  these 
advantages  and  which  would  be  as  effective 
(or  almost  as  effective)  as  penicillin,  we 
administered  Minocin*  (minocycline)  in 
single  doses  of  250  mg  to  250  male  patients 
with  gonorrhea.  The  purpose  of  this  paper 
is  to  report  the  results  of  this  treatment. 

Patient  Selection 

Only  male  patients  were  selected  for 
study  because  the  diagnosis  of  gonorrhea 
is  made  more  easily  and  accurately  in  males 
than  in  females.  Moreover,  higher  doses  of 
any  given  drug  are  usually  required  to 
effect  cures  in  females. 

The  investigation  included  a total  of  250 
male  gonorrhea  patients  divided  into  2 

*Minocin  is  the  registered  trademark  of  Led- 
erle Laboratories,  a Division  of  American  Cy- 
anamid Company. 
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separate  studies.  In  the  first,  completed  in 
October  1969,  there  were  123  patients.  A 
cure  rate  of  75%  was  culturally  documented 
in  this  study  for  all  patients  returning  72 
hours  after  treatment  for  repeat  cultures. 

The  second  study,  involving  127  patients 
and  completed  in  April  1970,  was  under- 
taken with  the  objective  of  determining  the 
reason  (or  reasons)  for  clinical  failures  in 
the  first.  Therefore,  additional  clinical  and 
laboratory  data  were  obtained  in  the  second 
study. 

Among  the  127  patients,  there  were  3 
white  persons,  122  blacks,  and  2 for  whom 
race  was  not  specified.  Their  age  distribu- 
tion is  shown  in  table  1.  Twenty-five  of 


Table  I 

AGE  DISTRIBUTION  OF  PATIENTS 


Age 

Total 

Groups 

Number 

(Years) 

Patients 

11-20 

41 

21-30 

57 

31-40 

4 

41-50 

0 

51-60 

0 

Totals 

102 

the  group  were  not  included  in  the  final 
percentages  because  objective  evidence  of 
cure  or  failure  was  lacking.  (Many  of  these 
were  presumptive  cures.) 

The  average  age  of  the  entire  group  was 
23.98  years;  the  median  age  22.87  years.  If 
the  few  individuals  in  the  41  to  60  age 
group  are  omitted,  the  mean  age  is  23.65 
years.  The  youngest  patient  was  13,  the 
oldest  57  years. 

Method  of  Study 

All  patients  had  clinical  evidence  of 
gonorrheal  urethritis  confirmed  by  labora- 
tory tests.  On  the  patient’s  initial  visit  the 
urethral  exudate  was  applied  to  Thayer- 
Martin  media  with  a cotton  applicator.  In 
patients  without  urethral  discharge  on 
follow-up  visits,  the  specimen  for  culture 
was  obtained  with  a sterile  platinum  loop 
inserted  well  into  the  urethra.  Cultures 
positive  by  Gram  stain  were  verified  by  the 


oxidase  method,  and,  if  indicated  by  the 
fluorescent  antibody  technique  (FA). 

Each  patient  was  given  a single  250  mg 
capsule  of  minocycline  at  least  2 hours  after 
eating.  He  was  instructed  not  to  eat  for 
at  least  30  minutes  after  taking  the  medica- 
tion and  was  further  instructed  that  he 
should  take  neither  milk  nor  antacids. 

Then  each  patient  was  assigned  to  one 
of  3 groups.  Those  in  Group  I were  asked 
to  return  48  hours  after  treatment;  those 
in  Group  II,  72  hours;  and  those  in  Group 
III,  96  hours.  Patients  in  all  groups  re- 
turned 7 days  after  treatment. 

Cultures  and  smears  for  gonococci  were 
taken  at  each  visit.  On  all  initial  cultures, 
minimum  inhibitory  concentrations  (MIC’s) 
were  determined  by  the  serial  tube  dilution 
method.* 

Blood  samples  were  drawn  from  all 
patients  2 hours  after  receiving  the  medica- 
tion and  at  the  time  of  their  first  return 
visits.  For  16  of  the  patients,  blood  samples 
were  also  obtained  at  4 or  6 hours  follow- 
ing medication  to  determine  blood  levels  at 
the  same  time  urethral  exudates  were  ob- 
tained. These  patients  were  told  not  to 
urinate  during  the  interval  between 

“dosing”  and  “sampling”  from  the  urethra. 

Clinical  response  of  cure  or  failure  was 
based  on  the  result  of  the  culture  taken  at 
the  first  return  visit. 

Results 

Minimum  Inhibitory  Concentrations.  The 
minimum  inhibitory  concentrations  for  the 
microorganisms  determined  at  the  time  of 
initial  visits  are  correlated  with  the 
patients’  ultimate  clinical  responses  in 
table  2. 

Serum  Levels.  Table  3 presents  the 
averaged  serum  levels  at  all  intervals  when 
blood  samples  were  taken.  In  addition  to 
the  routine  bleeding  for  serum  determina- 
tions 2 hours  after  medication  and  at  the 
time  of  the  first  visit,  additional  blood 
specimens  were  obtained  from  some 
patients  at  4 and  6 hours  after  medication. 
Table  4 presents  the  level  of  minocycline 
in  exudate  as  determined  for  a few  of  these. 

Side  Effects.  Only  2 patients  of  the  102 

*Method  used  by  the  Communicable  Disease 
Center  Laboratory  in  Atlanta,  Georgia. 
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evaluated  experienced  side  effects.  This  is 
an  incidence  of  1.9%.  One  patient  noticed 
diarrhea  and  flatulence  4 hours  after  taking 
the  drug,  and  another  developed  urticaria 
an  hour  and  forty  minutes  after  taking  the 
drug. 


Evaluation  of  Effectiveness.  In  table  5, 
the  evaluation  of  single-dose  minocycline 
therapy  in  the  102  patients  with  proved 
gonorrhea  is  shown.  Of  the  102  cases,  76.5% 
were  proved  cures  and  23.5%  were  proved 
failures.  This  compares  favorably  with  a 


Table  2 


MINIMUM  INHIBITORY  CONCENTRATIONS  CORRELATED  WITH  CLINICAL  RESPONSE 


Group  I 

Group  II 

Group  III 

Totals 

(48  Hours) 

(72  Hours) 

(96  Hours) 

MIC’S 

Sat.  Uns. 

Sat.  Uns. 

Sat.  Uns. 

Sat.  Uns. 

0.125 

11  0 

7 

0 

3 

0 

1 0 

0.250 

22  1 

8 

0 

6 

1 

8 0 

0.500 

20  1 

6 

1 

7 

0 

7 0 

1.000 

11  12 

4 

4 

4 

3 

3 5 

2.000 

6 8 

1 

0 

4 

5 

1 3 

>2.000 

1 2 

0 

0 

1 

1 

0 1 

Not  Avail.  7 0 

5 

0 

1 

0 

1 0 

Totals 

78  24 

31 

5 

26 

10 

21  9 

V 

V 

V 

V 

102: 

36 

36 

30 

Table  3 

AVERAGED  BLOOD  LEVELS  OF 

MINOCYCLINE  RELATED  TO  TIME 

AND 

CLINICAL  RESPONSE 

Cures 

Failures 

Totals 

Time  After  Medication  ug/ml 

ug/ml 

ug/ml 

2 hours 

3.23 

(78) 

2.63  (23) 

3.09  (101) 

4 hours 

3.26 

( 5) 

2.00  ( 2) 

2.90  ( 7) 

6 hours 

2.49 

( 6) 

2.02  ( 3) 

2.33  ( 9) 

48  hours 

(Group  I)  0.39 

(31) 

0.30  ( 5) 

0.38  ( 36) 

72  hours 

(Group  II)  0.14 

(26) 

0.14  ( 9) 

0.14  ( 35) 

96  hours 

(Group  III)  0.08 

(20) 

0.10  ( 8) 

0.084  ( 28) 

Table  4 

BLOOD  AND  EXUDATE 

LEVELS 

OF  MINOCYCLINE 

(10  PATIENTS)  RELATED  TO 

TIME  AND  CLINICAL 

RESPONSE 

4 Hours  After  Treatment 

6 Hours  After  Treatment 

Blood 

Exudate 

Blood 

Exudate 

ug/ml 

ug/ml 

ug/ml 

ug/ml 

3.87 

0.40  (cure) 

3.42 

0.025  (cure) 

3.90 

0.24  (cure) 

1.38 

0.22 

(cure) 

1.72 

0.02  (failure) 

2.59 

0.22 

(cure) 

2.27 

0.04  (failure) 

2.40 

0.20 

(cure) 

2.40 

0.06 

(failure) 

2.10 

0.04 

(failure) 
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cure  rate  of  81.8%  in  88  male  patients 
treated  with  2.4  million  units  of  aqueous 
procaine  penicillin  G given  intramuscularly. 

Discussion 

The  primary  purpose  of  this  second  study 
was  to  learn  the  possible  reasons  for  failures 
in  the  first.  Suggested  reasons  might  be  as 
follows:  (1)  Organisms  may  be  suppressed, 
but  still  viable;  negative  cultures  could  thus 
subsequently  become  positive;  (2)  Patients 
are  cured,  but  re-expose  themselves  prior 
to  a return  visit;  (3)  Symptoms  may  not 
yet  have  recurred,  but  viable  organisms 
may  be  in  the  urethra  and  cultures  may  be 
positive;  (4)  Resistant  organisms  may  be 
present;  (5)  Serum  levels  may  not  be  ade- 
quate, even  in  the  presence  of  “low  MIC” 
microorganisms;  (6)  The  medication  may 
fail  to  reach  the  microorganisms  responsible 
for  the  infection;  (7)  Another  site  of  infec- 
tion, such  as  the  prostate  gland,  may  re- 
main. While  it  is  not  possible  to  validate 


or  invalidate  all  of  these  reasons  for  fail- 
ures from  this  study,  several  pertinent 
statements  can  be  made,  based  upon  the 
data  collected. 

First  of  all,  the  data  on  MIC’s  presented 
in  table  2 indicate  a decided  correlation 
between  the  MIC’s  and  the  response  of 
“cure”  (satisfactory,  negative  culture) , or 
“failure”  (unsatisfactory,  positive  culture) 
at  the  time  of  the  first  follow-up  culture. 
It  will  be  noted  that  a greater  proportion 
of  microorganisms  with  higher  MIC’s  oc- 
curred in  Groups  II  and  III  than  in  Group 
I.  Table  6 shows  that  among  individuals 
having  microorganisms  with  MIC’s  between 
0.125  and  0.500,  53  of  55  (96%)  had  negative 
follow-up  cultures. 

The  failures  might  also  be  explained  by 
re-exposure  of  the  patient  or  by  re-emer- 
gence of  the  microorganism.  It  will  be 
noted  from  table  7 that  there  was  a re- 
markably good  return  rate  of  patients  at  7 
days  following  medication.  Thus,  we  were 


Table  5 

RESULTS  OF  TREATING  102  MALE  PATIENTS  WITH 
SINGLE  ORAL  DOSES  OF  MINOCYCLINE  (250  mg) 


Group 

Number 

Cured 

of  Cases 
Not  Cured 

Interval  Between 
Treatment  and 
1st  Return  Visit 

Average 
Duration  of 
Symptoms  (Days) 

Percent  With 
Previous  History 
of  Gonorrhea 

I 

31 

86.1% 

5 

13.9% 

48  hours 

2.97 

75.0% 

II 

26 

72.3% 

10 

27.7% 

72  hours 

3.34 

61.0% 

III 

21 

70.0% 

9 

30.0% 

96  hours 

2.87 

74.0% 

Totals 

78 

76.5% 

24 

23.5% 

3.07 

69.6% 

Table  6 

MINIMUM  INHIBITORY  CONCENTRATIONS 
CORRELATED  WITH  CLINICAL  RESULTS 


Cures 

Failures 

MIC’S 

0.125  — > 

0.500  inclusive 

53 

2 

MIC’S 

1.00,  2.00,  or 

> 2.00 

18 

22 

MIC’S 

not  known 

7 

0 

Totals 


78 


24 
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Table  7 

RECURRENCE  RATES 

Group  I 
(48  hours) 

31  negative  at  48  hours 
30  returned  at  7 days 
29  still  negative 

Group  II 
(72  hours) 

26  negative  at  72  hours 
24  returned  at  7 days 
22  still  negative 

Group  III 
(96  hours) 

21  negative  at  96  hours 
19  returned  at  7 days 
18  still  negative 

Totals: 

78  negative  at  first  follow-up 
73  returned  at  7 days 
69  still  negative 

afforded  an  excellent  chance  to  determine 
the  rate  of  positive  culture  recurrence.  If 
re-emergence  is  considered  as  the  answer  to 
this  problem,  it  will  be  noted  that  the  rate 
is  similar  in  each  of  the  3 groups  (a  5% 
tendency  over-all) . But  there  is  a higher 
cure  rate  in  the  Group  I patients,  86.1% 
at  48  hours  when  they  returned  for  check- 
ing. In  the  Group  II  (returning  at  72  hours) 
and  III  (returning  at  96  hours),  the  cure 
rates  were  72.3%  and  70.0%  respectively. 
The  patients  in  these  latter  groups  had  an 
added  one  or  two  days  available  for  re- 
exposure. After  48  or  72  hours,  drug  levels 
would  have  dropped  to  values  too  small  to 
deter  growth  of  newly  acquired  micro- 
organisms. 

It  appears  that  the  vast  majority  cured 
at  the  time  of  their  first  follow-up  visit 
tended  to  remain  cured.  It  is  probable  that 
cure  takes  place  within  a few  hours. 
Whether  or  not  a patient  is  cured  can 
certainly  be  determined  3 days  after  treat- 
ment. 

All  but  one  patient  had  determinations  of 
minocycline  serum  levels  2 hours  after  ad- 
ministration. Averages  of  these  values  for 
cures  and  failures  in  all  3 groups  would 
suggest  that  a consistently  higher  blood 
level  average  was  present  in  the  cured 
patients.  In  view  of  the  higher  MIC’s  ob- 
served in  the  majority  of  failures,  it  appears 
that  the  main  reason  for  the  failure  cases  is 
the  basic  resistance  of  the  microorganism. 

Definitely  measurable  amounts  of  mino- 


cycline were  present  in  the  urethral 
exudates  as  early  as  4 hours  after  medica- 
tion. The  values  shown  are  probably  less 
than  the  true  values  because  of  the  large 
volumes  of  diluent  required  to  run  the 
assay  tests.  In  view  of  the  fact  that  urethral 
discharges  frequently  disappear  within 
several  hours  after  taking  minocycline,  the 
presence  of  the  drug  in  significant  amounts 
at  4 hours  is  interesting. 

Summary 

In  an  effort  to  discover  a drug  as  effec- 
tive (or  almost  as  effective)  and  safer  than 
penicillin  in  gonorrhea,  a new  tetracycline, 
minocycline,  was  administered  in  single 
oral  doses  of  250  mg  to  250  gonorrhea 
patients.  The  investigation  consisted  of  two 
parts:  in  the  first,  which  included  123 

patients,  there  was  a culturally  documented 
cure  rate  of  75%.  The  second,  consisting 
of  127  patients,  was  conducted  with  the 
objective  of  determining  the  reason  (or 
reasons)  for  failures  in  the  first.  The 
patients  were  divided  into  3 groups:  Group 
I returned  for  laboratory  tests  48  hours 
after  receiving  the  drug;  Group  II,  72  hours; 
and  Group  III,  96  hours.  The  cure  rates 
were  86.1%,  72.3%,  and  70%  respectively. 
Data  analysis  appears  to  point  to  the  rela- 
tive resistance  of  the  microorganism  as  a 
primary  reason  and  to  re-exposure  of  the 
patient  as  a secondary  reason  for  failures. 

The  over-all  cure  rate  of  76.5%  compares 
favorably  with  a cure  rate  of  81.8%  in  88 
male  patients  treated  with  2.4  million  units 
of  aqueous  procaine  penicillin  G given  in- 
tramuscularly. 
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The  author  describes  the  opthalmological  aspects  of  children’s  problems  in  reading.  He  considers 
methods  of  both  testing  for  abnormalties  and  for  management. 

Diagnosis  of  Causative  Factors 
In  Reading  Problems* 

SPENCER  P.  THORNTON,  M.D.,  Nashville,  Tenn. 


“Though  reading  problems  are  rarely  the 
result  of  visual  errors  (less  than  2% ),  the 
physician’s  evaluation  and  reassurance  is 
none-the-less  important.  Allowing  other 
practitioners  to  assume  dominance  in  this 
area  allows  the  public  the  false  conclusion 
that  the  medical  profession  is  not  con- 
cerned 

Reading  is  a neurologically  complex  act. 
It  involves,  more  or  less  simultaneously, 
reception  of  light  rays  on  the  retina  of  the 
eye  and  their  instantaneous  transmission  to 
the  brain,  perception  of  separate  words  and 
phrases,  coordinated  functioning  of  the  eye 
muscles,  immediate  memory  for  what  has 
just  been  read,  association  based  on  the 
reader’s  experience,  interest  in  the  content 
read,  and  organization  of  the  material  so 
that  it  can  be  related  to  other  information 
previously  learned. 

There  is  no  simple  explanation  for  a 
child’s  reading  difficulty.  The  poor  reader 
is  likely  to  be  struggling  with  a combina- 
tion of  difficulties.  The  poorest  readers  tend 
to  have  a great  number  of  added  difficulties. 

The  child  who  presents  a remedial  prob- 
lem is  one  whose  reading  capacity  is  ap- 
preciably greater  than  his  present  level  of 
reading  achievement.  In  trying  to  under- 
stand the  causes  of  a child’s  difficulty  in 
learning  to  read,  a number  of  factors  must 
be  considered.  Among  these  are  school 
practices,  family  and  peer  relationships, 
emotional  problems,  visual  difficulties,  men- 
tal development,  hearing,  and  general 
physical  or  health  problems. 

Corrective  or  remedial  reading  is  needed 
whenever  the  progress  of  a learner  is  inter- 
rupted or  blocked  so  that  his  level  of  read- 
ing remains  almost  static. 

*Read  at  the  meeting  of  the  Tennessee  Aca- 
demy of  Ophthalmology  and  Otolaryngology, 
Ophthalmology  Section,  April  15,  1971,  Chatta- 
nooga, Tenn. 


As  a child  falls  farther  and  farther  behind 
his  reading  potential,  he  becomes  increas- 
ingly frustrated  in  academic  areas  which 
require  reading  for  understanding,  and,  as 
a rule,  comes  to  dislike  reading.  Conse- 
quently he  does  not  rely  on  reading  either 
for  information  or  pleasure.  Without  prac- 
tice in  the  use  of  his  reading  skills  and 
abilities,  such  a student  actually  may  re- 
gress rather  than  progress.  Thus  begins  the 
vicious  circle:  lack  of  progress,  frustration, 
dislike  for  reading,  and  avoidance  of  read- 
ing which  leads  to  failure  in  other  areas. 

It  is  well  and  good  to  state  that  word 
perception  is  the  all  important  basis  of  the 
reading  process,  but  to  understand  the 
“why”  of  the  child’s  lack  of  word  percep- 
tion we  must  begin  with  the  process  of 
perception  itself.  Without  ability  to  recog- 
nize words,  the  reading  process  cannot 
proceed. 

Before  we  can  deal  with  the  teaching  of 
word  perception  techniques,  we  must  first 
deal  with  the  child’s  neurophysical  and 
psychologic  make  up.  Also  we  must  eval- 
uate the  influence  of  underlying  conditions 
such  as  amblyopia,  insufficiency  of  conver- 
gence and  mixed  dominance  on  the  reading 
problem.  Tests  of  vision,  fusional  ampli- 
tudes, hand-eye  coordination,  eye  muscle 
balance,  and  refractive  errors  are  of  pri- 
mary importance  to  the  proper  evaluation 
of  a child’s  reading  potential.  It  is  well 
known  that  in  only  a small  percentage  of 
problem  readers  is  vision  a significant 
factor;  but  many  a child  has  been  branded 
slow  or  retarded  when  the  truth  was  that 
the  child  simply  did  not  have  normal  bin- 
ocular vision.  Many  children  see  well 
enough  to  get  by  in  physical  activities  and 
some  learning  situations,  but  fail  in  devel- 
oping reading  skills  because  of  eye  muscle 
defects  or  refractive  errors  which  could  be 
corrected  with  proper  treatment. 


September,  1971 


DIAGNOSIS  OF  CAUSATIVE  FACTORS  IN  READING  PROBLEMS— Thornton 


779 


Amblyopia 

First,  let  us  deal  with  the  neurophysical 
aspects  of  reading  problems.  Amblyopia 
is  a problem  involving  more  than  the 
simple  dominance  of  one  eye  over  the  other. 
It  is  a reduced  visual  acuity  in  an  eye  in  the 
absence  of  organic  disease,  but  frequently 
is  related  to  refractive  errors  differing  be- 
tween the  two  eyes.  Since  amblyopia  is 
functional  and  acquired,  it  is  important  that 
treatment  be  commenced  early  if  visual 
recovery  is  to  be  achieved.  It  is  obvious 
that  preschool  examinations  (as  early  as 
possible)  by  an  ophthalmologist  is  desirable 
since  many  small  errors  of  vision  or  muscle 
balance  may  go  undetected  by  the  parent 
or  teacher  until  too  late  to  expect  improve- 
ment of  vision  even  with  treatment. 

Amblyopia  of  extinction  refers  to  loss  of 
vision  relative  to  that  which  was  previously 
attained  and  acuity  is  recoverable  through 
proper  therapeutic  means.  Regular  periodic 
visual  testing  (of  each  eye  separately)  is 
extremely  important  for  the  growing  child, 
especially  in  his  early  years.  The  earlier 
in  life  visual  suppression  begins,  the  more 
profound  it  is  and  the  more  difficult  to 
reduce  by  treatment. 

The  two  most  common  causes  of  am- 
blyopia are  monocular  convergent  strabis- 
mus and  anisometropia  (different  refractive 
errors  in  each  eye;  one  being  worse  than 
the  other) . The  eye  acts  only  as  the  recep- 
tor of  vision.  The  fusion  and  interpretation 
of  visual  images  from  each  eye  is  actually  a 
function  of  the  brain.  Therefore,  any  con- 
dition which  makes  fusion  difficult,  such 
as  the  blurred  image  of  an  uncorrected 
anisometropia,  will  result  in  suppression  of 
the  eye  with  the  greater  refractive  error 
compared  to  its  fellow  eye. 

Since  the  management  of  amblyopia  de- 
pends so  very  much  on  early  diagnosis,  it 
is  important  to  consider  the  possibility  of 
its  existence.  Amblyopia  has  been  found 
to  be  present  in  over  3%  of  the  general 
population  and  since  the  refractive  error 
must  be  on  the  hyperopic  side  to  cause 
amblyopia  (with  few  exceptions) , it  is 
found  in  a much  higher  percentage  of 
hyperopic  (far-sighted)  children.  All 
ophthalmologists  are  aware  that  amblyopia 
is  one  of  the  largest  single  causes  of  re- 
duced visual  acuity  in  their  practice.  There 


is  almost  always  a strong  familial  back- 
ground, so  common,  in  fact,  that  any  child 
with  amblyopic  parents  or  siblings  should 
have  a routine  ophthalmologic  examination 
by  the  age  of  2. 

The  presence  of  monocular  convergent 
squint  invariably  signals  the  existence  of 
an  amblyopia.  If  the  angle  of  deviation  is 
small,  it  is  often  more  difficult  to  determine 
its  presence.  Once  amblyopia  is  diagnosed, 
the  patient  should  be  treated  without  delay, 
including  refractive  correction,  occlusion  of 
the  dominant  eye,  and  perhaps  operation  if 
imbalance  of  eye  muscles  is  a significant 
factor.  All  treatment  should  be  under  the 
supervision  of  the  ophthalmologist.  Parent 
and  teacher  can  assist  greatly  with  older 
children  as  there  are  several  methods  that 
can  be  used  to  stimulate  actively  the  am- 
blyopic eye  in  an  attempt  to  bring  about  a 
more  rapid  improvement  of  visual  acuity. 
The  most  important  activities  are  those  in- 
volving hand-eye  coordination.  (Tracing, 
coloring,  cutting,  assembling  models,  etc.) 
Any  method  that  can  be  used  to  stimulate 
and  bring  forth  additional  visual  effort  on 
the  part  of  the  child  can  be  usefully  em- 
ployed in  combatting  amblyopia. 

Fusion  Testing  and  Bar  Reading 

Fusion  is  the  ability  of  both  eyes  to  see 
an  object  from  slightly  different  angles 
(because  of  the  distance  between  the  eyes) 
and  make  one  image  of  it  in  the  mind.  If 
there  are  deficiencies  in  fusion  (because  of 
amblyopia,  suppression,  or  refractive  errors 
in  either  eye)  the  child  may  complain  of 
eye  fatigue  or  occasional  blurring  as  he 
reads. 

Bar  reading  is  used  to  overcome  sup- 
pression and  increase  fusional  ability  while 
reading  at  near.  It  is  somewhat  difficult  to 
learn  at  first  but  once  mastered  is  carried 
out  quite  easily.  The  child,  of  course,  must 
be  of  adequate  reading  age  so  he  can  read 
and  can  recognize  physiologic  diplopia.  To 
carry  this  out,  he  is  instructed  to  hold  a 
printed  page  at  a regular  reading  distance 
and  place  a solid  bar  object  V2  to  3A  inch  in 
width  about  midway  between  the  nose  and 
book  and  hold  it  in  a steady  position.  While 
the  bar  is  thus  held,  the  child  fixates  a 
word  on  the  page  and  if  he  is  fusing  and 
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sees  two  transparent  bars  at  the  same  time 
he  sees  the  words,  he  is  aware  of  physiologic 
diplopia.  If  he  suppresses,  of  course,  he 
sees  only  one  bar.  If  fusion  and  physiologic 
diplopia  is  present,  he  can  read  “through 
the  bar”  with  either  eye  without  hesitation. 
This  type  of  stimulation  is  excellent  for 
phorias  and  will  strengthen  fusion  as  well 
as  increase  ability  to  converge. 

Convergence  Insufficiency 

A child  with  a minimal  refractive  error, 
or  one  who,  while  fully  corrected,  complains 
of  headaches  or  occasional  blurring  after 
reading  and  near  work  may  have  conver- 
gence insufficiency.  This  child  will  usually 
have  a poor  near  point  of  convergence  or 
deficient  convergence  amplitude  and  tends 
to  have  a disinterest  in  reading  and  may 
complain  of  rapid  eye  fatigue. 

The  first  step  in  the  treatment  of  conver- 
gence insufficiency  is  to  demonstrate  phys- 
iologic diplopia  to  the  child,  then  place 
him  on  antisuppression  exercises  at  home 
with  the  assistance  of  the  parents.  One 
form  of  therapy  is  initiated  by  giving  the 
child  a red  filter  to  be  placed  over  one  eye 
(alternating  eyes  from  week  to  week)  for 
a specific  timed  period  each  day.  After  a 
week  or  two  of  working  at  near  tasks  with 
the  red  lens  the  child  is  re-examined  and 
an  attempt  made  to  demonstrate  heterony- 
mous (near)  physiologic  diplopia.  Most 
children  will  be  able  to  do  this  from  the 
beginning,  since  as  it  is  usually  not  too 
difficult  with  this  type  of  child.  Near 
physiologic  diplopia  is  then  attempted  with 
various  distant  fixation  distances  while 
moving  the  near  object  to  various  distances. 
After  working  with  red  filters  and  demon- 
strating near  physiologic  diplopia,  an  at- 
tempt can  be  made  to  demonstrate  homony- 
mous or  distant  diplopia.  Usually  this  is 
more  difficult  for  these  patients  to  master, 
mainly  because  of  difficulty  in  maintaining 
near  fusion. 

The  child  with  this  type  of  problem  should 
proceed  cautiously,  as  too  intensive  work 
may  lead  to  severe  headaches  and  unwill- 
ingness to  continue  further  efforts  at 
orthoptic  treatment.  In  such  cases  the  child 
actually  may  show  regression  in  his  read- 
ing abilities.  As  proficiency  with  near  and 


distant  physiologic  diplopia  improves  he 
should  have  definite  time  periods  set  for 
daily  work  at  different  distances,  using 
books  and  television,  with  both  homony- 
mous and  heteronymous  diplopia  repeatedly 
demonstrated. 

While  working  with  both  distance  and 
near  physiologic  diplopia,  the  child  can 
begin  working  with  colored  beads  on  a 
string  (one  end  held  at  the  nose  and  the 
bead  moved  to  different  positions  on  the 
string  held  to  arms  length) , which  calls  for 
physiologic  diplopia  of  both  heteronymous 
and  hononymous  types  and  helps  to  further 
stimulate  suppressing  retinal  areas. 

Accommodative  Esophorias 

The  problems  of  suppression  and  am- 
blyopia which  accompany  accommodative 
esotropia  are  well  recognized.  What  is  less 
well  recognized  however,  is  that  some  chil- 
dren who  are  hyperopic  have  a borderline 
accommodative  problem  which  is  frequently 
accompanied  by  a variable  esophoria  on 
near  fixation.  These  children  may  complain 
of  headaches,  eye  fatigue,  dryness  or  irrita- 
tion of  the  eyes,  and  occasional  blurring  of 
vision  after  prolonged  near  work. 

These  children  frequently  present  as 
problem  readers  with  apparent  disinterest 
in  reading,  particularly  school  material.  A 
refraction  under  atropine  frequently  will 
reveal  a diopter  or  more  of  hyperopia  (with 
or  without  astigmatism),  and  occasionally 
an  excess  of  convergence  not  previously 
detected.  It  is  important  to  take  a detailed 
subjective  history  on  these  children,  as  the 
symptoms  may  determine  whether  or  not 
treatment  is  instituted. 

In  treating  the  child  with  accommodative 
esophoria,  the  first  step  is  to  correct  the 
refractive  error,  no  matter  how  small,  and 
give  enough  additional  power  to  reduce 
the  accommodative  need.  This  may  be  pre- 
scribed as  bifocals  or  as  reading  glasses 
only.  Following  accommodative  correction 
and  elimination  of  suppression,  physiologic 
diplopia  is  taught  and  diplopia  exercises 
(including  the  beaded  string,  red  lens,  and 
bar  reading)  are  instituted. 

Discussion 

With  correction  of  these  detectable  im- 
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pediments  to  binocular  perception,  the  child 
may  be  stimultaed  to  realize  his  potential 
in  mastering  basic  reading  skills.  Individual 
attention  and  recognition  of  specific  needs 
in  the  area  of  word  perception  is  the  neces- 
sary first  step  to  correcting  the  child’s  per- 
ceptual deficiencies.  Further  analysis  of  the 
child’s  problem  will  reveal  whether  he  has 
neurologic,  psychiatric,  educational  or  other 
deficits  which  may  be  contributing  factors. 
Investigation  of  these  other  areas  serves  as 
a basis  for  additional  therapy.  The  inter- 
disciplinary approach  is  a must.  If  this  is 
followed  by  careful  corrective  reading  in- 
struction, the  problem  reader  may  be 
changed  into  an  eager  student. 

Recommended  Tests  for  Diagnosis  of 
Perceptual  Problems* 

(1)  Spelling — geared  to  grade  level. 

(2)  Visual  acuity — measured  in  each  eye 
separately,  at  distance  and  near,  both 
without  and  with  glasses,  if  worn. 

(3)  Phoria  testing  and  muscle  balance  at 
distance  and  near. 

(4)  Convergence  amplitudes  for  evalua- 
tion of  convergence  insufficiency. 

(5)  Dominance — eye  and  hand. 

*Thornton,  S.  P.:  Testing  Procedures  for  Diag- 
nosis of  Perceptual  Problems  in  Children.  In- 
structor’s Manual,  Webster’s  International  Test- 
ing Systems,  1971. 
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(6)  Fusion  and  fusional  amplitudes,  using 
bar  reader  and  graded  binocular  tests. 

Plus:  Careful  developmental  history  and 
evaluation  of  symptoms. 

Inadequate  performance  in  any  of  the 
above  tests  should  call  for  immediate  refer- 
ral to  the  ophthalmologist  for  refraction 
under  atropine  and  professional  neuro- 
physical evaluation. 

Summary 

In  trying  to  understand  the  causes  of  a 
child’s  difficulty  in  learning  to  read,  a num- 
ber of  factors  must  be  considered.  The  poor 
reader  is  likely  to  be  struggling  with  a 
combination  of  difficulties  both  neuro- 
physical and  psychological.  To  understand 
the  “why”  of  the  child’s  lack  of  word  per- 
ception we  must  begin  with  the  process  of 
perception  itself.  Evaluation  of  visual 
acuity,  fusional  amplitudes,  eye-hand  co- 
ordination, eye-muscle  balance,  and  refrac- 
tive errors  are  of  importance  to  the  proper 
evaluation  of  a child’s  reading  potential. 
Though  reading  problems  are  rarely  the 
result  of  visual  errors  (less  than  2%),  the 
physician’s  evaluation  is  none-the-less  im- 
portant. Allowing  other  practitioners  to 
assume  dominance  in  this  area  allows  the 
public  the  false  conclusion  that  the  medical 
profession  is  not  concerned.  These  and 
other  factors  are  discussed. 

7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  46  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 
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This  review  of  the  contributors  of  RMP  to  rural  medicine  in  some  areas  of  the  country  should  be 
of  interest  to  the  medical  profession  of  rural  states.  The  developing  Georgia  plan  described  is  of 
special  interest.  The  editorial  paper  of  our  Journal  over  the  years  have  pointed  in  general  terms 
to  similar  solutions  or  providing  comprehensive  medical  care  and  for  continuing  education. 

Regional  Medical  Programs — 

Impact  on  Rural  America* 

HAROLD  MARGULIES,  M.D.,f  Rockville,  Md. 


Maldistribution  of  available  manpower 
and  the  lack  of  a system  that  would  insure 
maximum  utilization  of  physicians,  allied 
health  personnel  and  health  facilities  are 
national  issues.  But  in  rural  America,  these 
problems  are  compounded  by  the  distances 
separating  rural  residents  from  the  main- 
stream of  medical  resources.  Communi- 
cations, transportation,  inadequate  medical 
service  facilities,  consumer  education  about 
health  and  health  care  all  become  major 
problems.  In  addition,  each  rural  com- 
munity has  its  own  set  of  concerns  and 
problems  that  can  only  be  identified  and 
dealt  with  on  a local  basis.  Medical  prob- 
lems result  from  use  of  pesticides,  hazards 
of  harvesting  fruit,  caring  for  vineyards, 
orchards,  cotton  ranches,  heavy  machinery, 
packing  houses,  large  logging  industries, 
cattle  raising,  and  school  health  problems. 
And  in  many  instances  there  are  ethnic 
differences,  where  doctors  don’t  understand 
the  ethnic  populations  and  residents  do  not 
understand  modern  medicine.  All  of  the 
factors  that  affect  delivery  of  health  care 
in  the  rural  areas  are  interrelated,  and  it 
is  impossible  to  cope  with  any  one  of  them 
in  isolation.  Only  through  a systematic 
approach,  can  we  even  begin  to  improve 
the  delivery  of  health  care  in  rural  areas. 

Such  a systematic  approach  must  utilize 
all  governmental  and  private  resources  in 
order  to  bring  about  the  necessary  changes 
for  the  development  of  an  effective  delivery 
system.  If  we  are  to  effect  change,  the  most 
critical  requirement  is  the  creation  of  new 
community  organizations  and  investments 
to  support  them.  There  has  been  a be- 

*  Presented  at  the  24th  National  Conference 
on  Rural  Health  sponsored  by  the  AMA  Council 
on  Rural  Health,  Atlanta,  Georgia,  March  26, 
1971. 

t Acting  Director,  Regional  Medical  Program. 


wildering  array  of  government  programs 
which  support  the  disparate  efforts  of  all 
these  autonomous  entities.  There  is  no 
responsible  focal  point  for  exercising  com- 
munity trusteeship  of  health  resources.  It 
is  clear,  however,  that  such  an  institution 
must  be  a private-public  mix  with  strong 
consumer  involvement.  It  must  be  based 
on  a principle  of  geographic  responsibility. 
It  must  be  authoritative  enough  to  exact 
from  the  medical  resources  of  the  area 
(physicians,  hospitals  and  others)  the  per- 
formance of  defined  health  care  functions 
on  a geographic  basis. 

The  Health  Services  and  Mental  Health 
Administration  is  struggling  to  define  the 
elements  that  will  bring  about  changes  in 
the  system  for  a more  effective  delivery  of 
a larger  quantity  and  higher  quality  of 
service.  They  are  dealing  with  financing, 
facilities,  planning,  organization  and  de- 
livery of  health  services,  and  a closer  co- 
ordination and  combining  of  all  Federal 
programs  towards  a common  objective — 
improved  organization  and  delivery  of 
health  care.  This  coordinated  working  rela- 
tionship is  part  of  the  “critical  test”  which 
Secretary  Elliott  Richardson  referred  to  re- 
cently when  he  spoke  of  . . . strengthening 
and  redirecting  the  American  health  sys- 
tem to  cope  with  the  rising  demand  for 
services  to  which  every  American  must 
have  access.  It  seems  clear  that  if  we  are 
to  pass  this  test,  we  will  have  to  find  and 
exploit  new  approaches  to  the  development 
and  use  of  health  resources.” 

The  principal  organizations  within  Health 
Services  and  Mental  Health  Administration 
that  are  concerned  with  planning  and  influ- 
encing events  and  institutions  for  improved 
health  services  are  Health  Services  Re- 
search and  Development,  the  Partnership 
for  Health  Program,  and  the  Regional  Medi- 
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cal  Programs.  Their  efforts  are  directed  to 
innovative  methods  that  can  become  gen- 
eralized and  effective  in  a broad  manner. 
My  particular  interests  are  with  the  Re- 
gional Medical  Programs.  There  are  55  of 
them  covering  the  Nation,  and  all  of  rural 
America  fits  into  the  scheme  of  the  Regional 
Medical  Programs. 

The  Regional  Medical  Programs  are  a 
unique  kind  of  social,  political  effort  which 
depends  upon  an  arrangement  between  a 
Federal  structure  and  a private  system  for 
mobilizing  communities  and  local  health 
resources  to  combat  locally  identified  health 
problems.  They  operate  with  a minimum  of 
Federal  direction,  and  the  involvement  of 
people  in  the  Regional  Medical  Programs 
is  essential  to  their  success.  They  are  fed- 
erally funded,  but  deeply  involve  the  pri- 
vate sector  and  commit  it  to  a future  role 
in  improving  the  quantity  and  quality  of 
health  care. 

Of  the  55  Regional  Medical  Programs,  25 
are  made  up  of  states  that  are  predomin- 
antly rural,  or  parts  of  states  that  are  re- 
mote from  urban  areas.  The  remaining  30 
Programs  are  not  without  some  rural  identi- 
fication. Approximately  10%  of  the  600 
funded  components  are  directed  specifically 
to  rural  areas,  and  more  than  half  of  all 
activities  have  components  that  reach  out 
into  rural  areas.  Their  purpose  is  to  link 
isolated  areas  to  large  centers  of  medical 
excellence.  Their  method  is  to  develop  co- 
operative arrangements  between  medical 
schools,  community  medical  institutions  and 
organizations,  health  professionals  and  any 
other  area  resource  for  a broader  distribu- 
tion and  sharing  of  expertise  and  resources. 

Regional  Medical  Programs  activities  in- 
clude stroke  rehabilitation  programs  in  iso- 
lated hospitals,  nursing  homes,  and  out- 
patient clinics;  networks  of  coronary  care 
units;  continuing  education  for  medical 
personnel;  training  of  physician  assistants 
and  allied  health  personnel,  home  health 
programs,  social  services  and  transporta- 
tion, and  many  other  activities  that  bring 
rural  residents  closer  to  modern  medicine. 
There  are  any  number  of  examples  across 
the  country  that  testify  to  RMP’s  potential 
for  increasing  the  availability  of  care  in 
rural  areas. 


Improving  the  health  care  situation  in 
this  country  is  a top  level  responsibility 
of  the  Regional  Medical  Programs  and  in- 
creased manpower  is  a vital  element  of 
that  concern.  Regardless  of  the  availability 
of  any  other  workers,  the  guidance  and 
judgment  of  a physician  is  essential  if  good 
standards  of  care  are  to  be  maintained. 
There  is  no  fixed  pattern  which  regulates 
the  ways  in  which  one  or  more  physicians 
meet  the  demands  for  care  and  there  are 
many  ways  in  which  nurses  or  other  allied 
health  personnel  can  provide  their  services. 

Medical  practitioners  in  the  United  States 
now  have  an  average  of  at  least  9 allied 
health  workers  on  whom  they  depend.  In 
the  10  years  from  1955  to  1965  the  phy- 
sicians in  private  practice  increased  12% 
while  “physician-directed”  services  in- 
creased 81%.  Of  the  3.5  million  health 
workers  in  the  country,  about  300,000  are 
physicians  and  over  650,000  are  registered 
nurses.  (In  addition,  there  are  nearly  600,- 
000  qualified  nurses  who  are  not  active, 
half  of  whom  have  kept  their  licenses  and 
registrations  valid.) 

The  rapid  increases  in  the  demands  for 
health  services  and  the  new  needs  that 
have  resulted  from  technological  advances, 
have  far  outstripped  our  capacity  to  supply 
adequate  numbers  of  health  workers.  This 
phenomenon  has  heightened  interest  in 
critical  analyses  of  the  system  through 
which  health  care  is  provided,  precipitating 
a number  of  innovative  approaches  to  more 
productive  uses  of  those  whose  skills  are 
so  urgently  needed.  Increased  attention  is 
now  being  given  to  all  of  the  factors  which 
affect  the  availability  of  medical  care.  Al- 
though urban  needs  have  attracted  most 
of  the  attention,  rural  areas  have  not  been 
neglected.  The  recently  enacted  emergen- 
cy Health  Personnel  Act  is  designed  to  help 
solve  the  problem  of  maldistribution  of 
health  manpower  in  this  country,  which 
is  so  evident  in  rural  areas. 

In  the  last  3 years,  much  emphasis  has 
been  placed  in  the  RMP  programs  to  work 
out  some  creative  and  innovative  solutions 
to  provide  health  care  for  rural  areas. 
Georgia  is  a case  in  point.  It  is  the  largest 
state  east  of  the  Mississippi,  and  approxi- 
mately three-fourths  of  the  state  can  be 
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classed  as  rural.  There  are  a number  of 
very  small  25  and  40-bed  hospitals  in  out- 
lying areas  and  their  problems  are  not 
unlike  any  other  rural  hospital  which  is 
far  removed  from  a medical  center  or  urban 
area. 

Personnel  shortages  play  a major  role  in 
the  difficulties  of  delivering  medical  care 
in  rural  areas.  In  order  to  combat  this 
shortage,  the  Georgia  Regional  Medical 
Program  has  devised  a sharing  plan  of 
scarce  allied  health  professionals  so  that  2 
or  more  hospitals  may  jointly  employ  a 
health  professional  that  neither  of  them 
could  afford  to  employ  alone.  Nursing 
homes  and  health  departments  have  also 
entered  into  those  cooperative  arrange- 
ments. In  this  way,  scarce  allied  health 
personnel  such  as  physical  therapists  have 
been  able  to  provide  services  to  the  smaller 
rural  hospitals  that  have  never  been  pro- 
vided there  before. 

The  health  care  system  depends  on  much 
more  than  its  manpower.  It  makes  exten- 
sive use  of  transportation,  telephones,  and 
other  communications  media,  hospitals, 
nursing  homes  or  other  extended  care  fa- 
cilities, and  most  importantly,  the  health 
education  of  the  population  served. 

Continuing  education  for  physicians  and 
allied  health  personnel  is  a necessary  ad- 
junct to  quality  medical  care,  but  difficult 
to  obtain  for  overworked  health  personnel 
living  in  remote  areas.  The  Georgia  Re- 
gional Medical  Program  has  linked  their 
medical  centers  with  rural  areas  through 
traveling  consultants  and  televised  continu- 
ing education  conferences.  But  it  was  found 
that  the  medical  school  could  not  carry  on 
all  continuing  education  in  the  state,  simply 
because  of  the  distances  involved  and  the 
great  number  of  hospitals  to  be  served.  The 
state  was  therefore  divided  into  5 geo- 
graphical areas,  and  area  facilities  for  con- 
tinuing education  and  medical  excellence 
are  being  established  in  each  of  the  5 sec- 
tions of  the  state.  The  professionals  in  these 
area  facilities  return  to  the  medical  school 
for  refresher  training  in  their  area  of  inter- 
est, and  they  in  turn  return  to  their  own 
districts  to  initiate  and  supervise  programs 
of  continuing  education  throughout  their 
area.  These  area  facilities  also  serve  as 


referral  centers  for  diagnostic  and  consul- 
tative services  not  available  in  the  rural 
hospitals.  They  further  serve  as  triage  cen- 
ters for  those  patients  who  eventually  need 
referral  to  the  major  medical  centers  for 
complex  diagnosis  or  treatment.  As  a result 
of  this  area  facility  system  of  referral,  no 
patient  is  more  than  a reasonable  distance 
from  most  services  needed. 

There  are  several  programs  under  devel- 
opment at  the  present  time  in  Georgia 
which  deserve  mention.  They  are  in  the 
planning  phase  and  not  yet  operational. 
The  Georgia  Regional  Medical  Program 
Task  Forces  are  proposing  to  test  the  use 
of  allied  health  professionals  in  remote  rural 
areas  which  have  no  physician  at  present. 
These  allied  health  professionals  would 
work  under  the  direct  supervision  of  a 
physician  (or  physicians)  by  means  of  a 
sophisticated  communications  system  be- 
tween the  two.  It  is  believed  that  a large 
amount  of  primary  health  care  can  be  de- 
livered in  this  way  to  these  remote  areas 
where  it  is  unlikely  that  physicians  will 
locate  in  the  future.  All  of  these  allied 
health  professionals,  however,  will  be  work- 
ing under  the  direct  supervision  of  a phy- 
sician. 

More  and  more  in  the  Georgia  Regional 
Medical  Program,  multicounty  areas  are 
joining  in  cooperative  arrangements  to  plan 
the  provision  of  certain  health  services  on 
a cooperative  basis.  For  example,  there  is 
an  11  county  multi-hospital  emergency  care 
system  being  developed  which  should  re- 
sult in  greatly  improved  emergency  care 
in  this  large  area  of  the  state.  When  devel- 
oped, it  will  provide  24-hour  staffing  of 
emergency  rooms  with  physicians  in  2 cen- 
tralized locations  in  the  multicounty  area 
while  the  other  smaller  emergency  rooms 
serve  as  triage  centers  for  primary  emer- 
gency areas.  A unified  ambulance  system 
for  the  entire  11  county  area  with  well- 
equipped  ambulances  and  well-trained  am- 
bulance personnel  are  a side  benefit  of  this 
plan. 

These  are  all  demonstration  activities, 
and  if  they  work  well  for  Georgia,  they 
may  work  well  in  some  other  rural  area. 
They  are  not  purely  investments  of  money, 
they  are  maximum  utilization  of  local  re- 
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sources.  We  have  learned  that  investing 
money  to  purchase  health  services  does  not 
necessarily  produce  those  services.  We 
really  believed  that  if  we  provided  money, 
as  we  did  with  Medicare  and  Medicaid,  to 
buy  medical  care,  our  system  would  expand 
infinitely,  and  the  more  that  could  be  pur- 
chased, the  more  could  be  provided.  We 
have  now  found  that  the  system  has  almost 
no  expansibility;  that  the  number  of  avail- 
able physicians  and  other  health  personnel 
are  strikingly  limited;  and  that  access  to 
those  available  is  also  limited. 

The  strength  of  our  health  care  system 
lies  in  the  communities  where  people  live, 
and  where  the  concern  is  for  the  issues  and 
problems  at  home.  What  are  the  resources 
available  to  rural  areas  in  this  country? 
Unfortunately,  data  on  the  distribution  of 
health  manpower  are  inadequate.  More  is 
known  about  physicians  than  any  other 
group.  A survey  of  Minnesota,  South  Da- 
kota, North  Dakota  and  Montana  revealed 
that  from  0.8  to  11.2%  of  the  population  in 
1960  lived  over  15  miles  from  a physician. 
Variations  were  clearly  related  to  popula- 
tion density  and  the  economic  growth  or 
decline  of  towns.  These  states  are  among 
the  lowest  in  the  United  States  in  the  ratio 
of  physicians  to  population  (in  1967,  e.g., 
South  Dakota  1:1200,  North  Dakota  1:1100, 
and  Montana  1:1000)  and  are  among  the 
largest  in  land  area. 

This  is  still  only  fragmentary  informa- 
tion. To  extend  the  health  manpower  head 
count  to  nurses  or  technicians,  for  example, 
would  not  add  much  to  what  little  is  al- 
ready known.  It  is  more  important  that 
we  consider  what  can  be  done  through 
better  uses  of  medical  manpower  organized 
around  the  resources  and  needs  of  a defined 
area.  Add  to  this  the  carefully  planned 
integration  of  specialists’  services,  full  and 
more  efficient  use  of  modern  transportation, 
communications  and  automated  techniques, 
the  quality  of  services  conceivably  could 
become  highly  satisfactory,  even  by  exact- 
ing standard. 

Now  let  us  renew  our  search  for  health 
manpower,  but  this  time  geared  to  an  area- 
wide health  care  system.  Nowhere  can  this 
be  done  better  than  in  the  small  towns 


with  which  we  are  most  concerned.  They 
can  quickly  identify  their  own  nurses,  active 
or  retired,  technicians,  teachers  who  have 
health  skills,  or  others  who  can  be  trained 
to  perform  relatively  simple,  but  nonethe- 
less critical,  services.  It  is  no  great  feat  to 
obtain  laboratory  specimens  which  can  be 
analyzed  elsewhere  within  hours.  It  is 
equally  simple  now  to  do  an  electrocardi- 
ogram and  have  it  interpreted  at  a distant 
medical  center  by  telephone.  A trained 
nurse  or  other  specially  trained  assistant 
can  relieve  the  physician  of  many  time- 
consuming  professional  activities  and  allow 
him  to  use  his  professional  skills  much  more 
productively.  Unnecessary  travel  for  both 
physicians  and  patients  can  be  reduced  and 
essential  services  accordingly  can  be  more 
consistently  provided. 

The  focus  in  these  endeavors  is  on  com- 
munity consciousness.  The  greatest  invest- 
ments will  be  in  deliberate  planning  based 
on  a belief  in  the  rights  of  all  its  citizens  to 
have  good  health  care.  With  modest  ex- 
penditures small  communities  can  establish 
efficient  emergency  care  through  the  use 
of  everything  from  a pool  of  private  auto- 
mobiles to  well-equipped  ambulances  or 
(with  greater  expense)  helicopters.  With 
prudent  screening  in  each  locality,  advance 
arrangements  can  be  made  to  have  groups 
of  patients  seen  with  the  least  possible  loss 
of  time,  whether  at  the  physician’s  office  or 
in  the  patient’s  home. 

There  is  strong  encouragement  in  Fed- 
eral legislation  for  all  facets  of  a coordi- 
nated approach  to  area-wide  planned  health 
care.  The  Partnership  for  Health  Act  (P.L. 
89-749)  was  initially  passed  with  just  this 
goal  in  mind.  The  recent  legislative  exten- 
sion of  that  Act,  more  commonly  referred 
to  as  Comprehensive  Health  Planning,  and 
the  Regional  Medical  Programs  authority, 
together  with  the  research  and  develop- 
ment component  of  health  services  delivery, 
will  link  manpower  and  facilities  in  many 
areas  to  improve  the  accessibility  and  qual- 
ity of  health  care  for  all  Americans.  The 
Highway  Safety  Act  requires  states  to  pro- 
vide for  continuous  emergency  care  when- 
ever it  is  needed.  The  Health  Training  Im- 
provement Act  provides  funds  for  training 
all  levels  of  health  workers.  These  and 
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other  relevant  programs  are  being  estab- 
lished to  enable  communities  to  more  fully 
utilize  local  resources  and  people. 

The  elements  of  planning  for  rural  health 
needs  have  only  been  sketched.  What  is 
most  urgently  required  is  a strategy  for 
its  development  and  implementation,  an 
entirely  local  responsibility,  if  it  is  to  be 
successful.  My  thesis  is  that  a community 
trusteeship  is  the  most  viable  element  in 


our  society,  and  Government  must  be  will- 
ing to  deal  on  a local  basis  with  issues  that 
can  be  identified  and  corrected  locally.  The 
Government  can  provide  technical  support, 
it  can  provide  the  parameters  of  activity, 
and  it  can  provide  the  necessary  energy 
and  some  money.  However,  it  is  the  local 
component  that  has  the  responsibility  for 
action.  I think  that  is  the  only  way  to 
succeed. 


For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 
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CASE  REPORT 

Extrauterine  IUD  Removal 
With  Laparoscope 

Luz  Adame,  M.D.  and  Samuel  S.  Binder,  M.D.,* 
Chattanooga,  Tenn. 

Many  papers  have  been  written  regarding 
the  diagnostic  use  and  sterilization  tech- 
niques of  the  fiberoptic  laparoscope,  but 
perusal  of  the  literature  revealed  only  2 
reports  of  the  removal  of  intraperitoneal 
foreign  bodies  with  this  instrument.1,2  With 
the  increasing  popularity  and  use  of  intra- 
uterine devises  for  contraception,  there  is 
a known  increase  in  incidence  of  these 
foreign  bodies  inadvertently  gaining  access 
to  the  peritoneal  cavity.  The  following  case 
report  shows  that,  at  least  on  this  one 
occasion,  patients  may  be  spared  laparot- 
omy by  utilizing  the  simple  technique  of 
recovery  of  the  intrauterine  device  via 
laparoscopy. 

Case  Report 

A 20-year-old,  gravida  II,  para.  II,  had  her  last 
delivery  on  Sept.  3,  1970.  On  Oct.  16,  at  6 weeks 
postpartum,  a size  C Lippes  Loop  was  inserted 
without  difficulty  and  without  complaint  of  pain. 

She  did  not  return  to  the  outpatient  clinic  for 
follow-up  care  until  March  30,  1971.  At  this 
visit  no  string  was  visible  in  the  cervical  os  and 
the  patient  reported  she  had  never  been  able  to 
palpate  a protruding  string.  Additionally,  she 
volunteered  that  she  had  been  having  intermit- 
tent, sharp,  cramping  pain,  especially  while  sit- 
ting, for  the  3 weeks  before  this  examination. 

More  thorough  pelvic  examination  revealed 
minimal  erosion  of  the  cervix.  The  uterus  was 
firm,  symmetrical,  well  involuted,  and  ante- 
flexed.  There  was  no  pain  on  motion  of  the 
cervix  and  no  abnormal  adnexal  masses  were 
palpable.  Abdominal  examination  elicited  no 
tenderness,  distention,  nor  palpable  masses. 
Bowel  sounds  were  normal.  T,  P,  R,  and  BP 
were  within  normal  limits.  A plain  x-ray  film 
of  the  abdomen  revealed  a coiled  foreign  body, 
the  Lippes  Loop,  lying  in  the  region  of  the  right 
iliac  fossa  and  thought  to  be  outside  the  uterus. 
A hysterosalpingogram  using  5 ml  of  a water 
soluble  radiopaque  dye  confirmed  the  extra- 
uterine  position  of  the  foreign  body  and  further 


*From  the  Department  of  Obstetrics  and 
Gynecology,  Baroness  Erlanger  Hospital,  Chat- 
tanooga, Tenn.  37403 


localized  its  position  close  to  the  fimbria  of  the 
right  Fallopian  tube.  (Fig.  1) 


Fig.  1.  Extrauterine  IUD  Removal. 

The  patient  was  admitted  to  the  hospital  on 
April  20,  1971  and  on  the  following  day,  under 
general  anesthesia  following  endotracheal  intu- 
bation, 4 liters  of  carbon  dioxide  were  intro- 
duced into  the  peritoneal  cavity  via  a trocar 
inserted  through  a small  subumbilical  incision. 
The  fiberoptic  laparoscope  was  then  introduced 
and  the  peritoneal  cavity  explored.  The  foreign 
body  was  visualized  to  be  embedded  in  fine 
fibrous  adhesions  and  lying  anterior  to  the 
right  ovary  and  distal  to  the  right  tubal  fimbria. 
A second  small  incision  was  then  made  in  the 
right  lower  quadrant  for  introduction  of  the 
Eder  forcep  (the  instrument  usually  used  for 
laparoscopy  sterilization).  Under  visualization 
with  the  laparoscope,  the  knob  of  the  proximal 
end  of  the  Lippes  Loop  was  grasped  with  the 
forceps  and  gently  withdrawn  through  the  punc- 
ture in  the  right  lower  quadrant.  The  area  in 
which  the  foreign  body  had  been  embedded  was 
observed  via  the  laparoscope  for  about  10 
minutes  and  no  significant  oozing  developed. 
Following  withdrawal  of  the  laparoscope  and 
allowing  the  carbon  dioxide  to  escape,  the  two 
small  incisions  were  closed  with  a total  of  three 
0000  silk  mattress  sutures. 

The  patient  had  an  afebrile  postoperative 
course  and  required  only  2 doses  of  a mild  anal- 
gesic. She  was  discharged  on  the  3rd  post- 
operative day  and  both  incisions  healed  by 
primary  intention. 

Conclusion 

An  occasional  intrauterine  device  may 
inadvertently  penetrate  the  uterus  and  gain 
entrance  to  the  peritoneal  cavity.  This 
usually  happens  at  the  time  of  insertion. 
Being  constructed  of  an  inert  plastic  ma- 
terial, the  majority  of  such  displacements 
will  be  symptomless.  When  it  becomes 
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necessary  to  remove  this  foreign  object 
from  the  peritoneal  cavity,  it  may  be  re- 
moved by  the  method  described  in  this 
report. 

The  laparoscopy  technique  offers  the 
patient  shorter  hospitalization  with  less  in- 
convenience. We  believe  its  use  should  be 


considered  whenever  a similar  problem 
may  arise. 
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Florida  to  Issue  Medical  Licenses 
By  Endorsement 

Effective  September  1,  1971,  for  the  first  time 
in  history,  the  Board  of  Medical  Examiners  of 
Florida  may  issue  licenses  by  endorsement  to 
practice  medicine  and  surgery  in  Florida.  An 
amendment  to  the  Medical  Practice  Act  of 
Florida,  enacted  by  the  1971  legislature  allows 
issuance  of  licenses  by  endorsement  to  those 
M.D.’s  who  have  been  certified  by  the  National 
Board  of  Medical  Examiners  or  the  Federation 
Licensure  Examination  (FLEX)  within  a period 
of  eight  (8)  years  preceding  the  date  of  applica- 
tion for  licensure  by  endorsement.  Since  the 
effective  date  is  September  1,  1971,  this  means 
that  an  M.D.  must  have  been  certified  by  the 
National  Board  of  Medical  Examiners  since 
September  1,  1963,  in  order  to  initially  be  eligi- 
ble for  licensure  by  endorsement.  As  far  as 
other  state  licensure  examinations  are  concerned, 


this  amendment  only  applies  to  those  states  who 
use  the  Federation  Licensure  Examination 
(FLEX)  as  their  licensure  examination. 

In  the  case  of  foreign  medical  graduates,  this 
does  not  eliminate  the  requirement  that  the 
M.D.  have  papers  of  first  intention  of  citizen- 
ship and  a minimum  of  one  year’s  residency  in 
the  United  States  and  the  Educational  Council 
for  Foreign  Medical  Graduates  Certificate  of 
proficiency.  A very  important  feature  of  the 
amendment  is  the  provision  that  a physician 
who  receives  a license  by  endorsement  in 
Florida  must  practice  in  the  state  within  a period 
of  three  years  for  a minimum  period  of  one 
year.  If  he  does  not  do  this  the  license  will 
become  null  and  void.  Service  in  the  armed 
forces  is  exempt  during  these  three  years,  but 
internship  or  residency  time  is  not  exempt. 

( Release  from  Florida  Medical  Association, 
August  1971) 


HIGHLIGHTS  OF  BOARD  OF  TRUSTEES  MEETING,  JULY  11,  1971 


MULITPHASIC  SCREENING  REPORT  ...  A report  was  considered  from  the  Ad 
Hoc  Committee  on  Multiphasic  Screening,  which  included  Resolution  10-71, 
referred  by  the  House  of  Delegates  . . • The  Board  adopted  the  commit- 
tee’s recommendation,  presented  in  the  form  of  a resolution,  as  the 
interim  policy  for  TMA  members  to  follow  until  the  resolution  can  be 
confirmed  at  the  April,  1972  meeting  of  the  House.  (Resolution  mailed 
to  all  county  medical  societies  and  printed  in  August  issue  of  Journal) 

• . . Accepted  a report  of  activities  and  accomplishments  of  the 
Communications  and  Public  Service  Committee,  and  results  of  survey  of 
editors  of  daily  papers  in  the  state  on  special  articles  from  TMA 

• . • The  Board  confirmed  action  taken  and  recommended  that  Dr.  Tom 
Nesbitt,  Nashville,  seek  the  office  of  Vice-Speaker  of  the  AMA  House  of 
Delegates  • • . Appointed  replacements  of  members  on  committees  of  TMA 
who  did  not  accept  original  committee  appointments  or  have  since 
resigned  • • . Announced  anonymous  gift  of  $5,000  to  the  TMA  Student 
Education  Fund  from  a Chattanooga  citizen. 

sfs  jjc  sfs 

HISTORICAL  MARKER  . . . The  Board  approved  the  recommendation  and  action 
taken  by  the  TMA  staff  in  seeking  a historical  marker  to  be  placed  on 
the  grounds  of  the  headquarters  building  in  Nashville.  Historically, 

TMA  has  a statewide  interest  and  significance,  and  it  has  been  found 
that  an  excellent  opportunity  exists  to  obtain  a marker  from  the 
Tennessee  Historical  Society. 

jJ* 

MEDICAL  CARE  FOUNDATIONS  . . . The  Board  discussed  at  length  the 
matter  of  Foundations  for  Medical  Care,  such  as  are  being  established 
by  other  state  medical  associations.  The  Board  considered  how  Founda- 
tions operate,  their  ability  to  establish  contracts,  and  numerous 
activities  that  are  included  in  them  ...  It  is  intended  that  the 
forthcoming  Conference  on  Socio-Economics  of  Delivery  of  Medical  Care 
will  further  reveal  through  knowledgeable  speakers  the  functions  of 
Foundations.  The  Conference  is  scheduled  for  November  14  in  Nashville 

• • • The  Board  approved  that  TMA  should  seek  a consultant  organization 
to  advise  on  the  establishment  of  a Foundation  in  Tennessee  . . • The 
Executive  Committee  of  the  Board  was  empowered  by  the  Trustees  to  employ 
a knowledgeable  firm  to  advise  on  the  feasibility  for  Tennessee  to 
organize  a Foundation,  and  how  to  proceed  with  this  undertaking. 

# sjc  * sj:  sfc 

OTHER  ACTIONS  . . . The  Board  declined  a request  to  furnish  the  regional 
office  of  HEW  a list  of  medical  groups  in  Tennessee  • • • Made  recom- 
mendations to  AMA  for  membership  on  AMA  councils  and  committees  • • • 
Accepted  the  recommendation  from  the  Publications  Committee,  and 


appointed  Dr.  John  B.  Thomison,  Nashville,  as  Editor  of  the  Journal  to 
succeed  Dr.  Kampmeier  on  January  1,  1972  • . . Set  into  motion  a 
mechanism  to  assist  the  State  Department  of  Public  Health  for  peer 
review  under  the  Medicaid  program  for  participating  nursing  homes  and 
mental  hospitals  in  Tennessee.  This  activity  will  be  guided  by  TMA's 
Peer  Review  Committee  • . . Agreed  for  TMA  to  sponsor  a confeernce  on 
emergency  room  care  at  the  Obion  County  General  Hospital  in  Union  City 
. . • Approved  the  second  quarter  financial  statement  of  operations  of 
TMA  . . . Conducted  a lengthy  discussion  on  the  fiscal  intermediary  for 
Medicaid,  and  the  report  of  TMA's  Committee  on  Governmental  Medical 
Services  on  this  subject  . • . Heard  a lengthy  report  on  expenses  of 
the  TMA  President,  and  the  many  demands  made  upon  him  during  the  year 
• . • Heard  a report  from  TMA's  Executive  Director  concerning  unrelated 
business  income  and  steps  being  taken  to  legally  comply  with  this 
problem  • • . Considered  a recommendation  for  a trial  public  relations 
program  submitted  by  Professional  Press  Service.  The  Board  acted  to  not 
participate  in  the  program  at  the  present  time  • • . Approved  the 
mailing  of  a reprint  from  Reader's  Digest  to  members  of  the 
Tennessee  General  Assembly  of  an  article  on  "Should  Chiropractors  Be 
Paid  With  Your  Tax  Dollars?" 
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MEETING  OF  TMA'S  COMMITTEE  ON  MEDICAL  LICENSURE  ...  An  important  commit- 
tee meeting  was  held  on  July  18,  to  study  medical  licensing  in 
Tennessee,  and  proposed  changes  in  the  Medical  Practice  Act  in  order 
to  allow  for  the  acceptance  of  the  FLEX  examination,  since  it  will 
probably  become  the  standard  national  examination  for  the  purpose  of 
uniformity  . . . FLEX  (Federal  Licensing  Examination)  has  been  adopted 
by  30  states  and  affects  physicians'  reciprocity.  In  order  to 
participate  in  this  program,  a considerable  amount  of  revision  in  the 
Medical  Practice  Act  will  be  required  . • • The  committee  heard  reports 
from  the  Basic  Science  Board,  Medical  Examiners  Board  and  the  Licensing 
Board  for  the  Healing  Arts.  The  discussion  covered  the  issuing  of 
medical  licenses  and  revocation  of  same.  The  committee  discussed 
changes  that  would  be  required  in  the  Basic  Science  and  Medical 
Examiners  Boards.  The  committee  directed  TMA's  legal  counsel  to 
initiate  immediate  revisions  in  the  medical  examiners  law  for  house- 
keeping purposes,  and  that  a complete  revision  of  the  Medical  Practice 
Act  be  undertaken  on  a long-range  basis  . . . Proposed  changes  will  be 
submitted  to  each  committee  member  for  study  prior  to  the  next  meeting 
of  the  committee  in  September  • • . This  issue  is  a matter  that  can 
greatly  affect  all  physicians  in  Tennessee. 

MEDICARE-NURSING  HOME  PATIENTS  ...  A 1970  directive  from  the  Social 
Security  Administration  to  Medicare  Part  B carriers — on  physician's 
visits  to  nursing  home  patients — has  apparently  been  widely  misunder- 
stood. SSA  officials  and  the  Bureau  of  Health  Insurance  say  the 
directive  does  not  set  any  fixed  limit  on  the  number  of  visits  to  such 
patients  which  Medicare  will  reimburse.  The  directive  does  say  that 
one  such  visit  per  calendar  month  will  be  presumed  to  be  medically 
necessary.  Additional  visits  to  the  patient  during  that  month  will  be 
reimbursed  if  the  physician  provides  documentation  that  the  patient's 
condition  is  such  as  to  make  more  than  one  visit  medically  necessary. 

The  directive  does  not  apply  to  patients  whose  institutional  care  is 
being  paid  under  Medicare  Part  A.  It  applies  only  to  nursing  home 
patients  who  are  not  eligible  for  the  extended  care  services  payment 
under  Part  A.  (From  July  12,  AMA  Newsletter) 


Communications 


Legislation 


Hadley  Williams,  Assistant  Executive  Director 


NASHVILLE  TO  HOST  RURAL  HEALTH  CONFERENCE  ...  The  9th  annual  Rural  Health 
Conference  will  be  held  in  Nashville,  October  13,  1971,  at  the  Ellington 
Agricultural  Center.  Co-sponsored  by  TMA,  Tennessee  Farm  Bureau,  and 
the  University  of  Tennessee  Agricultural  Extension  Service,  the  one-day 
conference  is  expected  to  attract  more  than  300  physicians,  county 
agents,  home  demonstration  club  members  and  others.  Topics  to  be 
discussed  include  drug  abuse,  physician’s  assistants,  the  nurse 
practitioner  concept,  national  health  insurance  and  emergency  medical 
services  for  rural  areas.  Chairman  of  the  TMA  committee  is  Dr.  Charles 
A.  Trahern  of  Clarksville. 


COMMUNITY  HEALTH  WEEK  . . . All  county  medical  societies,  area  hospital 
councils,  and  other  local  community  health  care  institutions  are  urged 
to  "team  up  for  better  health"  in  the  promotion  of  the  ninth  annual 
observance  of  Community  Health  Week,  October  17-23.  This  year,  the  week 
will  focus  on  two  of  our  most  depressing  health  problems — venereal 
disease  and  drug  abuse.  Both  are  on  the  rise  in  Tennessee,  as  well  as 
the  nation,  and  both  primarily  affect  our  young  people.  We  can  combat 
these  serious  health  problems  by  responding  at  the  local  level  with 
effective  educational  activity.  County  medical  societies  have  been 
given  an  opportunity  to  obtain  the  AMA  kit  on  Community  Health  Week 
which  is  designed  to  spur  local  societies  into  education-information 
activities  addressed  to  either  or  both  of  these  problems.  The  kit 
contains  several  news  releases  and  feature  articles,  radio  and  TV  spots, 
speeches,  pamphlets,  posters  and  other  source  material,  all  of  which  may 
be  easily  adapted  for  local  use.  If  your  society  has  not  received  a 
kit,  please  contact  TMA  headquarters.  All  societies  are  encouraged  to 
sponsor  or  support  community-wide  events  (i.e.  public  health  forums, 
health  fairs,  speaking  engagements  at  schools,  churches,  civic  clubs) 
to  stimulate  a greater  public  awareness  of  local  health  problems  and 
needs.  No  matter  what  activity  your  society  may  undertake,  the  most 
important  thing  is  to  take  action  that  will  accomplish  a public  good  and 
demonstrate  that  physicians  do  have  an  abiding  concern  for  the 
health  of  all  people.  "Basically,  to  use  the  recent  advertising  phrase, 
educational  activities  show  that  American  physicians  'give  a damn,’ 
that  they  care  about  our  social  problems,  that  they  care  about  people 
and  the  health  of  people  ...  If  we  physicians  are  going  to  win  public 
sympathy  for  our  point  of  view  on  national  health  issues,  we  must 
clearly  demonstrate  that  we  are  concerned  citizens,  especially  where 
our  young  people  are  concerned,"  says  Dr.  Ernest  B.  Howard,  AMA 
Executive  Vice  President. 


* * * 


AMPHETAMINE  PRESCRIBING  DISCOURAGED  ...  The  Nashville  Academy  of 
Medicine  is  urging  its  members  to  discontinue  amphetamine  prescribing 
except  in  certain  situations.  Dr.  Robert  L.  McCracken,  president  of 
the  Academy,  in  a letter  to  the  membership  reports  that  the  Academy 
Board  of  Directors  concurs  with  the  recommendation  of  its  Committee 
on  Alcoholism  and  Drug  Abuse  that  members  exercise  voluntary  restraints 
on  the  prescribing  of  amphetamines  and  other  stimulants,  except  for 
narcolepsy  and  hyperkinetic  children*  Prescriptions  of  such  drugs  for 
weight  control  or  other  conditions  for  which  non-addicting  medications 
or  other  therapeutic  measures  can  be  used  is  also  precluded.  Each 
Nashville  Academy  member  is  urged  to  cooperate  with  these  recommenda- 
tions and  to  inform  their  patients  accordingly. 

VALIDITY  OF  CHIROPRACTIC  QUESTIONED  IN  READER'S  DIGEST  ARTICLE  ...  The 

July,  1971  issue  of  READER'S  DIGEST  contained  a factual  and  informative 
article  entitled  "Should  Chiropractors  Be  Paid  With  Your  Tax  Dollars?" 
The  author,  Albert  Q.  Maisel,  points  out  that  an  estimated  $60  million 
would  be  required  to  reimburse  chiropractors  under  the  Medicare  program. 
Both  the  pro  and  con  of  chiropractic  theory  is  explained  in  the  article 
and  readers  are  urged  to  let  their  Congressmen  and  Senators  know  of 
their  feelings  on  the  matter.  Reprints  of  the  article  have  been  mailed 
to  members  of  the  Tennessee  General  Assembly,  along  with  a letter  from  TMA 
President,  Dr.  John  H.  Saffold.  TMA  members  may  have  a supply  of  these 
reprints  for  distribution  in  waiting  rooms  by  writing  TMA  Headquarters. 
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MEMPHIS  GETS  HEALTH  GRANT  ...  The  Memphis  area,  through  the  Mid-South 
Medical  Center  Council  as  contracting  agent,  has  been  selected  as 
recipient  of  a $728,000  grant  under  a program  for  experimental  health 
services  planning  and  delivery  systems.  A subsidiary  known  as  Health 
Systems  Management,  Inc.  will  be  formed  to  carry  out  the  program 
activities.  Specific  objectives  is  to  help  a community  to:  identify 

the  strong  and  weak  parts  of  its  total  health  services;  develop  new 
ideas  to  correct  identified  weaknesses  ; develop  links  to  connect  the 
various  components;  and  to  create  an  organization  that  will  solidify 
and  direct  this  linkage.  Included  in  the  work  program  for  the  project 
will  be  a work  package  for  the  development  of  the  Pediatric  Nurse 
Practitioner  and  an  evaluation  component. 

sfe 

AMA  HOUSE  ADOPTS  RMP  POLICY  ...  A Board  of  Trustees  Report  on  Regional 
Medical  Programs  was  adopted  by  the  AMA  House  of  Delegates  at  the  June 
meeting  in  Atlantic  City.  Included  in  the  report  was  the  recommendation 
that  "...  medical  societies  place  increased  emphasis  on  liaison 
relationships  with  RMPs  in  order  to  ensure  adequate  representation  and 
active  participation  of  practicing  physicians  on  RMP  boards  and  advisory 
groups."  Also  recommended  was  that  "respective  medical  societies 
stimulate  efforts  by  physicians  serving  on  these  boards  to  ensure  that 
RMP  activities  are  developed  and  implemented  consistent  with  effective 
patterns  of  care  existing  in  the  local  area,  but  they  should  not 
hesitate  to  recommend  changes  when  and  where  needed.  The  AMA  Board 
approved  a Council  on  Legislation  recommendation  that  the  Administration 
be  urged,  beginning  with  fiscal  1972,  to  commit  an  adequate  budget  to 
the  RMP  to  be  expended  in  fulfilling  its  original  purpose. 


* * * * * 


John  H.  Saffold 


Medicine  is  not  only  under  attack  by  our  enemies  but  also  by 
some  physicians  within  medicine.  Many  physicians  who  are  not 
members  continue  to  be  critical  of  the  course  followed  by  the 
leadership  in  AMA,  the  state  medical  associations,  and  local  medical 
societies.  Most  of  these  physicians  are:  (1)  those  not  informed  of 
the  choices  faced  by  medical  leadership;  (2)  those  with  precon- 
ceived ideas  of  how  medicine  should  react  to  a given  set  of  choices; 
or  (3)  those  who  feel,  as  a colleague  of  mine  recently  told  me, 
“It  doesn’t  matter  to  me  what  happens.  As  a skillful  physician,  I 
remain  assured  that  I have  no  stake  in  the  decision  of  medicine  or 
politics.  I am  confident  of  a good  income  and  am  above  the  argu- 
ments and  strife.  I will  be  as  well  off  one  way  as  the  other.” 


The  first  group  can  be  educated  through  the  efforts  of  those  within  the  profession  who 
do  know  the  difficulties,  and  the  various  crises  in  our  efforts  to  keep  medicine  free. 

The  second  group  occasionally,  whether  from  “right”  or  “left.”  furnishes  a convert  to 
the  involved  and  dedicated  pragmatists  and  idealists  who  are  involved  in  the  efforts  of 
medical  freedom. 


The  third  group  are  those  who,  like  the  scripture  says,  “is  good  for  nothing  but  to 
spew  it  out  upon  the  ground.”  They  have  no  commitment  and  no  sense  of  responsibility 
to  anyone  but  themselves. 


The  first  and  second  groups  I can  accept  and  understand.  The  third  group  I cannot 
accept,  understand  or  believe.  I feel  much  as  I do  when  I look  at  a real  “dropped-out” 
hippy.  I cannot  understand  how  educated,  intelligent  people  can  arrive  at  the  position 
that  everyone  is  out  of  step  but  themselves;  that  they  view  the  scene  from  Olympus  and 
only  they  have  the  whole  picture. 

Meanwhile,  the  AMA,  the  TMA  and  county  medical  society — each  in  its  sphere — is 
medicine,  does  speak  for  medicine,  and  does  indeed  represent  the  best  and  last  concern 
for  the  welfare  of  the  patient  and  for  the  freedom  of  the  profession. 


Sincerely, 


President 


800 


EDITORIAL 


September,  1971 


THE  JOURNAL 

OF  THE 

TENNESSEE  MEDICAL  ASSOCIATION 
Published  Monthly 

Devoted  to  the  Interests  of  the  Medical  Profession  of 
Tennessee 

Office  of  Publication,  112  Louise  Avenue,  Nashville,  Tenn. 
37203 

R.  H.  KAMPMEIER,  M.D.,  Editor 
ADDISON  B.  SCOVILLE,  JR.,  M.D.,  Associate  Editor 

Acceptance  for  mailing  at  special  rate  of  postage  pro- 
vided for  in  Section  1103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire  mere- 
ly giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to  R.  H. 
Kampmeier,  M.D.,  Editor,  B-1310,  Vanderbilt  University 
Hospital,  Nashville,  Tennessee  37203 
Address  organizational  matters  to  Jack  E.  Ballentine, 
Executive  Dir.,  112  Louise  Avenue,  Nashville,  Tenn.  37203. 

COMMITTEE  ON  SCIENTIFIC  AFFAIRS 
Harry  A.  Stone,  M.D.,  Chairman,  Chattanooga 
R.  L.  DeSaussure,  M.D.,  Memphis 
John  H.  Burkhart,  M.D.,  Knoxville 
Harrison  J.  Shull,  M.D.,  Nashville 
Charles  E.  Allen,  M.D.,  Johnson  City 
R.  H.  Kampivieier,  M.D.,  Nashville 

SEPTEMBER,  1971 


Editorial 

INSTITUTE  OF  MEDICINE 
Alvin  J.  Ingram,  M.D. 

The  honor  of  an  appointment  of  one  of 
Tennessee’s  medical  statesmen  to  the  newly 
formed  Institute  of  Medicine  offers  the  oc- 
casion to  make  a comment  upon  an  agency 
or  organization  which  has  been  on  the 
fringe  of  medicine  for  several  generations, 
but  of  which  many  practitioners  of  medi- 
cine may  be  relatively  unaware. 

Shakespeare  in  his  King  Henry  VI  wrote 
a passage  “111  blows  the  wind  that  profits 
nobody,”  paraphrased  in  the  succeeding 
centuries  into  an  everyday  saying.  War  has 
always  been  an  “ill  wind,”  but  no  one  than 
medical  people  know  better  that  some  good 
always  come  from  war.  But  this  editorial 
is  not  concerned  with  advances  in  medical 
Science  or  Art  born  by  war. 

Rather  it  will  comment  upon  a scientific 


*1  have  quoted  liberally  from — Medical  Re- 
search: A Midcentury  Survey,  published  by  the 
American  Foundation,  New  York,  1955,  Vol.  1, 
pages  688-700. 


agency  born  by  a war  and  nourished  by 
other  wars  to  mobilize  science  for  national 
defense.*  President  Lincoln  authorized  and 
Congress  chartered  the  National  Academy 
of  Science,  “whenever  called  upon  by  any 
department  of  Government”  to  “investigate, 
examine,  experiment  and  report  on  any  sub- 
ject of  science  or  art.”  In  1916,  President 
Wilson  requested  aid  from  the  National  Aca- 
demy of  Sciences  which  responded  by  or- 
ganizing the  National  Research  Council. 
The  Council  received  monies  from  Congress 
to  draw  up  contracts  for  research  with  uni- 
versities and  other  agencies.  In  1941,  Presi- 
dent Roosevelt  set  up  the  Office  of  Scientific 
Research  and  Development,  which  by  com- 
mittees from  the  Academy-Council  mobi- 
lized the  nation’s  scientific  resources  for 
the  coordination  and  initiation  of  research 
to  lead  to  the  successful  conclusion  of  this 
war.  Giving  attention  only  to  the  Academy- 
Council’s  Division  of  Medical  Sciences,  the 
magnitude  of  its  contribution  to  the  WW  II 
effort  is  reflected  by  the  facts  that  almost 
1,700  doctors  of  medicine,  philosophy  and 
science,  and  3,800  scientific  associates  were 
recruited  to  meet  medical  problems  of  na- 
tional defense.  Thereby  500  proposals  for 
medical  research  were  let  to  135  univer- 
sities, hospitals,  research  institutes  and  in- 
dustry to  a total  of  25  million  dollars.  The 
5 committees  of  the  Division  of  Medical 
Sciences  expanded  to  numerous  committees 
and  subcommittees  served  by  hundreds  of 
scientists  without  compensation. 

The  National  Academy  of  Sciences  has 
a membership  of  several  hundred,  elected 
upon  nomination  of  the  several  scientific 
sections  from  scientists  who  have  made 
“original  and  important  contributions  to 
knowledge  in  some  branch  of  pure  or  ap- 
plied science.”  These  sections  include,  in 
addition  to  the  4 basic  medical  sciences, 
botany,  zoology,  mathematics,  physics,  engi- 
neering, etc.  to  a dozen.  It  must  be  recog- 
nized that  though  it  has  government’s  bless- 
ing, by  charter  the  Academy  receives  no  re- 
muneration from  government,  other  than 
for  reimbursement  for  expenses — it  is  free 
of  governmental  politics.  Its  support  is  from 
trusts,  philanthropy,  etc. 

After  WW  I,  the  Academy  converted  the 
National  Research  Council  to  peacetime 
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permanency  “to  stimulate  research  on  the 
mathematical,  physical  and  biological 
sciences,  and  (their)  application  . . . 

strengthening  the  national  defense  and  of 
contributing  in  other  ways  to  the  public 
welfare.”  As  indicated  the  Academy- 
Council  is  independent  of  governmental 
support.  Governmental  money  is  taken  upon 
a signed  contract  with  a federal  agency  for 
research.  Several  thousand  scientists  and 
engineers  serve  on  committees  and  boards 
of  the  Academy-Council.  These  may  be 
of  established  terms,  but  one  may  be  asked 
to  serve  on  a ad  hoc  committee  to  act  for 
one  relatively  short  term  duty,  as  to 
evaluate  a report  or  a piece  of  research,  a 
means  of  getting  several  experts  to  give  an 
unbiased  opinion.  The  Academy-Council 
offers  a method  of  giving  attention  to  bor- 
derline problems  “requiring  for  their  solu- 
tion combined  contributions  from  two  or 
more  of  the  traditional  disciplines.” 

I again  emphasize  for  those  who  are  not 
too  familiar  with  the  Academy-Council  that 
those  recruited  for  their  activities  are  not 
governmental  employees  and  are  not  ap- 
pointed by  government.  They  are  citizens 
free  in  their  own  right  to  say,  act  or  vote 
as  their  judgment  dictates  on  problems  be- 
fore them. 

There  has  been  a Division  of  Medical 
Sciences  and  a Board  of  Medicine  under  the 
Academy-Council  with  representatives  of 
major  medical  organizations  over  many 
years.  Anyone  who  has  lived  over  the 
space  of  the  years  which  have  seen  the 
specialties  come  to  full  bloom,  say  the  past 
3 to  4 decades,  has  recognized  that  diver- 
gent interests  and  continued  fragmentation 
of  the  medical  profession  strains  the  limits 
of  one  all-embracing  organization,  as  the 
AMA.  Many  specialty  organizations  feel 
they  have  no  voice  here.  (The  AMA 
Trustees  recognized  this  by  steps  toward 
an  Interspecialty  Committee.)  There  were 
other  groups — the  Research  Societies  Coun- 
cil, the  Medical  Intersociety  Council  and 
the  Council  of  Medical  Specialty  Societies, 
overlapping  and  seeking  a voice  for  ex- 
pression. Fortuitously,  I could  attend  meet- 
ings of  these  groups  as  a representative  of 
one  specialty  group  for  a couple  of  years. 
At  certain  of  these  meetings  several  years 


ago,  recognizing  that  there  were  overlap- 
ping groups  and  interests,  there  was  talk 
of  organizing  a National  Academy  of 
Medicine.  It  seemed  that  the  National 
Academy  of  Sciences  had  not  been  able  to 
give  adequate  attention  to  the  biomedical 
aspects  of  science.  On  the  other  hand,  if 
such  an  organization  were  to  be  formed  it 
should  be  affiliated  with  the  National 
Academy  of  Sciences.  The  latter  established 
a Committee  to  study  the  problems. 

This  then  is  the  background  of  the  In- 
stitute of  Medicine  established  a year  ago 
by  the  National  Academy  of  Sciences  and 
upon  which  Dr.  Ingram  will  serve.  The 
membership  of  the  Institute  is  expected  to 
consist  of  some  200,  serving  fixed  terms. 

“Most  will  be  engaged  in  medical  education, 
medical  practice,  or  biomedical  research,  but  a 
substantial  fraction  will  be  drawn  both  from 
such  closely  allied  professions  as  nursing  and 
public  health  and  from  the  practice  of  law  and 
such  academic  fields  as  economics,  political 
science,  and  other  social  and  behavioral  sciences. 
The  Academy’s  objective  is  to  provide  an  or- 
ganizational setting  to  engage  the  full  range  of 
professional,  technical,  and  public  questions  sur- 
rounding the  evolution  of  American  medicine 
and  the  natioal  framework  of  health  services. 
The  institute  is  seen  as  the  Academy’s  response 
to  widespread  interest  in  the  formation  of  a 
national  academy  of  medicine.”1 

By  the  rules,  membership  is  not  an 
honorary  appointment. 

“The  basis  for  selection  will  be  professional 
achievement  and  concern  with  the  problems  of 
health  care.  An  additional  criterion  will  be  an 
expressed  willingness  to  devote  effort  to  one 
or  more  of  the  major  problem  areas  with  which 
the  institute  will  be  involved.”2 

(Dr.  John  R.  Hogness,  director  of  the  Uni- 
versity of  Washington  Health  Sciences 
Center,  Seattle  has  been  appointed  as  presi- 
dent of  the  Institute.) 

I predict  we  will  hear  more  and  more 
about  the  National  Academy  of  Sciences 
and  its  Institute  on  Medicine.  Therefore  I 
believe  this  rather  lengthy  review  has  been 
justified.  It  is  said  that  each  physician  in 
practice  is  supported  by  some  10  persons 
in  allied  professions.  Some  of  these  have 
become  “fed  up”  with  we  as  doctors  speak- 
ing for  them.  They  say,  in  effect  ‘if  we  are 
one  in  a health  team,  we  wish  to  be  recog- 
nized as  such.’  For  the  first  time  they  may 
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have  a voice.  Those  of  us  who  have  seen  the 
movements  in  health  care  knew  this  would 
need  to  happen  someday. 

When  I first  learned  that  an  agency  of 
this  type  was  “in  the  making,”  I fervently 
hoped  for  its  establishment.  Why?  For 
years  on  these  pages,  I have  been  chary  of 
“do-gooders”  and  pressure  groups  influ- 
encing legislation  and  socialization  of 
medicine  and  have  always  emphasized  that 
medical  people  only  have  the  know-how  for 
leading  progress.  For  a century  govern- 
ment has  sought  and  followed  the  advice  of 
the  National  Academy  of  Sciences.  I antici- 
pate that  government  will  in  the  future 
accept  the  reports  of  an  Institute  of 
Medicine  when  facing  a Senator  Kennedy 
and  his  political  bed  fellows.  It  must  be 
emphasized  that  the  citizen  members  do  not 
represent  organizations  or  established 
policies  to  which  they  must  adhere — they 
are  completely  unfettered  in  their  decisions. 

R.H.K. 

1.  Bull.  Assoc,  of  Am.  Med.  Coll.  5:7,  (Aug. 
17)  1970. 

2.  Ibid.  6:10,  (Jan  18)  1971. 


IN  MEMORIAM 


Duncan,  Herbert,  Nashville.  Died  July  6,  1971, 
age  61.  Graduate  of  University  of  Louisville  in 
1935.  Member  of  the  Nashville  Academy  of 
Medicine. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  this  opportunity  to  welcome 
these  new  members  of  the  Tennessee  Medical 
Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Andres  S.  Alisango,  Jr.,  M.D.,  Chattanooga 


Levi  Rowan  Patton,  M.D.,  Chattanooga 

KNOX  COUNTY  MEDICAL  SOCIETY 

Peter  Lee  Cason,  M.D.,  Louisville 

MEMPHIS -SHELBY  COUNTY  MEDICAL 
SOCIETY 

Marvin  R.  Skaggs,  M.D.,  Memphis 

NORTHWEST  TENNESSEE  ACADEMY  OF 
MEDICINE 

Douglas  Haynes,  M.D.,  Dyersburg 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  met  on  Tuesday, 
August  10  in  the  KAM  Building.  Mrs.  James 
M.  Adams,  Senior  Planner  of  the  Metro- 
politan Planning  Commission,  was  the  guest 
speaker  at  the  E.  Club  meeting  at  6:00  p.m. 
Her  topic  was  “Planning  Development  of 
Knoxville  and  Knox  County.” 

The  Scientific  Program  met  at  8:00  p.m. 
and  included  presentations  in  three  sec- 
tions. The  section  on  Medicine  and  Anes- 
thesiology featured  an  address  by  Dr.  Leon 
J.  Bogartz  on  “Blood  Gases.”  Dr.  Joseph 
Coggin,  Ph.D.,  University  of  Tennessee  De- 
partment of  Microbiology,  spoke  to  the  Pa- 
thology section  on  “Embryonic  Antigens  in 
Cancer.”  “Local  Private  Psychiatric  Re- 
sources” was  the  theme  of  the  Psychiatry 
section.  Drs.  Cecil  Mynatt  and  Ray  Hay- 
worth reported  on  the  status  of  two  local 
psychiatric  facilities. 

^ ^ 

The  Academy,  in  cooperation  with  the 
U.S.  Department  of  Health,  Education,  and 
Welfare  and  the  U.S.  Senate  subcommittee 
on  health,  will  sponsor  a Student  Health 
Conference  at  the  University  of  Tennessee 
on  October  15-17. 

The  conference,  reportedly  the  first  of 
its  kind  in  the  nation,  is  designed  to  ex- 
amine the  nation’s  health  problems  and 
the  various  legislative  proposals  concerning 
the  delivery  of  health  care.  Representatives 
of  the  various  health  proposals  now  pending 
in  Congress  have  been  invited  to  participate 
in  the  conference. 

Some  450  students  from  10  states  rep- 
resenting medical,  law,  graduate,  health 
related  and  undergraduate  schools  are  ex- 
pected to  attend. 

Memphis-Shelby  County  Medical  Society 

The  Memphis-Shelby  Society  will  meet 
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in  called  session  to  hear  a report  from  Mr. 
Boyd  Thompson  and  Dr.  Arthur  Howard 
pertaining  to  their  study  in  Memphis  on 
“Foundations  for  Medical  Care.”  The  meet- 
ing will  be  held  at  7:00  p.m.  on  Monday, 
August  23  in  the  Institute  of  Pathology 
Auditorium,  University  of  Tennessee. 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  held  its  meeting 
of  September  14  at  the  Baptist  Hospital. 
Dr.  Robert  Howard,  director  of  the  Phy- 
sician’s Assistant  Program  at  Duke  Uni- 
versity, addressed  the  Academy  on  the 
status  of  physician’s  assistant  programs 
throughout  the  nation. 

❖ ❖ ❖ 

The  Academy  is  considering  the  establish- 
ment of  a membership  category  for  interns 
and  residents,  and  also  one  for  medical 
students. 

Voluntary  restraints  on  the  prescribing 
of  amphetamines  have  been  urged  by  the 
Academy.  Response  and  cooperation  has 
been  good. 

For  the  sixteenth  consecutive  year,  the 
Academy  has  arranged  for  a physician  to 
be  at  each  senior  high  school  football  game 
in  Davidson  County  this  fall  to  serve  as  a 
team  doctor  for  all  players.  Forty-five 
Academy  members  will  participate  in  this 
program  as  a public  service. 

Academy  members  are  participating  in 
a monthly  radio  program,  which  began  in 
1963,  discussing  medical  and  health  matters, 
and  answering  questions  telephoned  to  the 
station  (WLAC)  by  listeners.  Nearly  200 
physicians  have  taken  part  in  these  public 
service  programs. 


NATIONAL  NEWS 


This  Month  in  Washington 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  sup- 
ported President  Nixon’s  legislation  to  cre- 
ate a special  White  House  office  to  coordi- 
nate the  federal  government’s  fight  against 
drug  abuse  “as  an  important  element  of  the 
national  campaign.” 

The  AMA  support  was  outlined  by  Dr. 


Maurice  H.  Seevers,  chairman  of  the  de- 
partment of  Pharmacology  at  the  Univer- 
sity of  Michigan  and  a member  of  the  AMA 
Committee  on  Alcoholism  and  Drug  De- 
pendence, before  the  House  Public  Health 
and  Environment  Subcommittee.  He  was 
accompanied  by  Dr.  Richard  E.  Palmer,  a 
member  of  the  AMA  Board  of  Trustees. 

Dr.  Seevers  said  that  “under  Dr.  Jerome 
Jaffe’s  able  direction  the  (White  House) 
Special  Action  Office  can  become  a most 
effective  instrument”  in  achieving  the  pur- 
pose of  the  legislation: 

“.  . . to  focus  the  comprehensive  resources 
of  the  federal  government  and  bring  them 
to  bear  on  drug  addiction  and  drug  abuse 
with  the  immediate  objective  of  promptly 
and  significantly  reducing  the  incidence  of 
drug  addiction  and  drug  abuse  in  the  nation 
within  the  shortest  possible  period  of  time.” 

“We  have  two  additional  observations  re- 
garding this  stated  objective,”  Dr.  Seevers 
said.  First,  although  prompt  and  decisive 
action  is  to  be  desired  as  a goal,  it  should 
be  clearly  recognized  that  there  are  no 
panaceas  for  the  prevention  or  successful 
treatment  of  drug  dependence.  Drug  de- 
pendence is  a complex  phenomenon  that 
does  not  lend  itself  to  quick  or  simplistic 
solutions. 

“Our  second  observation  is  related  to 
that  fact:  Well-conceived  multi-faceted  re- 
search is  needed  on  a broad  scale  to  de- 
vise effective  means  of  coping  with  this 
problem. 

“With  respect  to  the  drugs  themselves, 
while  much  is  known  about  their  properties, 
relatively  little  is  known  about  their  pre- 
cise mode  of  action  in  the  human  organism 
and  the  exact  nature  of  the  long-term  ef- 
fects of  their  regular  use  by  man. 

“While  some  of  the  factors  which  lead 
individuals  to  abuse  drugs  are  understood, 
science  is  not  yet  able  to  predict  who  may 
be  vulnerable  to  drug  dependence.  The 
role  of  drug  abuse  within  the  context  of  a 
total  life  style  also  needs  to  be  more  clearly 
delineated. 

“Much  work  remains  to  be  done  in  devel- 
oping new,  and  evaluating  existing,  treat- 
ment methods  in  terms  of  the  therapeutic 
needs  and  psychosocial  makeup  of  the  indi- 
vidual patient.  Physicians  can  treat  the 
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acute  effects  of  drug  abuse  and  drug  de- 
pendence, often  preventing  serious  physical 
and  psychological  consequences;  but  medi- 
cal and  sociological  management  techniques 
have  not  been  developed  so  as  to  insure  that 
a significant  number  of  patients  will  not  re- 
turn to  abuse  of  drugs  and  to  their  patterns 
of  dependence  after  the  acute  symptoms 
have  been  abated  through  treatment. 

“Methods  of  ‘reaching  out’  to  the  young 
drug  abuser  must  be  tested  to  ascertain  the 
most  effective  courses  that  educators,  phy- 
sicians and  those  in  other  professions  can 
pursue. 

“Finally,  a great  deal  more  work  should 
be  carried  out  with  human  subjects.  Es- 
pecially needed  are  longitudinal  studies  en- 
compassing etiology,  diagnosis,  treatment 
and  after-care,  even  though  such  studies 
would  require  an  extended  period  of  years.” 

Dr.  Seevers  cautioned  that  “the  technique 
of  treating  heroin  dependence  through 
methadone  maintenance,  although  offering 
hope  and  the  possibility  of  social  rehabili- 
tation to  a number  of  dependent  persons, 
is  but  one  of  several  modalities  which  can 
be  useful.” 

$ $ ^ 

The  American  Medical  Association  set 
forth  its  recent  record  on  legislation — a 
record  that  shows  statements  in  support 
of  health  care  proposals  in  31  of  35  appear- 
ances in  the  91st  Congress  and  support  in 
the  present  Congress  for  medical  school 
expansion,  increased  financial  aid  to  medi- 
cal students,  family  practice  training  pro- 
grams and  full  funding  for  maternal  and 
child  care  programs. 

“It  requires  a certain  strain  on  the  pro- 
cess on  human  logic  to  interpret  this  record 
as  negative,”  the  AMA  stated. 

The  AMA’s  record  on  legislation  was  sub- 
mitted as  part  of  a 39-page  statement  filed 
by  the  organization  with  the  Subcommittee 
on  Administrative  Practice  and  Procedure 
of  the  Senate  Judiciary  Committee.  Sub- 
committee Chairman  Sen.  Edward  M.  Ken- 
nedy (D.-Mass.)  had  charged  the  AMA  with 
maintaining  a negative  and  obstructionist 
attitude  toward  proposals  to  improve  health 
care  in  the  United  States  during  a hearing 
by  the  subcommittee  on  July  14. 

Bills  supported  by  the  AMA  in  the  91st 


Congress  included  appropriations  for  hos- 
pital and  medical  facilities  construction, 
appropriations  for  medical  education,  drug 
abuse  education  and  narcotic  addict  re- 
habilitation, vaccination  assistance  pro- 
grams and  regional  medical  programs. 

The  AMA  opposed  as  unnecessary  the 
proposed  Commission  on  Marihuana;  op- 
posed one  version  of  the  Occupational  Safe- 
ty and  Health  Act  of  1969  but  supported 
another  version  in  both  the  Senate  and 
House;  and  opposed  certain  parts  of  the 
Social  Security  Amendments  of  1970  while 
supporting  other  parts  of  the  bill. 

This  affirmative  legislative  stance  has 
been  maintained  in  the  present  Congress, 
as  many  members  of  the  Senate  and  House 
from  both  sides  of  the  aisle  will  attest,  the 
AMA  noted. 

The  AMA,  in  its  statement,  pointed  out 
that  it  has  introduced  its  own  proposal  for 
financing  health  care — Medicredit — which 
would  provide  government  subsidized 
health  insurance  to  the  poor  and  insure 
against  catastrophic  medical  costs. 

“Medicredit  is  designed  to  end  for  all 
Americans  the  burden  of  expense,  and  to 
make  all  Americans  truly  equal  in  their 
access  to  all  types  of  medical  care,”  the 
AMA  said. 

The  organization  warned  against  the 
“panacea”  approach  of  a massive  govern- 
ment health  program  as  recommended  by 
Kennedy. 

“We  have  learned  that  lesson  in  welfare 
and  poverty,”  the  AMA  said.  “Must  we 
learn  it  anew  with  health  care?” 

Regarding  specific  charges  leveled  against 
the  organization  and  doctors  generally  by 
Kennedy,  the  AMA  statement  termed  them 
“out  of  date,  out  of  context,  and  out  of 
balance.” 

“And  his  conclusion,  that  doctors  act  pri- 
marily for  gain  is  outrageous,”  the  AMA 
report  stated. 

Contrary  to  Kennedy’s  charges,  the  AMA 
noted,  it  does  not  and  has  not  opposed  vac- 
cination programs,  group  practice,  an  in- 
crease in  the  number  of  doctors,  private 
health  insurance,  government  support  for 
medical  education,  innovations  in  medical 
school  curricula,  equal  opportunity  in  medi- 
cal education  or  peer  review. 
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The  AMA  cited  its  public  record  and 
policy  statements  over  the  years  to  refute 
these  charges  in  detail. 

The  AMA  did  object  to  Medicare  at  the 
time  of  its  passage  because  it  believed 
available  government  funds  should  not  be 
used  to  provide  assistance  to  those  who  did 
not  need  it  and  because  of  the  unsound 
actuarial  basis  on  which  it  was  predicated. 
Premiums  have  since  had  to  be  raised  sev- 
eral times  to  support  the  program,  the 
AMA  noted. 

After  Medicare  became  law,  both  the 
AMA  and  doctors  generally  gave  it  full 
support  and  worked  to  make  the  program 
a success,  the  statement  added: 

In  further  response  to  other  testimony 
before  the  subcommittee  on  the  same  date, 
the  AMA  denied  that  it  was  responsible 
for  “major  weakening”  of  the  proposals 
offered  in  1964  by  the  Heart  Disease,  Cancer 
and  Stroke  Commission,  which  called  for  60 
regional  clinical  and  care  complexes. 

Citing  the  record  once  again,  the  AMA 
pointed  out  that  the  legislation  was  hastily 
drawn  and  was  submitted  to  Congress  with- 
out sufficient  supporting  data.  This  fact  was 
recognized  and  alluded  to  by  Kennedy  him- 
self at  the  time,  the  AMA  noted. 

Two  of  the  commission’s  own  subcom- 
mittees had  serious  reservations  about  the 
legislation,  the  AMA  stated,  and  it  was  only 
after  AMA  officials  worked  in  close  co- 
operation with  Johnson  Administration  of- 
ficials that  the  bill  was  salvaged  with  an 
emphasis  on  pilot  projects  to  test  the  the- 
ories and  concepts  advanced  by  the  com- 
mission. 

The  AMA  completed  its  statement: 

“Let  us  set  aside  old,  worn-out  charges. 
Let  us  set  aside  emotional  language  and 
political  opportunism.  Let  us,  instead,  seek 
together  valid  and  workable  solutions  to 
the  health  care  problems  that  confront  us. 

“The  AMA  will  support  every  such  ef- 
fort.” 

H* 

Dr.  Richard  S.  Wilbur,  new  assistant  de- 
fense secretary  for  health  and  environment, 
proposed  that  the  military  services  pay  phy- 
sicians substantially  more  to  avoid  a severe 
shortage  of  medical  skills  when  the  services 
switch  to  an  all-volunteer  basis  in  mid- 
1973. 


Dr.  Wilbur,  who  succeeded  Dr.  Rousselot 
in  the  defense  department’s  top  medical 
post,  is  on  leave  of  absence  as  the  Ameri- 
can Medical  Association’s  deputy  executive 
vice  president. 

At  his  confirmation  hearing,  Dr.  Wilbur 
told  the  Senate  Armed  Services  Committee 
that  the  health  and  environmental  problems 
of  the  defense  department  cannot  be  entire- 
ly separated  from  the  civilian  population’s. 
Among  the  major  problems  facing  Dr.  Wil- 
bur in  his  new  post  are  filling  the  armed 
services’  needs  for  physicians,  drug  addic- 
tion in  the  services  and  whether  there 
should  be  a military  medical  school. 

He  told  Pentagon  newsmen  that  he  op- 
poses establishment  of  such  a school  at  this 
time.  It  has  been  a favorite  project  of  Chair- 
man Edward  Hebert  (D.-La.)  of  the  House 
Armed  Services  Committee  and  Dr.  Rous- 
selot. Dr.  Wilbur  said  he  was  not  enthusi- 
astic about  a military  medical  school  be- 
cause it  would  not  begin  producing  enough 
doctors  to  be  worthwhile  for  many  years. 

Dr.  Wilbur  predicted  that  the  military 
will  have  “a  severe  health  care  shortage 
when  the  draft  is  gone”  unless  something 
is  done  about  it. 

Wilbur  said  the  problem  boiled  down  to 
money  and  that  experienced  doctors  could 
make  much  more  on  the  outside  than  they 
do  in  the  military.  There  are  currently 
14,500  physicians  and  6,000  dentists  in  the 
services. 

Wilbur  said  the  need  was  to  induce  doc- 
tors with  eight  or  ten  years’  service  to  stay 
in  the  military.  At  present,  these  men  leave 
in  large  numbers  and  the  services  are  forced 
to  draft  young  doctors  whom  Wilbur  de- 
scribed as  “ineffective”  because  they  lack 
experience.  He  said  the  services  calculated 
that  each  brand  new  doctor  putting  in  24 
months  in  uniform  actually  produced  only 
14  months  of  work. 

A doctor  with  ten  years  in  the  service 
now  gets  $350  more  a month  than  other 
officers  of  equal  rank. 

Wilbur  said  to  retain  experienced  doc- 
tors and  yet  convince  Congress  to  go  along 
with  an  added  bonus  scheme,  the  military 
might  just  do  with  fewer  doctors.  Under 
this  plan,  he  said,  the  actual  budget  for 
doctors’  pay  would  remain  unchanged  but 
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TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 

THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  II,  and  Tuesday,  October  12,  1971 

I9TH  ANNUAL  ASSEMBLY 


Monday,  October  11,  1971 


7:30  REGISTRATION  BEGINS 

9:00  Wesley  W.  Hall,  M.D.,  President,  American 
Medical  Association,  Chicago,  111.,  “ The  Mag- 
nificent Profession .” 

9:30  Philip  Thorek,  M.D.,  Clin.  Prof,  of  Surgery, 
Univ.  Illinois  College  of  Medicine,  Chicago,  111., 
“If  I Had  an  Ulcer!’ 

10:00  A.M.  COFFEE  BREAK— EXHIBIT  VISITATION 

11:00  Harry  F.  Bisel,  M.D.,  Cons.  & Head  of  Section, 
Clin.  Oncology,  Mayo  Clinic,  Rochester,  Minn., 
“ Treatment  of  Advanced  Carcinoma  of  the 
Breast.” 


11:30  Norman  B.  Hodgson,  M.D.,  Chairman  and  Clin. 
Prof.,  Dept,  of  Urology,  Medical  College  of  Wis- 
consin, Milwaukee,  Wis.,  “Female  Stress  In- 
continence from  the  Urologist’s  Point  of  View.” 


MONDAY  LUNCHEON 

1:00  P.M.— CONTINENTAL  ROOM— READ  HOUSE 


2:00  P.M.  to  4:00  P.M.— CONTINENTAL  ROOM 
Symposium  ffl:  The  Acute  Abdomen 
Speakers: 

Alton  Ochsner,  M.D. 

Philip  Thorek,  M.D. 

Kenneth  Warren,  M.D. 

Moderator:  George  G.  Young,  M.D. 

2:00  P.M.  to  4:00  P.M.— CHESTNUT  ROOM 

Symposium  # 2 : Cancer  of  the  Breast  Including 
Chemotherapy 

Speakers : 

Edward  Lewison,  M.D. 

Harry  Bisel,  M.D. 

Wm.  M.  Markel,  M.D. 

Moderator:  Thomas  C.  Monroe,  M.D. 


Tuesday,  October  12,  1971 

8:00  REGISTRATION  BEGINS 

9:00  Alton  Ochsner,  M.D.,  Pres.,  Alton  Ochsner 
Med.  Fdn.,  New  Orleans,  La.,  “Prevention  and 
Treatment  of  Pulmonary  Embolism.” 

9:30  Samuel  H.  Proger,  M.D.,  Prof.  & Chrmn.  Dept, 
of  Medicine,  Tufts  University,  Boston,  Mass., 
“Sudden  Death.” 

10:00  A.M.  COFFEE  BREAK— EXHIBIT  VISITATION 

11:00  Kenneth  W.  Warren,  M.D.,  Chrmn.,  Dept,  of 
Surgery,  Lahey  Clinic,  Boston,  Mass.  “Individuali- 
zation in  the  Surgical  Treatment  of  Chronic 
Relapsing  Pancreatitis.” 

11:30  Edward  F.  Lewison,  M.D.,  Chief,  Breast  Clinic, 
Asst.  Prof,  of  Surg.,  Johns  Hopkins  Univ.,  Balti- 
more, Md.,  “ Estrogens , the  Pill  and  Diseases  of 
the  Breast.” 

TUESDAY  LUNCHEON 

12:30  P.M.— CONTINENTAL  ROOM— READ  HOUSE 
Speaker:  Cyril  Wecht,  M.D.,  J.D.  Pittsburgh,  Pa. 
“Informed  Consent — Mandate  or  Myth” 

2:00  P.M.  to  5:00  P.M.— BALLROOM 
MOCK-TRIAL  Symposium: 

The  Law  in  Medical  Malpractice 
Courtroom  Confrontation 

Panelists: 

Cyril  Wecht,  M.D.,  J.D. 

Alvin  O.  Moore,  J.D. 

Sister  Thomas  DeSales 
Harry  A.  Stone,  M.D. 

W.  Houston  Price,  M.D. 

Moderator:  C.  Robert  Clark,  M.D. 

Annual  Banquet — Monday  evening,  Oct.  11,  1971 
7:30  P.M. — Silver  Ballroom 

Entertainment 

University  of  Tennessee  at  Knoxville 
Singers 
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the  funds  would  be  spread  among  fewer 
men. 


MEDICAL  NEWS 
IN  TENNESSEE 


RX  Legislation  Deadline  Extended 
to  October  I 

The  Bureau  of  Narcotics  and  Dangerous 
Drugs  has  extended  its  July  29  deadline  for 
use  of  physician  registration  numbers  under 
the  Controlled  Substances  Act  to  October 
1.  The  Bureau  says  that  personnel  shortages 
have  made  it  impossible  to  process  all  ap- 
plications. The  original  deadline  of  May  1 
(see  page  530,  TMA  Journal,  June  1971) 
was  previously  extended  to  July  29. 

HEW  Awards  $6  Million  to 
Medical  Schools 

Five-year  research  grants  totaling  more 
than  $6  million  have  been  awarded  by  the 
Department  of  Health,  Education  and  Wel- 
fare for  medical  studies  at  Vanderbilt  Uni- 
versity School  of  Medicine  and  the  Uni- 
versity of  Tennessee  Medical  Units. 

The  grants,  awarded  through  the  National 
Institute  of  Health  Wednesday,  will  provide 
$2,283,000  for  the  establishment  of  a new- 
born lung  center  at  Vanderbilt;  $2  million 
for  a center  on  high  blood  pressure  at 
Vanderbilt;  and  $1,980,000  for  a high  blood 
pressure  center  in  Memphis. 

The  lung  center  at  Vanderbilt  will  be 
directed  by  Dr.  Mildred  Stahlman,  pro- 
fessor of  pediatrics  and  director  of  the  new- 
born nursery  at  Vanderbilt  Hospital.  The 
lung  center  will  concentrate  on  pulmonary 
disorders  in  newborn  infants,  particularly 
hyaline  membrane  disease. 

Dr.  Stahlman  said  research  at  the  lung 
center  will  be  conducted  by  a team  of  13 
specialists,  all  members  of  the  Vanderbilt 
faculty. 

“This  is  something  new  since  the  work 
of  all  these  people  in  different  areas  will 
be  under  one  umbrella,”  Dr.  Stahlman  said. 
“The  entire  program  will  be  directed  to- 
ward the  solving  of  specific  problems  re- 
lated to  lung  disease  in  the  newborn.” 

A $2  million  grant  will  be  used  to  set 
up  another  research  center  at  Vanderbilt 


to  study  high  blood  pressure.  It  will  be 
directed  by  Dr.  John  H.  Foster,  a professor 
of  surgery  at  Vanderbilt  School  of  Medicine 
and  a specialist  in  vascular  surgery. 

He  will  also  head  a team  of  researchers 
from  the  university. 

“Hypertension  is  one  of  the  most  serious 
diseases  affecting  man  today,”  Dr.  Foster 
said.  “With  this  grant  we  now  will  have  a 
center  for  the  clinical  study  of  patients.” 

UT  Medical  Clinic  at  Knoxville 

Preparations  to  set  up  a clinical  center 
at  the  University  of  Tennessee’s  Memorial 
Hospital  to  provide  the  last  18  months  of 
training  for  some  Memphis  medical  stu- 
dents are  proceeding  with  plans  to  open 
next  year. 

The  center  would  bring  about  20  senior 
students  to  Knoxville  to  complete  the  medi- 
cal training  started  at  the  College  of  Medi- 
cine at  Memphis. 

Planning  for  the  center  is  being  financed 
by  $200,000  approved  by  the  last  session  of 
the  Tennessee  General  Assembly. 

“We  have  much  to  do  before  next  fall 
to  bring  certain  areas  up  to  the  standards 
medical  students  receive  in  Memphis,”  said 
Dr.  Edward  J.  Boling,  UT  president. 

“The  primary  need  is  equipment.  Much 
of  that  $200,000  will  be  used  to  buy  this 
equipment. 

“We  have  the  nucleus  of  a staff  at  Uni- 
versity Hospital  and  many  highly  qualified 
medical  people  are  in  this  area  who  can 
assist  in  the  training.  We  have  the  facili- 
ties in  the  hospital,”  he  added. 

Boling  says  there  are  two  primary  bene- 
fits to  be  derived  from  establishing  a clinical 
center  in  Knoxville. 

One,  it  will  hopefully  increase  the  num- 
ber of  doctors  in  the  East  Tennessee  area, 
since  many  doctors  tend  to  settle  in  the 
area  of  the  school  they  graduated  from. 

Secondly,  setting  up  a clinical  center  is 
much  less  expensive  than  building — after 
waiting  many  years — a complete  medical 
college. 

Boling  says  the  center  would  also  let 
the  College  of  Medicine  enroll  more  stu- 
dents to  replace  those  who  elect  to  finish 
their  training  at  Knoxville.  This  could 
possibly  mean  more  federal  funds  for  Mem- 


Transfer  a patient  to  a Medi- 
center.  This  frees  a hospital  bed 
for  a seriously  ill  patient  who 
needs  acute  care  services.  All 
Medicenters  are  conveniently 
near  hospitals.  Thus  transfers 
are  quick,  easy  and  usually  at 
no  cost  to  the  patient. 

Medicenter  patients  are  on 
the  road  to  recovery.  And,  at 


Medicenter,  these  patients  con- 
tinue to  receive  professional  care 
at  a sub-acute  level  at  significantly 
less  cost  than  is  possible  in  an 
acute  hospital. 

Medicenter  offers  a number 
of  benefits  to  both  patients  and 
physicians.  The  greatest  advan- 
tage to  physicians  is  that  Medi- 
center frees  beds  in  hospitals  for 


more  of  his  seriously  ill  patients. 
In  addition  to  considerably  lower 
costs,  the  patients  enjoy  a pleas- 
ant, restful  atmosphere  which  is 
conducive  to  rapid  recovery. 

If  you  would  like  to  know 
more  about  Medicenter  and  how 
it  can  help  serve  you  and  your 
hospital,  we  invite  your  inquiry. 


How  to  give  a bed 
to  your  favorite 
hospital. 


Medicenter  of  America 
737  Skyline  Drive 
Jackson,  Tennessee  38301 


135  North  Pauline  Street 
Memphis,  Tennessee  38105 


1415  21st  Avenue  South 
Nashville,  Tennessee  37203 
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phis  since  it  would  again  be  an  expanding 
program. 

If  the  desired  results  are  obtained  from 
the  clinical  concept,  Boling  says,  plans  are 
to  extend  the  concept  to  Chattanooga  and 
Johnson  City. 

July  22,  1971 

John  H.  Saffold,  M.D.,  President 
Tennessee  Medical  Association 
605  Walnut  Street 
Knoxville,  Tennessee  37902 

Dear  Doctor  Saffold: 

It  has  been  the  intent  of  this  Department  to 
develop,  implement  and  maintain  a Medicaid 
Program  which  is  both  fiscally  sound  and  pro- 
fessionally valid.  This  is  accomplished  only 
by  working  closely  with  the  physicians  of  the 
State  and  with  the  leadership  of  our  Tennessee 
Medical  Association. 

Every  aspect  of  the  Medicaid  Program  has 
been  scrutinized  during  the  first  complete  fiscal 
year,  which  ended  June  30,  1971.  Tennessee  is 
one  of  very  few  states  which  has  been  able  to 
maintain  and  expand  its  services  while  con- 
tinuing to  operate  within  budgetary  limitations. 
This  Department  recognizes  that  the  fine  co- 
operation of  the  physicians  of  this  State  has 
helped  make  this  possible. 

For  the  fiscal  year  1971-72,  which  began  July 
1,  1971,  the  approved  Medicaid  budget  provides 
an  approximate  ten  per  cent  increase  over  last 
year.  This,  of  course,  is  far  from  adequate  to 
fund  a program  of  health  care  of  the  scope 
desired  by  all  who  wish  to  give  comprehensive 
care  to  their  low  income  patients. 

Participation  in  the  Medicaid  Program  by 
physicians  generally  has  been  good.  Recipient 
utilization  of  services  under  the  Medicaid  Pro- 
gram has  grown  at  an  accelerated  rate  during 
the  past  11  months,  from  a monthly  average  of 
62,096  in  July  1970  to  82,978  in  May  1971,  a 33 
per  cent  increase,  or  an  average  monthly  in- 
crease of  1,900. 

An  analysis  of  services  rendered  reveals  that 
hospital  expenditures  accounted  for  approxi- 
mately 41  per  cent,  pharmaceuticals  for  27  per 
cent,  and  physicians’  fees  for  17  per  cent.  Other 
services,  including  cost  of  Medicare  buy-in 
premiums,  comprised  15  per  cent  of  total  monies 
expended  during  the  fiscal  year  1971. 

As  we  enter  a new  fiscal  year,  the  present 
reimbursement  formula  for  all  physicians  will 
be  continued,  anticipating  that  expenditures  may 
be  controlled  within  budgetary  limitations.  It  is 
expected  that  an  updating  of  the  profile  of 
physician  charges  for  reimbursement  can  be 
accomplished  this  year.  It  should  be  pointed 
out,  however,  that  the  Tennessee  Medicaid  Pro- 
gram operates  under  a fixed  budget  with  no 
mechanism  for  pre-approval  or  pre-audit  of  en- 
cumbrances. Based  on  the  current  utilization 
of  services,  expenditures  could  well  exceed 
budgeted  monies  by  as  much  as  $500,000  per 


month.  Deficit  spending  is  forbidden  by  Tennes- 
see Statute. 

With  increased  costs  to  the  Program  due  to 
escalating  hospital  costs,  better  participation  of 
physicians,  pharmacists  and  institutions,  rapidly 
growing  patient  utilization,  increase  in  buy-ins, 
payment  of  co-insurance,  and  deductibles  on  the 
one  hand  and  the  very  limited  increase  in  the 
budget  on  the  other  hand,  it  is  necessary  that 
every  restraint  medically  justified  be  exercised 
to  insure  a sound  program  for  1971-1972. 

SINCE  THE  PHYSICIAN  DETERMINES  THE 
AMOUNT  AND  EXTENT  OF  MEDICAL  SER- 
VICES, IT  IS  REQUESTED  THAT  THEY 
CONTINUE  TO  ASSUME  THE  RESPONSI- 
BILITY OF  HELPING  LIMIT  THE  TOTAL 
COSTS  BY  RENDERING  AND  PRESCRIBING 
ONLY  THOSE  MEDICAL  AND  ADJUNCTIVE 
SERVICES  AND  SUPPLIES  ESSENTIAL  TO 
THE  RECIPIENT’S  CARE.  Limiting  the  utiliza- 
tion of  hospitals  whenever  possible,  providing 
outpatient  treatment  when  suitable  and  judicious 
evaluation  of  the  needs  for  the  various  services 
will  help  ensure  a continued  economical  opera- 
tion of  Medicaid  and  an  extension  of  services 
to  the  recipients  most  in  need  of  them. 

With  each  physician’s  cooperation,  it  will 
hopefully  not  be  necessary  to  reduce  the  services 
and  payments  presently  available  under  Medi- 
caid or  to  institute  additional  fiscal  controls. 

Sincerely  yours, 

EUGENE  W.  FOWINKLE,  M.D. 

Commissioner 

EWF/ECS/w 
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Dr.  Robert  Bruce  Avery,  Knoxville,  served  as 
guest  speaker  at  the  monthly  educational  meet- 
ing of  the  Morristown-Hamblen  County  medical 
staff  on  July  29.  Dr.  Avery  spoke  on  “Chemo- 
therapy and  Hematology.” 

Dr.  Troy  Beeler,  formerly  of  Sevierville,  has 
been  appointed  Chief  of  the  Procurement  Qualifi- 
cations Branch,  Physical  Standards  Division,  in 
the  Army  Surgeon  General’s  new  Directorate  of 
Health  and  Environment.  Dr.  Beeler,  an  Army 
Colonel,  and  his  family  presently  live  at  Annan- 
dale,  Virginia. 

Dr.  Robert  A.  Broady,  Sevierville,  participated 
in  a training  course  for  instructors  in  Cardio- 
pulmonary Resuscitation  (CPR)  technique  at  the 
University  of  Tennessee  Memorial  Research 
Center  in  Knoxville  on  July  8.  Sponsored  by  the 
East  Tennessee  Heart  Association,  the  course 
emphasized  the  CPR  technique  which  uses 
mouth-to-mouth  ventilation  and  closed  chest 
compression  to  revive  victims  of  heart-lung  stop- 
page. 

Dr.  Howard  T.  Brock,  Morristown,  was  ap- 
pointed a new  member  of  the  local  Board  of 
Health  which  met  on  July  22.  Dr.  Alex  Shipley, 
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Knoxville,  was  the  guest  speaker  for  the  Board 
meeting. 

Dr.  John  H.  Burkhart,  Knoxville,  conducted 
the  Sunday  vesper  service  of  July  25  at  the 
Fourth  Presbyterian  Church  in  Knoxville.  His 
theme  was  “Let  us  Look  to  the  Healing  Ministries 
of  the  Church.” 

Dr.  Clifton  R.  Cleaveland,  Chattanooga,  has 
joined  Drs.  Fred  Ballard,  Walter  Puckett,  and 
Winston  P.  Caine,  Jr.  in  the  practice  of  internal 
medicine  in  Chattanooga. 

Dr.  John  Derryberry,  Shelbyville,  has  been 
appointed  by  the  Bedford  County  Medical  So- 
ciety as  a member  of  the  Shelbyville-Bedford 
County  Ambulance  Authority. 

Dr.  James  R.  Givens  and  Dr.  Stewart  L.  Nunn, 
Memphis,  both  members  of  the  University  of 
Tennessee  College  of  Medicine  faculty,  have 
been  named  co-directors  of  the  University’s 
Clinical  Research  Center. 

Dr.  William  L.  Headrick,  Jr.,  South  Pittsburg, 
has  been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Dr.  Fontaine  S.  Hill,  Memphis,  has  been  named 
clinical  coordinator  of  Le  Bonheur  Children’s 
Hospital  Mental  Health  Clinic  in  Memphis. 

Dr.  Robert  W.  Ikard,  Nashville,  has  joined  Dr. 
J.  Kenneth  Jacobs  in  the  practice  of  General 
Thoracic  and  Cardiovascular  Surgery. 

Dr.  Alvin  J.  Ingram,  Memphis,  has  been 
elected  as  a member  of  the  American  Board  of 
Orthopaedic  Surgery  representing  the  American 
Orthopaedic  Association. 

Dr.  Clarence  L.  Jones,  Jr.,  Cookeville,  has 
been  elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Dr.  Robert  D.  Lange,  Knoxville,  has  accepted 
the  chairmanship  of  the  Erythropoietin  Commit- 
tee of  the  National  Heart  and  Lung  Institute. 
Dr.  Lange  is  the  assistant  director  of  research 
at  the  University  of  Tennessee  Memorial  Re- 
search Center. 

Dr.  Robert  Lash,  Knoxville,  spoke  at  the  15th 
annual  convention  of  the  Tennessee  Law  En- 
forcement Officers  Association  on  July  20  in 
Knoxville.  Dr.  Lash  is  director  of  the  Knoxville 
Methadone  Clinic. 

Dr.  Stewart  Lawwill,  Chattanooga,  was  the 
featured  speaker  at  the  July  14  meeting  of  the 
Downtown  Chattanooga  Lions  Club. 

Dr.  Cleo  M.  Miller,  Nashville,  has  been  cited 
by  the  board  of  directors  of  the  Federation  of 
American  Hospitals  for  outstanding  service  to 
the  national  organizations  of  investor-owned  hos- 
pitals. Dr.  Miller  is  head  of  the  Miller  Hospital- 
Clinic  in  Nashville. 

Dr.  Robert  W.  Morris,  Athens,  has  joined  Dr. 
John  McKenzie  in  medical  practice  in  Athens. 

Dr.  Marvin  M.  Nathan,  Chattanooga,  has  been 
re-elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  David  Gordon  Petty,  Carthage,  has  been 


81 1 

re-elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  Eugene  M.  Ryan,  South  Pittsburg,  has  been 
re-elected  to  active  membership  in  the  American 
Academy  of  General  Practice. 

Dr.  J.  Robert  Schweikert  has  joined  the 
Twenty-Second  and  State  Medical  Clinic  of 
Nashville  in  the  practice  of  internal  medicine. 

Dr.  William  Taylor,  Cookeville,  was  re- 
appointed a Putnam  County  Medical  Examiner 
and  Dr.  Clarence  Jones  was  named  alternate. 

Dr.  William  B.  Wadlington,  Donelson,  re- 
cently received  a plaque  from  the  Donelson 
Lions  Club  honoring  him  for  his  work  in 
Honduras  for  Medico,  a division  of  CARE. 

Dr.  Thomas  W.  Williams,  Etowah,  has  been 
appointed  Clinical  Assistant  Professor  in  the 
Department  of  Medicine,  Division  of  Family 
Practice  and  Ambulatory  Medicine  of  the  Uni- 
versity of  Alabama  Medical  Center  in  Birming- 
ham. 


BOOK  REVIEW 


SYNOPSIS  OF  PEDIATRICS.  By  James  G. 
Hughes,  M.D.,  Chairman  of  Pediatrics,  University 
of  Tennessee  College  of  Medicine.  Third  edition, 
1113  pages,  88  illustrations.  St.  Louis:  C.  V. 
Mosby  Company,  1971.  Price  $14.50. 

This  is  the  third  edition  of  an  already  very 
popular  book.  The  author  sets  out  to  fulfill 
two  intentions.  First,  to  produce  a concise  text 
book  which  may  be  used  as  a desk  companion 
by  the  private  or  hospital  pediatrician,  and 
secondly,  there  is  an  attempt  to  explain  the 
fundamental  mechanisms  of  disease  as  far  as  is 
possible.  The  material  covered  in  the  book  is 
a well  balanced  selection  of  the  common  pediat- 
ric problems  and  the  rarer  diseases  which  are 
more  likely  to  be  found  in  hospital  practice. 

The  common  diseases  are  very  adequately 
covered,  in  particular,  respiratory  tract  diseases 
as  well  as  infectious  diseases  and  disorders  of 
the  central  nervous  system  are  a mine  of  val- 
uable information.  Endocrine  and  metabolic  dis- 
orders take  up  a little  under  10%  of  the  whole 
text  and  this  section  is  well  illustrated  with 
photographs  as  well  as  diagrams  which  are  clear 
and  most  useful. 

The  tables  of  normal  values  and  the  list  of 
drugs  at  the  back  of  the  book  are  both  very 
comprehensive.  The  drug  list  could  however 
be  reduced  by  omitting  unnecessary  “repeti- 
tions”; i.e.,  are  seven  tranquilizers  and  six  seda- 
tives and  hypnotics  really  necessary?  The  use 
of  triamcinolone  should  be  discouraged  in  view 
of  the  association  with  pseudo  tumor  cerebri 
and  I would  like  to  see  this  drug  omitted  in  a 
future  edition.  Talking  about  drugs,  I would 
point  out  that  metronidazole  (Flagyl)  is  now  the 
treatment  of  choice  in  treatment  of  amebiosis. 
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I also  would  suggest  selected  references  at  the 
end  of  each  chapter  which  would  help  the  reader 
pick  important  review  articles  in  the  literature. 
This  would  increase  the  value  of  the  book  with- 
out increasing  the  size. 

I think  Professor  Hughes  and  his  collaborators 
are  to  be  heartily  congratulated  on  their  efforts 
and  this  review  has  no  reservations  in  recom- 
mending this  Synposis  of  Pediatrics  to  any  one 
interested  in  the  care  of  sick  children. 
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Calendar  of  Meetings 

1971 


Oct.  27-30 


Oct.  29- 
Nov.  1 


Nov.  1-4 

Nov.  9-16 

Nov.  28- 
Dec.  1 
Dec.  3-4 

Dec.  4-9 


American  Urological  Association, 
Mid- Atlantic  Section,  Convention 
Center,  Williamsburg,  Va. 
Association  of  American  Medical 
Colleges,  10th  Annual  Conference 
on  Research  in  Medical  Education, 
Washington  Hilton  Hotel,  Washing- 
ton, D.C. 

Southern  Medical  Association,  Hotel 
Fontainebleau,  Miami  Beach,  Fla. 
American  Heart  Association,  Disney- 
land Motel,  Anaheim,  Calif. 
American  Medical  Association, 
Roosevelt  Hotel,  New  Orleans,  La. 
American  College  of  Chemosurgery, 
Palmer  House,  Chicago 
American  Academy  of  Dermatology, 
Palmer  House,  Chicago 


State 

Oct.  11-12  Tennessee  Valley  Medical  Assembly, 
19th  Annual,  Read  House,  Chatta- 
nooga 

Nov.  3-5  Tennessee  Academy  of  General 
Practice,  23rd  Annual  Assembly, 
Civic  Auditorium,  Gatlinburg 


National 


Sept.  9-11  American  Association  of  Obste- 
tricians and  Gynecologists,  Home- 
stead Hotel,  Hot  Springs,  Virginia 

Sept.  12-16  American  Association  of  Blood 
Banks,  Palmer  House,  Chicago 

Sept.  15-18  American  Association  of  Medical 
Clinics,  Sheraton-Cleveland  Hotel, 
Cleveland 

Sept.  19-20  American  Association  of  Ophthal- 
mology, Stardust  Hotel,  Las  Vegas, 
Nev. 


Sept.  20-24  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  Inter- 
national Hotel,  Las  Vegas,  Nev. 

Oct.  4-7  American  Academy  of  Family 
Physicians,  Miami  Beach,  Florida 

Oct.  12-15  Congress  of  Neurological  Surgeons, 
Americana  Hotel,  Bal  Harbor, 
Florida 


Oct.  13-14 

Oct.  16-20 
Oct.  16-21 
Oct.  18-22 
Oct.  22-30 
Oct.  24-28 


American  College  of  Preventive 
Medicine,  Radison  Hotel,  Minne- 
apolis 

American  Society  of  Anesthesi- 
ologists, Marriott  Hotel,  Atlanta 

American  Academy  of  Pediatrics, 
Palmer  House,  Chicago 

American  College  of  Surgeons,  Den- 
nis Hotel,  Atlantic  City,  New  Jersey 

College  of  American  Pathologists, 
Sheraton  Hotel,  Boston 

American  College  of  Chest  Physi- 
cians, Sheraton  Hotel,  Philadelphia 


SAMS  Annual  Meeting  Set 

The  Annual  Scientific  Meeting  of  the  Society 
for  Advanced  Medical  Systems  (SAMS)  will 
be  held  in  Memphis,  Tennessee,  October  4,  5, 
and  6,  1971  at  the  Albert  Pick  Motel.  It  will 
be  an  invitational  colloquium  on  the  theme: 
Periodic  Health  Evaluation:  An  Entry  to  Health 
Care. 

The  Society  of  Advanced  Medcial  Systems  is 
an  inter-disciplinary  organization  founded  in 
1969  in  response  to  the  need  for  greater  applica- 
tion of  technological  systems  to  meet  the  rising 
demands  for  health  care  services.  It  serves  also 
to  provide  a common  communications  medium 
and  meeting  ground  for  professionals  dedicated 
to  developing  more  effective  methods  of  de- 
livery of  health  services.  Physicians,  engineers, 
nurses,  computer  technologists,  and  others  work- 
ing in  advanced  medical  systems  are  all  repre- 
sented and  welcomed  to  membership. 

Emergency  Care  Course 

An  advanced  practical  course  on  “Emergency 
Care  and  Transportation  of  the  Sick  and  In- 
jured” will  be  offered  on  November  11-13  at 
the  National  Guard  Armory  in  Johnson  City. 

Sponsored  by  the  American  Academy  of 
Orthopaedic  Surgeons  Committee  on  Injuries, 
the  course  is  primarily  designed  for  ambulance 
attendants,  firemen,  policemen,  emergency 
squads,  volunteer  rescue  squads,  and  interested 
paramedical  personnel.  The  three-course  will 
feature  lectures,  demonstrations,  discussions  and 
class  participation. 

For  advance  registration  and  further  informa- 
tion write: 

S.  W.  Huddleston,  M.D. 

202  West  Fairview  Avenue 

Johnson  City,  Tennessee  37601 

Vanderbilt  Continuing  Education  Courses 

The  following  is  a list  of  continuing  education 
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courses  scheduled  to  be  offered  by  the  Division 
of  Continuing  Education  of  the  Vanderbilt  Uni- 
versity School  of  Medicine  from  September  1971 
through  May  1972: 


February  5 


1971 


September  18 


October  9 


October  20 


October  30 


November  4 


December  3 & 4 


“Psychiatric  Problems  in  the 
Practice  of  Medicine  (Psy- 
chopharmacology),” John 
Davis,  M.D.,  University  Club, 
Nashville. 

“Pediatric  Cardiology,”  David 
Karzon,  M.D.,  University 
Club,  Nashville. 

“Diabetes,”  Alan  G r a b e r , 
M.D.,  University  Club,  Nash- 
ville. 

“Oral  Surgery — Bone  Grafts 
of  the  Mandible,”  David  Hall, 
D.M.D.,  Veterans  Administra- 
tion Hospital,  Nashville. 
“Clinical  Aspects  of  Infec- 
tious Disease,”  Glenn  Koenig, 
M.D.,  University  Club  or  Un- 
derwood Auditorium,  Nash- 
ville. 


February  11  & 12 


February  18  & 19 


March  22 


April  8 


May 


“Elective  Reproductive  Con- 

:|<  * ❖ 


trol,”  Angus  Crook,  M.D., 
University  Club,  Nashville. 

1972 

Nuclear  Medicine  Workshop, 
Bertram  Brill,  M.D.,  Univer- 
sity Club,  Nashville. 

“Oral  Surgery  in  General 
Practice  of  Dentistry,”  David 
Hall,  D.M.D.,  University 
Club,  Nashville. 

“L.  R.  Dragstedt  Symposium 
on  Diseases  of  the  Stomach, 
Small  Bowel,  and  Colon,” 
John  Foster,  M.D.,  Under- 
wood Auditorium,  Nashville. 
“Headache:  Clinical  and 

Neurologic  Aspects,”  Kenneth 
Kahn,  M.D.,  University  Club, 
Nashville. 

“Clinical  Endocrinology,” 
Grant  Liddle,  M.D.,  Basic 
Science  Auditorium,  Nash- 
ville. 

“Management  of  Carcinoma 
of  the  Breast,”  William  Cald- 
well, M.D.,  University  Club, 
Nashville. 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 


Standard  Coverage  That  SAVES  YOU  23%  to  27% 

Class  I — Physicians  doing  no  surgery. 

Cl  ass  2 — Physicians  doing  minor  surgery  or  assisting  in  major  surgery 
on  own  patients. 

Cla  ss  3 — Surgeons — General  Practitioners  who  perform  major  surgery 
or  assist  in  major  surgery  on  other  than  their  own  patients  and 
specialists  hereafter  indicated:  Cardiologists  (including  cathe- 
terization, but  not  including  cardiac  surgery),  Ophthalmolo- 
gists, Proctologists. 

Class  4 — Surgeons — specialists,  Anesthesiologists,  Cardiac  Surgeons, 
Otolaryngologists — No  Plastic  Surgery,  Surgeons — General 
(Specialists  in  general  surgery),  Thoracic  Surgeons,  Urologists, 
Vascular  Surgeons. 

Class  5 — Surgeons  — specialists,  Neurosurgeons,  Obstetricians-Gyne- 
cologists,  Orthopedists,  Otolaryngologists — Plastic  Surgery, 
Plastic  Surgeons. 

Territory  Schedule  & Code 

01 

Shelby  County  03 

Knox  County  04 

Remainder  of  State 05 


Limits 

Class  1 

Class  2 

Class  3 

Class  4 

Class  5 

Territory 

5/15  

. . $ 44.00 

$ 75.00 

$ 1 3 1 .00 

$174.00 

$2  1 8.00 

01,04 

25/75 

...  91.00 

155.00 

271.00 

360.00 

45 1 .00 

50/150. . . . 

...  103.00 

176.00 

307.00 

407.00 

510.00 

100/300. . . 

...  114.00 

194.00 

339.00 

45 1 .00 

565.00 

Territory 

5/15 

. . .$  43.00 

$ 75.00 

$128.00 

$170.00 

$213.00 

03 

25/75 

. . . 89.00 

155.00 

265.00 

352.00 

44 1 .00 

50/ 150... 

...  101.00 

176.00 

300.00 

398.00 

498.00 

100/300. . . 

...  1 1 1 .00 

194.00 

332.00 

440.00 

552.00 

Territory 

5/15 

. . .$  42.00 

$ 73.00 

$125.00 

$166.00 

$208.00 

05 

25/75 

. . . 87.00 

1 5 1 .00 

259.00 

344.00 

43  1 .00 

50/150. . . . 

. . . 98.00 

1 7 1 .00 

293.00 

388.00 

487.00 

100/300. . . 

...  109.00 

189.00 

324.00 

430.00 

539.00 

Davidson  Countv 


FAW  & SHERROD 
Phone  926-8164 

Johnson  City,  Tennessee  37602 

INGLE-KNOX  INSURANCE  AGENCY 
Phone  265-4541 

Chattanooga,  Tennessee  37402 


1.  Partnership  liability,  increase  premium  for  each  partner  by 

20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  quotations  made  on 
request. 

3.  Premises  Liability  (bodily  injury,  property  damage  and 
medical  payments)  Minimum  premium  $12.00. 


Shelby  Mutual  Insurance  Company 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $62,000,000.00 
For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 


LIPSCOMB  & PITTS  CO. 

Phone  278-0772 
Memphis,  Tennessee  38104 
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Final  Report  of  the  Philadelphia  County 
Committee  to  Study  the  Future  of  the 
Private  Practice  of  Medicine 

A member  of  the  Board  of  Directors  of  the 
Philadelphia  County  Medical  Society  chaired  the 
committee  on  the  Future  of  the  Private  Practice 
of  Medicine.  The  editor  felt  that  it  would  be  of 
interest  to  our  readers  to  read  his  final  report, 
not  only  for  Dr.  MacNeal’s  thinking  but  because 
of  his  literary  ability. — Ed. 

After  a year  and  a half  of  deliberation 
spent  largely  in  interviewing  nonmedical 
people  from  a wide  variety  of  walks  of  life 
as  well  as  physicians  in  full-time  employ, 
physicians  in  private  practice,  and  physi- 
cians still  serving  their  residency,  the  com- 
mittee came  to  the  conclusion  that  it  was 
developing  no  new  material.  All  of  the  in- 
formation which  it  was  receiving  from 
these  sources  had  already  been  well  docu- 
mented and  reported  elsewhere  many  times. 
It  therefore  seemed  to  the  committee  that, 
if  the  report  was  to  serve  any  useful  pur- 
pose it  would  be  the  form  of  the  report 
rather  than  its  content  which  would  serve 
this  function.  The  report  follows: 

And  it  came  to  pass  in  the  days  of  the 
rule  of  the  great  omniscient  bifacial  King 
Janus,  that,  scanning  past  and  future  simul- 
taneously, seeing  a full  360°  at  a single 
whirl  of  his  radar,  his  senses  brought  him 
only  the  din  of  discontent,  and  the  sounds 
of  sickness,  and  the  smells  of  pollution,  and 
the  outcries  of  protest,  and  the  ferment  of 
the  witches’  cauldron.  And  he  sought  in 
his  Computer  a likely  candidate  for  the  role 
of  Scapegoat.  He  prayed  to  the  Mighty 
Machine: 

O,  Supreme  Being  send  me  that  one  who 
is  prosperous  from  the  sale  of  an  unpopular 
product.  Deliver  unto  me  that  one  who  is 
few  among  us  so  that  his  voice  may  be 
shouted  down.  Point  out  that  one  whose 
labors  are  dedicated  to  the  false  gods  of 
selfless  devotion  in  a constant  battle  where 
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defeat  is  assured.  Select  from  the  multitude 
that  man  whose  earned  fatigue  leaves  him 
too  weary  to  defend  himself.  Make  known 
to  me  the  man  whose  skills  and  education 
are  the  envy  of  all.  Deliver  unto  me  that 
one  who  asks  only  honest  wages  for  honest 
work.  This  one  will  we  crown  with  goat 
horns  and  clothe  with  goatskin  that  all  may 
gather  and  heap  their  sins  upon  him  to 
drive  him  into  the  desert  and  thus  be  sin- 
less themselves. 

And  the  Great  Machine  whirred  and 
flashed  and  with  not  even  a puff  of  smoke 
delivered  to  Janus  a card  bearing  the  legend 
“Doctor.”  And  “Doctor”  was  made  to  build 
his  own  cage  out  of  beams  of  benefaction 
and  posts  of  pity  and  the  wire  of  work.  And 
they  put  upon  him  the  horns  of  The  Billy 
and  the  hide  of  The  Nanny. 

And  Janus  sent  The  Word  to  the  multi- 
tude. 

We  have  found  the  source  of  your  sor- 
rows. Come  heap  your  sins  upon  him  that 
ye  may  now  be  free  of  thy  burdens  and 
walk  upright  in  the  swamp.  Ye  know  that 
this  is  the  purveyor  of  health  and  ye  are 
not  healthy.  Ye  know  that  he  is  prosperous 
and  ye  are  poor.  Ye  know  he  lives  in  a 
clean  house  and  thine  is  filthy.  I,  Janus, 
now  deliver  him  to  thee  for  thy  salvation. 

And  Carpenter  came  and  cursed  him  for 
the  poor  housing  that  causes  disease:  and 
Electrician  lashed  him  for  the  darkness  that 
depressed  the  poor;  and  Plumber  laid  on  the 
thorns  for  the  lack  of  sanitation;  and  Con- 
tractor beat  him  for  the  high  cost  of  hospi- 
tals; and  Administrator  scourged  him  for 
not  wishing  to  be  a hireling;  and  the  Young 
Tribesmen  with  shiny  stethoscopes  and 
springy  steps  and  upright  T waves,  their 
nostrils  not  yet  filled  with  the  odors  of  pus 
and  their  bones  not  yet  weary  with  trying, 
added  their  sophomoric  scorn  to  his  bur- 
dens. And  the  people  shouted  “We  will  not 
pay  for  Disease”  and  Doctor  wept  that  they 
knew  not  that  his  product  was  the  minimiz- 
ing of  disease  and  distress,  not  their  oc- 
currence. And  there  marched  into  the 
courtyard  a great  group  of  white  coated 
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men,  all  of  whom  had  already  given  up  all 
that  Doctor  had  been  trying  to  do:  to  con- 
quer disease  through  strength  of  will,  the 
use  of  practical  knowledge,  and  devotion  to 
The  Worshipful  Work.  And  they  spat  upon 
him  for  his  failure  to  have  regular  days  off. 
They  ridiculed  his  inability  to  have  tax 
dodges  and  retirement  benefits.  They  beat 
him  for  giving  good  medical  care  at  rea- 
sonable cost.  They  said,  “We,  The  Group 
Practitioners,  do  it  better  and  cheaper  and 
easier.  Our  machines  will  point  the  way  to 
health  and  salvation.”  And  they  said  it  so 
often  and  so  loud  and  with  such  conviction 
that  the  multitude  said  that  it  must  be  so, 
for  these  people  wear  clean  white  coats  and 
starched  collars  and  show  no  signs  of  having 
been  up  all  night  and  bear  not  the  stains 
and  dishevelment  of  fatigue,  and  they 
speak  from  high  places.  And  Politician 
heaped  upon  his  head  the  coals  of  bad  laws 
and  racial  prejudice  and  smeared  his  face 
with  his  own  blood  that  the  flies  might  come 
to  add  to  his  discomfort. 

And  through  the  murk  of  the  midwatch 
Nurse  came  with  water  and  Patient 
brought  bread. 

And  when  all  had  had  their  turn  they 
drove  him  into  the  desert  pursued  by  the 
triumphant  howls  of  his  tormentors.  And  he 
dwelt  in  an  Oasis  of  Sorrow  and  survived 
on  the  figs  of  frustration  at  being  forced 
to  witness  the  defeat  of  the  Profession  and 


witness  the  disintegration  of  the  ideals 
which  had  been  its  birthright. 

And  there  was  a festival  lasting  100  days 
and  100  nights  in  which  Carpenter  and 
Electrician  and  Plumber  and  Contractor 
and  Administrator  and  the  Young  Tribes- 
men and  The  Groupers  and  Politicians  and 
all  The  People  made  a joyful  noise  with 
tinkling  cymbals  and  sounding  brass. 

And  suddenly  Fear  arrived  at  The  Festi- 
val and,  seeking  the  highest  podium  and  the 
brightest  torch,  said,  “Hear  ye.  Ye  have  said 
ye  need  more  doctors.  Ye  have  given  him 
his  reward.  Who  now  will  be  a Doctor?  Ye 
Carpenter,  ye  Politician,  ye  Financier,  will 
you  deliver  your  sons  to  The  Schools  so 
that  they  may  study  and  labor  to  become  a 
Doctor?” 

And  a thunderous  silence  fell  upon  the 
multitude  and  each  looked  agape  at  his 
neighbors,  half  pleading  and  half  questing. 
And  then  each  drifted  away  to  meditate  on 
this  malice. 

And  they  sent  representatives  into  the 
desert  to  seek  out  The  Doctor  but  beneath 
the  sands  of  The  Oasis,  beneath  the  barren 
Fig  Tree  they  found  only  a dried  skelton 
and  from  the  branches  of  The  Tree  came 
the  flapping  of  vultures  wings. 

Perry  S.  MacNeal,  M.D.,  Chairman 
Philadelphia 

Reprinted  with  permission  from  Philadelphia 
Medicine  (65:961-963,  1969). 
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Health  Care  in  America:  A Heretical  Diagnosis 

HARRY  SCHWARTZ* 


The  conventional  practice  of  medicine 
and  the  physicians  engaged  in  it  are  under 
attack  in  the  United  States  as  never  before. 
Ranged  behind  a banner  reading  health 
care  crisis,  a large  and  vociferous  group 
of  critics  claims  that  the  nation’s  medical 
system  is  woefully  deficient  in  so  many 
major  respects  that  it  must  be  radically  re- 
organized— and  quickly.  On  this  essential 
diagnosis  and  prescription,  the  Nixon  ad- 
ministration stands  shoulder  to  shoulder 
with  Senators  Edward  Kennedy  and  Ed- 
mund Muskie,  among  others,  as  well  as 
with  numerous  trade  union  leaders. 

Many  patients  are  vocally  dissatisfied  with 
the  high  cost  of  medical  care  and,  increas- 
ingly, with  the  outcome — this  latter  fact  at- 
tested to  by  an  epidemic  of  malpractice 
suits.  The  past  few  years  have  seen  a bar- 
rage of  articles,  books,  television  programs, 
and  other  investigations  of  the  weaknesses 
and  inadequacies  of  the  medical  system. 
“Don’t  get  sick  in  America,”  the  nation 
has  been  told,  as  though  there  were  some 
place  where  it  was  good  to  have  cancer  or 
multiple  sclerosis  or  schizophrenia.  Alarmed 
by  this  atmosphere,  the  American  Medical 
Association  has  begun  to  run  scared,  offer- 
ing programs  for  improved  financing  and 
delivery  of  health  care,  and  seeking  to  up- 
grade its  public  image  by  sponsoring  ad- 
vertisements to  show  that  doctors  do  care 
about  the  health  of  their  patients,  the  qual- 

*  Harry  Schwartz,  of  The  New  York  Times,  is 
currently  writing  a book  on  health  care  in  the 
United  States. 


ity  of  the  environment,  and  the  like. 

In  their  righteous  wrath,  many  of  today’s 
critics  seem  to  feel  that  limits  of  truth, 
balance,  or  plain  good  sense  just  don’t  apply 
to  their  holy  cause.  Thus,  one  national 
magazine  recently  blazoned  its  front  cover 
with  why  you  can’t  get  a doctor,  though 
the  editors  surely  know  that  every  week 
millions  of  Americans  see  and  are  treated 
by  physicians.  And  in  another  national 
magazine,  a television  critic  who  signs  him- 
self “Cyclops”  assured  his  readers  that 
Medicare  had  enriched  the  doctors  in  much 
the  same  fashion  that  the  oil  depletion 
allowance  had  served  the  oil  industry.  One 
wonders  if  in  an  earlier  era  Cyclops  de- 
nounced “faceless  and  nameless  accusers” 
who  presented  no  evidence  but  simply  ac- 
cused broad  categories  of  people.  More  gen- 
erally, the  critics  have  often  focused  on 
the  worst  areas  in  this  field  and  trumpeted 
their  findings  as  though  they  were  typical. 
With  that  technique,  of  course,  every  aspect 
of  American  life  can  be  indicted  since  all — 
like  medicine — have  weaknesses  and  defi- 
ciencies. 

Even  unfair  criticism  can  be  useful  in 
keeping  an  individual,  an  institution,  or  a 
section  of  society  on  its  toes  and  helping 
prevent  complacency.  Vice-President  Ag- 
new’s  attack  on  the  media  can  be  defended 
from  this  point  of  view.  But  in  the  case 
of  medical  care,  many  of  the  critics  have 
“solutions”  they  want  to  offer.  Having  told 
us  what  incompetent,  greedy  monsters 
dominate  the  medical  profession,  the  critics 
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have  particularly  benefited  from  above- 
average  wage  raises  in  recent  years,  a cir- 
cumstance that  hardly  makes  such  for- 
merly disadvantaged  workers  economic 
criminals. 

There  should  be  no  illusions  in  this  area. 
Proper  care  of  the  sick — particularly  of 
the  elderly,  who  make  up  such  a dispro- 
portionately high  percentage  of  the  seri- 
ously ill — is  and  always  will  be  a very 
expensive  proposition.  There  are,  of  course, 
inefficiencies  in  the  existing  medical-care 
mechanism  that  add  to  costs,  but  it  is  a 
delusion  to  think  that  the  physically  ill  or 
the  emotionally  disturbed  can  be  handled 
satisfactorily  and  humanely  in  ways  that 
will  compare  in  efficiency  and  cost  effective- 
ness with  the  assembly-line  techniques 
Detroit  uses  to  build  automobiles.  Certainly 
the  nation  does  not  want  the  high  per- 
centage of  error  and  neglect  in  its  health 
care  that  car  buyers  find  in  their  new 
vehicles. 

Yet,  it  is  essentially  assembly-line  medi- 
cine provided  by  collectivised  physicians 
that  the  critics  suggest  to  meet  the  “health 
care  crisis.”  The  road  to  medical  utopia, 
many  voices  now  tell  us,  is  to  be  found  by 
general  acceptance  of  prepaid  group  prac- 
tice arrangements  (“health  maintenance 
organizations,”  in  Nixon  administration 
jargon)  on  the  model  of  the  Kaiser- 
Permanente  groups  along  the  West  Coast. 
Such  prescriptions  are  natural  if  one  be- 
lieves this  country  is  now  in  a health  care 
crisis,  which  derives  from  the  cliches  the 
critics  employ  to  describe  present  American 
medicine.  They  hold  that  it  is  “a  cottage 
industry”  consisting  of  “solo  practitioners” 
working  on  a “fee-for-service  basis”  in  a 
“non-system.”  Simply  inverting  these  terms 
produces  the  notion  that  what  is  needed  is 
a mass-production  medical  industry  staffed 
by  teams  of  doctors  working  independently 
of  payment  in  a highly  organized  system. 

This  description  of  the  present  situation 
is  grossly  oversimplified.  American  medi- 
cine today  is  highly  pluralistic.  Millions 
of  Americans  have  completely  socialized 
medicine;  for  example,  those  in  the  Armed 
Forces  and  in  Veterans  Administration  hos- 
pitals. Several  million  others  belong  to  pre- 
paid group  practice  organizations,  and  addi- 
tional millions  look  to  hospital  emergency 


rooms,  out-patient  clinics,  and  the  like  for 
their  primary  medical  care.  Medicare, 
Medicaid,  and  private  medical  insurance, 
including  Blue  Cross,  have  revolutionized 
the  economics  of  medical  care  in  recent 
years.  In  short,  the  stereotype  of  the  sick 
American  going  to  the  isolated  physician 
and  digging  into  his  pocket  for  the  $10  or 
$15  fee  covers  only  a portion  of  the  reality. 
And,  except  in  remote  areas,  no  physician 
is  really  isolated  since  any  good  doctor  is 
part  of  an  informal  system  that  includes 
him,  the  specialists  he  refers  patients  to 
when  specialists  are  needed,  and  the  hos- 
pital or  hospitals  he  sends  his  patients  to 
when  necessary.  And  it  is  a strange  cottage 
industry  indeed  that  includes  such  insti- 
tutions as  New  York  City’s  Presbyterian 
Hospital,  Boston’s  Massachusetts  General 
Hospital,  and  similar  large  hospitals  all 
over  the  country. 

The  existing  pluralistic  system  provides 
choices  for  both  physicians  and  patients. 
In  such  large  communities  as  New  York 
City,  San  Francisco,  and  Denver  there  is 
competition  between  private  physicians  and 
group  practice  organizations,  as  well  as, 
of  course,  among  the  private  physicians 
themselves.  And  where  one  uses  private 
practitioners,  the  fact  that  the  doctor  col- 
lects a fee  gives  him  an  economic  interest 
in  satisfying  the  patient — not  a bad  motive 
however  much  the  idealists  might  wish  that 
doctors,  unlike  all  other  human  beings,  had 
no  sense  of  self-interest.  And  the  fee  acts 
as  a partial  barrier  to  excessive  calls  on 
the  doctor’s  service,  a restraint  against  run- 
ning for  help  for  every  vague  pain.  More- 
over, a system  in  which  the  doctor’s  income 
is  proportionate  to  how  many  patients  he 
sees  encourages  physicians  to  work  hard. 
Many  doctors  today  work  sixty  or  more 
hours  weekly. 

Of  course,  insofar  as  American  medicine 
is  still  a cottage  industry  based  on  a one- 
to-one  relation  between  a family  doctor 
and  a patient,  it  has  much  to  recommend 
it.  Since  most  ailments  are  self-limiting, 
they  can  be  handled  adequately  even  by  a 
“solo  practitioner,”  especially  if,  as  is  nor- 
mal, he  has  access  to  laboratory  and  X-ray 
facilities.  A family  doctor — and  there  are 
still  many  of  them  around — gets  to  know 
his  patients  as  human  beings  and  is  able 


October,  1971 


HEALTH  CARE  IN  AMERICA:  A HERETICAL  DIAGNOSIS — Schwartz 


859 


to  provide  what  is  probably  the  most  fre- 
quent positive  outcome  of  the  patient-phy- 
sician encounter:  reassurance  and  psycho- 
logical support.  A large  fraction  of  people 
who  go  to  doctors  have  no  objectively 
detectable  illness  and  really  want  psychi- 
atric aid,  which  comes  more  effectively 
from  a man  or  woman  the  patient  knows 
than  from  some  impersonal  stranger.  And 
for  many  frightened  persons,  reassurance  is 
far  more  effective  if  it  comes  from  a full- 
fledged  M.D.  than  from  a physician’s  assis- 
tant, a nurse,  or  some  other  person  with 
less  training  than  a physician  has. 

Private  medicine  also  has  flaws,  of 
course,  and  is  sometimes  abused,  as  any 
human  arrangement  tends  to  be.  Un- 
scrupulous doctors  can  keep  a patient 
coming  back  more  times  than  necessary 
in  order  to  collect  more  fees.  But  the 
fact  that  most  doctors  are  busy  probably 
minimizes  this  type  of  abuse.  Some  ob- 
servers have  charged  that  there  is  a fair 
amount  of  unnecessary  surgery  in  some 
areas,  a possibility  that  cannot  be  dis- 
missed. Some  surgeons  have  complained 
that  general  practitioners  often  perform 
surgery  they  are  really  not  qualified  to 
undertake,  sometimes  with  terrible  and 
even  fatal  results.  A growing  problem  in 
private  office  and  hospital  practice  is  the 
plague  of  malpractice  suits,  which  is  adding 
substantially  to  the  cost  of  medical  care. 
Physicians,  increasingly  fearful  they  may  be 
sued,  are  practicing  “defensive  medicine,” 
prescribing  more  laboratory  tests,  more 
X-rays,  and  more  specialist  consultations 
than  are  often  necessary  in  order  to  be 
sure  they  have  an  adequate  defense  if  a 
disgruntled  patient  sues.  But  the  same  prob- 
lem will  exist  with  any  type  of  medical 
system  until  the  whole  malpractice  situa- 
tion is  radically  changed. 

There  could  be  no  quarrel  with  advocates 
of  prepaid  group  practice  systems  if  these 
advocates  simply  urged  the  elimination  of 
existing  legal  barriers  to  such  arrangements 
and  limited  public  subsidy  to  help  meet 
initial  costs  of  setting  up  such  groups. 
Kaiser-Permanente  and  similar  organiza- 
tions have  shown  that  group  practice  is  one 
feasible  way  to  organize  medical  care,  with 
attractions  for  some  physicians  and  for  some 
consumers.  Physicians  get  reasonable 


salaries,  freedom  from  the  entrepreneurial 
and  other  woes  of  private  practice,  regular 
hours,  and  the  aid  of  other  physicians,  and 
ancillary  medical  workers.  Patients  have  a 
fixed  or  semi-fixed  medical  cost,  for  which 
they  can  budget  in  advance,  and  a source 
of  medical  care  available  at  any  hour  and 
on  any  day.  Competing  with  private 
physicians,  group  practices  can  put  econom- 
ic curbs  on  private  doctors’  fees  and  force 
the  private  practitioners  to  make  their  own 
informal  or  formal  arrangements  to  ensure 
that  patients  can  get  a doctor  at  3 a.m.  on  a 
Fourth  of  July  and  on  other  occasions  when 
most  people  are  sleeping  or  on  holiday. 

But  the  zealous  advocates  of  revolu- 
tionary change  in  American  medical  care 
go  far  beyond  such  modest  and  realistic 
claims.  They  see  group  practice  or  health 
maintenance  organizations  as  wonder- 
working systems  that  can  provide  better 
care  for  lower  costs  while  simultaneously 
ensuring  that  the  population  enjoys  better 
health  than  ever  before.  It  is  these  expecta- 
tions that  explain  the  intensity  of  the  more 
extreme  propagandists  for  universal  health 
insurance  and  compulsory  group  practice. 

However,  the  evidence  presented  for  these 
claims  is  very  thin,  particularly  since  group 
practice  in  the  United  States  has  historically 
been  limited  to  special  groups,  while  what 
is  advocated  by  the  extremists  is  extension 
of  this  mode  of  health  care  delivery  to  the 
entire  population. 

How,  for  example,  can  group  practice 
improve  the  nation’s  health  if  medical 
science  knows  so  little  about  the  causes  of 
the  degenerative  and  hereditary  diseases 
that  cause  so  much  illness?  And  what  is 
there  about  group  practice  that  will  enable 
it  to  stop  smoking,  overeating,  lack  of  exer- 
cise, reckless  driving,  heroin  addiction, 
alcoholism,  poverty,  inheritance  of  genetic 
defects,  and  other  individual  or  social  causes 
of  sickness  and  death? 

Some  people  argue  that  the  end  of  direct 
financial  cost  for  medical  care  will  encour- 
age people  to  go  to  doctors  earlier  than 
they  might  otherwise  and  thus  catch 
diseases  at  a stage  where  they  can  be  dealt 
with  more  effectively.  This  may  be  true  in 
some  cases,  but  the  change  to  prepaid  med- 
ical care  has  more  complex  consequences. 

The  end  of  fee-for-service  removes  the 
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individual  physician’s  economic  interest  in 
his  patient,  while,  for  the  group  as  a whole, 
it  is  economically  advantageous  to  do  as 
little  as  possible  for  the  patient.  For  the 
subscriber  to  such  a group,  however,  the 
removal  of  additional  out-of-pocket  cost  for 
a visit  to  the  doctor  creates  the  temptation 
to  overuse  the  group’s  resources.  Thus,  a 
tension  is  automatically  set  up  between 
the  group  physicians  and  their  patients. 

One  result  of  this  situation  has  been  well 
described  by  Dr.  Sidney  Garfield,  the 
founder  of  the  Kaiser-Permanente  groups. 
Last  year  Dr.  Garfield  wrote  in  the  Scientific 
American : 

Elimination  of  the  fee  has  always  been  a 
must  in  our  thinking,  since  it  is  a barrier 
to  early  entry  into  sick  care.  Early  entry  is 
essential  for  early  treatment  and  for  pre- 
venting serious  illness  and  complications. 
Only  after  years  of  costly  experience  did  we 
discover  that  the  elimination  of  the  fee  is 
practically  as  much  of  a barrier  to  early 
sick  care  as  the  fee  itself.  The  reason  is  that 
when  we  removed  the  fee,  we  removed  the 
regulator  of  flow  into  the  system  and  put 
nothing  in  its  place.  The  result  is  an  un- 
controlled flood  of  well,  worried-well,  early- 
sick,  and  sick  people  into  our  point  of  entry 
— the  doctor’s  appointment — on  a first-come 
first-served  basis  that  has  little  relation  to 
priority  of  need.  The  impact  of  this  demand 
overloads  the  system,  and,  since  the  well  and 
worried-well  people  are  a considerable  pro- 
portion of  our  entry  mix,  the  usurping  of 
available  doctors’  time  by  the  healthy  people 
actually  interferes  with  the  care  of  the  sick. 

Dr.  Garfield  is  attempting  to  meet  this 
problem  by  experimenting  with  the  use  of 
computerized,  automated,  multiphasic 
screening  techniques.  A battery  of  tests — 
by  machines  and  physician’s  assistants — is 
hardly  the  kind  of  warm,  humane,  intimate 
medical  care  most  people  want.  On  the  con- 
trary, the  impersonality  of  such  care,  the 
lack  of  any  long-term  continued  contact 
with  one  physician,  is  likely  to  repel  many 
people.  Moreover,  the  possibilities  that  a 
national  system  of  prepaid  group  practice 
will  turn  into  a bureaucratic  monster  are 
enormous. 

It  is  strange  that  the  enthusiasts  for  more 
“system”  in  medicine  have  not  learned  any- 
thing from  the  debacle  of  the  nation’s  public 
school  system.  In  every  community,  public 
school  education  is  free  to  the  recipients; 


yet  everywhere — or  almost  everywhere — 
there  is  bitter  complaint  of  the  failure  of 
this  system  to  teach  effectively  or  to  satisfy 
the  psychological  needs  of  our  young  people. 
Strikes  by  schoolteachers  are  now  no  longer 
novelties.  Are  there  any  guarantees  that  a 
national  medical  system  will  not  follow  the 
same  path,  and  that  someday  we  will  not 
have  strikes  by  doctors?  Will  some  future 
Ivan  Illich  have  to  appear  to  demand  the 
liberation  of  sick  Americans  from  the 
medical  bureaucrats  as  Mr.  Illich  now  calls 
for  the  liberation  of  young  Americans  from 
the  educational  bureaucrats? 

In  an  era  when  people  are  again  refer- 
ring respectfully  to  the  one-room  school- 
house  as  a “daring  experiment,”  should  we 
lightly  scrap  the  cottage  industry  aspects  of 
medicine  where  they  permit  intimate,  long- 
term, and  humane  contacts  between  phy- 
sicians and  patients?  A human  being  is  not 
a machine  that  can  be  fixed  by  any  garage 
mechanic  when  something  goes  wrong.  Yet, 
that  philosophy  is  the  implicit  premise  of 
much  current  discussion  of  medical  reorga- 
nization. 

The  nation’s  real  problems  of  medical 
care  can  best  be  met  by  measures  that  focus 
on  particular  trouble  areas,  rather  than  by 
a violent  transformation  of  the  entire  com- 
plex medical  system  that  would  affect 
equally  all  parts,  those  working  well  and 
those  working  poorly. 

Of  course,  the  ghettoes  and  small  towns 
need  more  doctors  and  medical  facilities. 
But  the  government  already  has  authority 
to  recruit  physicians  and  other  medical  per- 
sonnel to  meet  these  needs.  And  if  young 
physicians  are  idealistically  anxious  to  go 
into  these  deficient  areas,  why  shouldn’t  the 
state  help  them  do  so? 

The  family  of  moderate  means  struck 
by  catastrophic  illness  can  be  bankrupted 
by  heavy  medical  bills.  That  problem  could 
be  solved  by  government-organized,  com- 
pulsory major  medical  insurance  whose  cost 
on  a national  per  capita  basis  would  be 
relatively  small. 

In  the  present  period  of  galloping  infla- 
tion, it  is  probably  utopian  to  suppose  that 
the  inflation  of  medical  costs  can  be  curbed, 
short  of  a general  wage-price  freeze  for  the 
entire  economy.  But  it  is  not  unrealistic  to 
suppose  that  the  upward  rocketing  of  hos- 
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pital  costs  might  be  slowed  down  by  a 
variety  of  measures.  One  important  need  is 
for  revision  of  the  formulas  used  to  reim- 
burse hospitals  under  Medicare,  Medicaid, 
Blue  Cross,  and  other  insurance  schemes. 
These  formulas — which  in  the  past  have 
often  stressed  cost  reimbursement  without 
pressures  for  economy — need  to  be  altered 
so  that  hospital  administrators  will  be  more 
economy-minded  in  the  future  than  in  the 
past.  The  needless  proliferation  of  dupli- 
cative hospital  facilities  needs  to  be  stopped 
and  replaced  by  systems  of  hospital  coopera- 
tion so  that  patients  at  several  hospitals  in 
a locality  have  shared  access  to  a partic- 
ularly scarce  or  expensive  facility.  The 
escalation  of  medical  costs  could  also  be 
usefully  countered  by  effective  action  on 
the  malpractice  front  so  as  to  curb  present 
excesses  and  abuses  that  add  significantly 
to  the  costs  patients,  insurance  firms,  and 
the  government  must  pay. 

There  are  many  other  ways  in  which  the 
present  medical  system  can  be  intelligently 
and  humanely  improved.  But  these  needed 
and  useful  improvements  can  be  made 
within  the  context  of  a continued  pluralistic 
system.  Different  people  have  different 
tastes  and  different  needs.  Those  who  want 
to  use  prepaid  groups  should  be  permitted 


to  do  so;  those  who  want  to  go  to  a physi- 
cian and  pay  him  each  time  should  be  free 
to  do  so,  too.  The  result  may  not  seem  to 
be  as  neat  on  an  organization  chart  as  a 
uniform  national  system,  and  it  may  have 
seeming  inefficiencies  and  duplications.  But 
the  right  of  choice  for  doctors  and  patients 
alike  is  worth  such  costs — at  least  in  a 
really  humane  society. 

In  an  era  of  increasing  and  justified  dis- 
enchantment with  big  government,  it  is 
astonishing  that  so  many  well-meaning  and 
intelligent  reformers  essentially  want  to 
nationalize  and  bureaucratize  American 
medicine,  either  explicitly  as  in  Britain  or 
implicitly  as  in  some  of  the  legislation 
before  Congress.  One  would  have  thought 
that  the  postal  and  public  school  systems 
would  have  taught  them  long  ago  that  na- 
tionalization does  not  mean  efficiency,  and 
that  the  telephone  system  would  have 
taught  them  that  even  a private  integrated 
system  can  develop  serious  flaws.  Based  on 
the  record  of  the  past,  we  have  every  reason 
to  suspect  that  if  the  revolutionary  pro- 
posals for  transforming  American  medicine 
are  adopted  and  implemented,  medical  care 
in  this  country  will  cost  more  while  pro- 
viding less  satisfaction  and  poorer  treat- 
ment for  millions. 
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The  authors  review  the  pathophysiology  of  the  disturbance  of  the  inner  ear  which  lead  to  the 
symptoms  and  signs  of  the  disease.  They  relate  to  abnormality  in  some  instances  to  disturbances 
fklL.IL..  ^ ^ in  the  metabolism  of  glucose. 

Management  of  Fluctuant  Hearing  Loss* 

JOHN  J.  SHEA,  M.D.  and  ABBAS  E.  KITABCHI,  Ph.D.,  M.D,f  Memphis,  Tenn. 


Definition 

By  fluctuant  hearing  loss  is  meant  the 
disorder  of  the  inner  ear  in  which  occur: 

(1)  Fullness 

(2)  Tinnitus 

(3)  Fluctuation  in  hearing 

(4)  Vertigo 

These  four  usually  appear  in  the  order 
given. 

The  most  constant  complaint  in  this  dis- 
order is  fullness,  so  much  so  that  the  diag- 
nosis should  not  be  made  if  it  has  not  been 
present. 

The  tinnitus  is  usually  a roar  or  a ring, 
less  often  a pulse. 

When  first  seen  the  hearing  usually  is 
down  for  the  first  time,  and  only  rarely 
does  the  patient  give  a history  of  several 
distinct  fluctuations  in  hearing.  Many 
patients  with  so-called  sudden  hearing  loss 
have  had  one  or  more  episodes  of  fluctuation 
in  hearing  before  the  final  sudden  episode 
from  which  hearing  did  not  recover.  For 
this  reason  we  include  all  patients  with 
sudden  hearing  loss,  except  those  due  to 
an  obvious  prior  viral  infection,  in  this 
group  of  fluctuant  hearing  loss. 

Vertigo  is  a late  and  infrequent  complaint 
in  this  disorder,  although  in  most  patients 
there  is  evidence  from  postural  and  caloric 
electronystagmographic  measurements  of 
abnormal  vestibular  discharge. 

Because  fluctuant  hearing  loss  is  due  to 
one  or  more  anatomic  and  metabolic  dis- 
orders, it  is  not  surprising  that  the  usual 

*Presented  at  the  meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
Otolaryngology  Section,  April  15,  1971,  Chatta- 
nooga, Tenn. 

tFrom  the  Memphis  Otologic  Clinic,  and  the 
Laboratories  of  Endocrinology  and  Metabolism 
Research  Service,  Veterans  Administration  Hos- 
pital, Departments  of  Biochemistry  and  Medicine, 
University  of  Tennessee  Medical  Units,  Memphis, 
Tenn. 


age  of  onset  is  in  middle  age,  in  both  sexes 
equally  and  in  both  ears. 

Pathologic  Physiology 

It  is  safe  to  assume  that  in  the  human 
endolymph  is  formed  in  the  cochlear  duct 
by  the  passage  of  fluid  from  the  stria 
vascularis  and  through  Ressiner’s  mem- 
brane and  is  at  least  partially  absorbed  in 
the  endolymphathic  sac.  The  amount  of 
endolymph  absorbed  in  the  stria  vascularis, 
spiral  limbus,  planum  semilunatum  and 
other  structures  within  the  membranous 
labyrinth  it  is  not  known  as  yet.  The  strik- 
ing correlation  between  the  ears  in  which 
obliteration  of  the  vestibular  aqueduct  as 
seen  with  polytome  x-rays  by  Clemis  and 
Valvassori1  and  Meniere’s  disease  tends  to 
confirm  in  the  human  what  Kimura  and 
Schuknecht2  demonstrated  in  the  guinea 
pig  and  many  other  species,  that  oblitera- 
tion of  the  endolymphatic  duct  and  sac 
causes  endolymphatic  hydrops.  There  is, 
furthermore,  a wide  species  difference  in 
the  rate  of  endolymphatic  hydrops  forma- 
tion after  obstruction  of  the  endolymphatic 
duct,  indicating  a wide  variation  in  the 
proportion  of  endolymph  absorbed  in  the 
endolymphatic  sac.  It  takes  a year  or  more 
to  produce  endolymphatic  hydrops  by  ob- 
struction of  the  endolymphatic  duct  and  sac 
in  the  cat,  but  we  have  produced  it  within 
12  hours  in  the  guinea  pig.3  Furthermore, 
Anson4  demonstrated  a great  variation  in 
the  size  and  location  of  more  than  200 
human  endolymphatic  sacs  dissected  in 
cadavers.  Shambaugh5  observed  that  the 
sac  was  much  smaller  and  less  well  de- 
veloped in  ears  of  patients  with  Meniere’s 
disease  as  compared  to  those  with  acoustic 
neuromas  as  observed  at  operation. 

From  this  evidence  it  is  reasonable  to 
assume  that  a small  or  abnormal  sac  or 
obstructed  endolymphatic  duct  would  dis- 
pose the  human  ear  to  endolymphatic  hy- 
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drops,  especially  if  one  or  more  metabolic 
disorders  reduced  endolymph  absorption 
from  the  sac  and  other  structures  in  the 
membranous  labyrinth. 

The  exact  relationship  between  endolym- 
phatic hydrops  per  se  and  the  signs  and 
symptoms  of  fluctuant  hearing  loss  is  not 
known.  From  the  immediate  and  complete 
relief  which  occurred  in  about  5%  in  our 
series,  presumably  those  with  a patent 
endolymphatic  duct,  when  the  sac  was 
shunted  to  the  subarachnoid  space,  we  be- 
lieve that,  in  the  beginning  at  least,  the 
signs  and  symptoms  of  fluctuant  hearing 
loss  are  caused  by  endolymphatic  hydrops 
alone  and  can  be  relieved  by  relieving  the 
endolymphatic  hydrops.  After  a time  re- 
lief of  the  endolymphatic  hydrops  alone 
will  not  relieve  the  hearing  loss,  which 
suggests  some  metabolic  defect  at  the  tissue 
level  which  has  become  fixed.  The  prompt 
decrease  in  fullness,  noise  and  hearing  loss 
which  occurs  in  most  patients  with  true 
fluctuant  hearing  loss  following  ingestion 
of  glycerin  simultaneous  with  its  strong 
dehydrating  action  on  the  tissues  is  further 
proof  that  endolymphatic  hydrops  is  the 
fundamental  lesion  in  fluctuant  hearing 
loss.6 

In  support  of  the  hypothesis  that  fluc- 
tuant hearing  loss  can  be  caused  or  at 
least  aggravated  by  metabolic  disorders  in 
addition  to  abnormalities  of  the  endolym- 
phatic duct  and  sac  is  the  extraordinary 
frequency  of  such  disorders  in  fluctuant 
hearing  loss.  The  common  denominator  of 
these  disorders  is  an  interference  with  the 
energy  metabolism  of  the  inner  ear.  A 
capillary  net  is  absent  in  the  organ  of  Corti 
presumably  for  the  sake  of  optimal  sensory 
function.  Consequently  there  exist  long 
diffusion  paths  for  glycogen,  which  is  the 
principal  substrate  of  the  organ  of  Corti,7 
and  oxygen  which  is  supplied  by  the  peri- 
lymph.8 This  poses  obvious  problems  for 
the  cells  of  the  organ  of  Corti  in  meeting 
their  energy  requirements.  The  stria  vas- 
cularis and  Ressiner’s  membrane  likewise 
have  high  energy  requirements  with  glu- 
cose being  the  principal  substrate  of  energy 
metabolism.7 

Knowledge  about  the  biochemical  com- 
plement of  the  cells  involved  is  largely  of 


indirect  nature,  derived  from  electron- 
microscopic,  staining  histochemical  and 
electrophysiologic  studies  and  also  from 
investigation  concerning  the  chemistry  and 
physiology  of  the  labyrinthine  fluids.  Only 
very  recently  have  quantitative  chemical 
analytical  techniques  been  applied  to  study 
the  cellular  populations  involved. 

Latent  diabetes  has  been  known  for  a 
long  time  to  be  a cause  of  widely  dissemi- 
nated neuropathies9  and  various  vestibular 
complaints.10  There  have  been  numerous 
reports  on  the  relationship  of  hypoglycemia 
and  Meniere’s  disease.11  Only  recently  was 
a case  reported  by  Parkin  and  Trice12  of 
hypoglycemia  and  sensorineural  hearing 
loss  which  fluctuated  widely  according  to 
the  glucose  content  of  the  blood.  Another 
simultaneous  report  by  Gladney  and  Shep- 
herd13 on  labyrinthine  dysfunction  in  latent 
and  early  manifest  diabetes  emphasized  the 
importance  of  performing  a glucose  tol- 
erance test  in  all  patients  suspected  of 
fluctuant  hearing  loss. 

We  have  observed  an  abnormal  glucose 
tolerance  test  in  approximately  57%  of 
our  last  70  patients  with  fluctuant  hearing 
loss,  by  at  least  one  of  the  3 standard  cri- 
teria based  on  plasma  glucose  values.14 
Most  of  these  tests  had  a characteristic 
shape,  above  200  mg%  of  true  blood  sugar 
values  at  30  minutes  and  1 hour  and  below 
100  at  3 and  4 hours,  which  is  typical  of 
the  dysinsulinism  of  latent  diabetes.  Fick15 
reported  a very  similar  percentage  of  pa- 
tients with  fluctuant  hearing  loss  to  have 
an  elevated  glucose  tolerance  test  (56%). 
Abnormally  low  glucose  levels  at  3 and  4 
hours  in  patients  with  Meniere’s  disease 
has  been  previously  reported  by  Weille.16 

The  glucose  tolerance  test  used  is  the 
standard  100-gram  carbohydrate  test  after 
the  patient  has  been  off  all  medication  and 
on  a 300-gram  carbohydrate,  3000-calorie 
diet  for  3 days.  The  test  is  started  be- 
tween 8 and  9 a.m.  after  an  overnight  fast. 
Blood  samples  are  collected  in  heparinized 
tubes  at  30-minute  intervals  for  4 hours. 
Plasma  glucose  is  determined  by  the  auto- 
analyzer, plasma  insulin  by  double  im- 
munoassay17, and  proinsulin  by  a combina- 
tion of  the  enzymatic  and  immunoassay 
methods  of  Kitabchi  et  al.18 
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Although  the  exact  metabolic  defect  in 
diabetes  mellitus  is  not  known,  it  is  true 
that  in  mature-onset  diabetes,  there  may  be 
an  excess  of  insulin  in  the  blood  in  the 
presence  of  hyperglycemia.19  Since  one  of 
the  major  functions  of  insulin  is  to  permit 
the  entrance  of  glucose  into  muscle  and  fat 
cells,  it  is  quite  possible  that  in  the  latent 
diabetic  with  a high  blood  sugar  concurrent 
with  a high  blood  insulin  level,  the  target 
tissues,  muscle  and  fat,  have  an  insensitivity 
to  insulin.  Alternatively,  it  is  also  possible 
that  the  measured  insulin  in  these  patients 
is  not  the  active  hormone,  but  the  less  active 
precursor,  proinsulin,20  which  is  highly  im- 
munoreactive  by  the  insulin  immunoassay, 
but  is  only  5 to  10%  as  active  biologically 
as  insulin.21 

Although  the  numbers  of  metabolic  stud- 
ies on  the  organ  of  Corti  and  stria  vascularis 
are  limited,  it  is  known  that  these  tissues 
have  very  high  respiratory  quotients,  great- 
er than  retina  and  renal  cortex.22  It  is 
quite  possible  that  since  glucose  is  the 
major  energy  substrate  in  these  tissues,  a 
hormonally  mediated  mechanism  for  glu- 
cose homeostasis  exists  in  these  tissues. 
If  this  hypothesis  is  valid,  it  is  possible 
that  in  the  latent  diabetic  the  inner  ear 
is  one  of  the  earliest  organs  to  show  met- 
abolic and,  subsequently,  physiologic  and 
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Fig.  1:  Fifty-one  year  old  truck  driver  with  a 
3-year  history  of  fluctuant  hearing  loss  with 
severe  attacks  of  vertigo.  Both  parents  diabetic. 
Mild  glucose  intolerance  with  very  high  insulin 
and  proinsulin  levels.  Good  relief  of  vertigo  on 
treatment. 


anatomic  dysfunction.  The  measurement 
of  proinsulin  and  insulin  in  a limited  num- 
ber of  our  patients  with  fluctuant  hearing 
loss  suggests  an  abnormally  high  level  of 
proinsulin  in  these  in  marked  contrast  to 
normal  subjects.23  This  would  tend  to  con- 
firm that  in  the  latent  diabetic  the  inner 
ear  does  not  respond  properly  to  insulin  and 
why  insulin  treatment  alone  is  not  effec- 
tive. For  most  of  these  patients  with 
fluctuant  hearing  loss  and  latent  diabetes 
restriction  of  carbohydrate  intake  and 
weight  reduction  are  all  the  antidiabetic 
treatment  required.  (Figs.  1,  2,  3,  and  4) 
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Fig.  2:  Thirty-seven  year  old  manual  laborer 
with  3-year  history  of  incapacitating  vertigo 
and  hearing  loss.  Abnormal  glucose  tolerance, 
high  insulin,  proinsulin  and  cholesterol  levels. 
Prompt  relief  of  vertigo  and  recovery  of  hear- 
ing on  treatment. 

Hypercholesterolemia,  not  familial,  with 
normal  liver,  thyroid  and  pituitary  func- 
tion, and  an  abnormal  glucose  tolerance 
was  found  to  be  associated  with  fluctuant 
hearing  loss  in  4 patients  and  did  respond 
to  our  usual  treatment  plus  a low  fat  diet. 
Presumably  this  abnormally  high  choles- 
terol is  due  to  a disorder  of  fat  as  well  as 
glucose  metabolism.  (Fig.  5) 

Excessive  smoking,  known  to  cause  hy- 
poglycemia24 and  to  interfere  with  a num- 
ber of  oxidative  enzyme  systems  and  now 
suspected  to  enhance  the  breakdown  of  the 
second  messenger  cyclic  3'  and  5'  AMP 
which  would  have  a suppressing  effect  on 
cochlear  function.  The  blood  of  a heavy 
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cigarette  smoker  may  have  as  much  as  20% 
of  his  hemoglobin  bound  as  inactive  car- 
boxyhemoglobin.25  (Fig.  6) 

Fluid  retention  and  the  chain  of  met- 
abolic disorders  that  cause  or  result  from 
it  are  known  to  cause  fluctuant  hearing 
loss  in  the  experimental  animal  and  man.26 


If  the  balance  between  production  and  ab- 
sorption of  endolymph  is  very  precarious, 
retention  of  fluid  may  cause  fluctuant  hear- 
ing loss.  The  dramatic  improvement  that 
accompanies  diuresis  in  some  patients  with 
fluid  retention  is  ample  proof  of  this  cause. 
(Fig.  7) 
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Fig.  3:  Seventy-two  year  old  real  estate  sales- 
man with  fluctuant  hearing  loss  for  several  years. 
Very  abnormal  glucose  tolerance,  high  insulin 
and  proinsulin  levels.  Prompt  recovery  of  hear- 
ing on  treatment. 
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Fig.  4:  Twenty-three  year  old  secretary  with 
sudden  onset  of  fluctuant  hearing  loss  5 months 
before.  Abnormal  glucose  tolerance  and  low  in- 
sulin with  very  high  proinsulin  typical  of  juve- 
nile diabetes.  Prompt  relief  of  vertigo  and  re- 
covery of  slight  hearing  loss  on  treatment. 
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FLUCTUANT  HEARING  LOSS  WITH  DIABETES  AND  

HIGH  CHOLESTEROL 

39720  3-71 

Fig.  5:  Thirty-seven  year  old  manual  laborer  recovery  of  hearing  and  relief  of  vertigo  with 
with  abnormal  glucose  tolerance,  high  choles-  treatment, 
terol,  insulin  and  proinsulin  (see  Fig.  2).  Prompt 
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Anxiety  is  known  to  exert  a harmful 
effect  on  the  function  of  the  inner  ear, 
perhaps  through  the  production  of  excess 
serotonin  or  other  such  antimetabolites,  or 
through  an  adverse  effect  on  circulation. 
Whatever  the  mode  of  action  the  relief  of 


anxiety  is  certainly  an  important  part  of 
the  treatment  of  fluctuant  hearing  loss. 
(Fig.  8) 

Allergy  is  an  important  cause  of  fluctuant 
hearing  loss  as  has  been  pointed  out  by 
Clemis27  and  Bryan28  and  others.  The  exact 
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FLUCTUANT  HEARING  LOSS  FROM  EXCESSIVE  SMOKING 
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Fig.  6:  Fifty-six  year  old  clerk  with  sudden  covery  when  patient  stopped  smoking  2 packs 

hearing  loss  in  the  left  ear  and  great  distortion  of  cigarettes  a day  because  of  excision  of  cancer 

of  sounds.  Partial  improvement  on  treatment  of  the  lip. 
for  2 months  with  sudden  and  complete  re- 
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SUDDEN  HEARING  LOSS  FROM  FLUID  RETENTION 
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Fig.  7:  Fifty-three  year  old  tense  cigarette  smok-  of  12  pounds  of  fluid  in  3 days.  Patient’s  hearing 
ing  traveling  salesman  whose  hearing  went  down  went  down  again  in  his  left  ear  when  he  ate 
suddenly  in  his  left  ear  after  eating  a lot  of  more  peanuts  and  once  again  he  recovered  on 
salted  peanuts.  Complete  recovery  with  diuresis  treatment. 
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mechanism  by  which  allergy  causes  fluc- 
tuant hearing  loss  is  not  known,  but  pre- 
sumably it  causes  endolymphatic  hydrops 
because  we  have  had  some  good  results  in 


treating  these  patients  with  our  usual  treat- 
ment aimed  at  relieving  the  endolymphatic 
hydrops  rather  than  eliminating  or  desensi- 
tizing to  the  offending  allergen.  (Fig.  9) 
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FLUCTUANT  HEARING  LOSS  WITH  EXTREME  ANXIETY 


Fig.  8:  Forty-four  year  old  clerk  typist  with 
latent  diabetes  and  a long  history  of  fluctuant 
hearing  loss  in  both  ears  who  made  no  improve- 
ment after  a subarachnoid  endolymphatic  shunt 
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of  the  right  ear.  She  made  no  improvement  in 
hearing  on  treatment  until  she  was  given  very 
heavy  doses  of  a tranquilizer,  Valium. 
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FLUCTUANT  HEARING  LOSS  IN  ALLERGIC  PATIENT  WITH 
BLOCKED  VESTIBULAR  AQUEDUCTS 

40462  3-71 

Fig.  9:  Twenty-seven  year  old  druggist  with  a for  food  allergies  (elsewhere)  but  prompt  re- 
long history  of  fluctuant  hearing  loss  in  both  covery  of  enough  hearing  and  comprehension  to 
ears  and  blocked  cochlear  aqueducts  on  polytome  resume  work  on  our  treatment, 
x-rays.  No  improvement  on  elimination  of  diet 
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Diagnosis  of  Fluctuant  Hearing  Loss 

A careful  history  must  be  taken  of  every 
patient  so  that  in  any  one  suspected  of 
fluctuant  hearing  loss  all  the  tests  will  be 
performed  necessary  to  confirm  the  diag- 
nosis. 

Three  days  before  the  tests  the  patient 
must  be  off  all  drugs  and  take  a high 
(3000)  calorie  diet  with  at  least  300  gm 
of  carbohydrate.  The  glucose  tolerance  test 
is  given  at  8:00  a.m.  preceded  by  the  usual 
tests  of  thyroid,  kidney,  and  liver  func- 
tion.29 One  hundred  grams  of  glucose  are 
given  by  mouth  and  great  care  is  taken  to 
collect  the  blood  samples  every  30  minutes 
for  4 hours. 

Complete  hearing  test,  positional  and 
caloric  electronystagmography,  Bekesy, 
SISI,  ABLB  and  x-rays  of  the  petrous  pyra- 
mids are  done.  Whenever  possible  polytome 
x-rays  are  made  to  try  to  demonstrate  the 
cochlear  aqueduct. 

The  hearing  loss  is  usually  in  one  ear 
first  and  much  later  the  other.  The  loss  is 
very  characteristically  cochlear,  with  an 
ascending  slope  at  first,  that  flattens  out 
later  and  eventually  becomes  descending. 
The  discrimination  is  usually  good  at  first 
although  if  the  onset  is  sudden  or  the  loss 
is  severe  there  may  be  a loss  of  discrimina- 
tion. The  Bekesy  tracing  is  usually  type 
II  if  there  is  any  loss  of  discrimination, 
or  type  IV  if  very  severe,  and  if  the  hear- 
ing and  discrimination  improve  with  treat- 
ment the  Bekesy  tracing  usually  reverts 
to  type  I.  The  SISI  scores  are  usually  high 
for  the  affected  frequencies  and  there  is 
usually  definite  recruitment  if  the  hearing 
loss  is  more  than  slight.  Most  characteristic 
is  the  great  distortions  in  the  quality  of  the 
affected  ear,  which  the  patient  may  describe 
as  “talking  out  through  that  ear”  or  “Donald 
Duck”  like  sounds.  There  may  be  unusual 
sensitivity  to  sound,  especially  if  the  on- 
set of  hearing  loss  is  sudden  and  recent. 

Treatment  of  Fluctuant  Hearing  Loss 

(1)  Complete  bed  rest,  heavy  sedation 
with  a strong  tranquilizer  such  as  diazepam 
(Valium)  5 to  10  mg  4 times  a day. 

(2)  No  smoking  or  tobacco  in  any  form. 

(3)  Low  salt  diet  and  one  potassium- 
sparing diuretic  (Dyazide)  each  morning. 


(4)  Inhalations  of  5%  C02  and  95%  02 
for  30  minutes  4 times  a day  to  increase  the 
blood  supply  to  the  inner  ear  and  dura  sur- 
rounding the  endolymphatic  sac.  The  con- 
tent of  C02  in  the  blood  is  the  prime  regu- 
lator of  cerebral  blood  flow  and  Kety  and 
Schmidt30  demonstrated  that  5 to  7%  COo 
caused  the  maximal  blood  flow  in  the  brain. 
We  have  substantiated  this  in  the  exposed 
membranous  labyrinth  during  stapes  opera- 
tions. 

(5)  Intravenous  infusions  of  250  ml  of 
lactated  Ringer’s  solution  with  2.75  mg 
histamine  phosphate  (Abbott)  given  as 
slowly  as  will  create  a flush  twice  a day 
simultaneous  with  inhalation  of  COo  and 
02. 

(6)  Complete  allergic  investigation  when 
indicated,  especially  the  leukocyte  cytotoxic 
reaction  test  by  the  method  of  Bryan28 
which  gives  more  useful  information  than 
other  types  of  tests  for  patients  with  fluc- 
tuant hearing  loss.  Removal  of  known  al- 
lergens. Periactin  4 mg  two  to  three  times 
a day  to  control  the  allergic  component. 

(7)  Stop  all  drugs,  especially  birth  con- 
trol and  diet  pills.  Both  of  these  have  been 
suspected  of  causing  fluctuant  hearing  loss. 

(8)  Low  carbohydrate,  low  calorie  diet 
in  those  with  latent  diabetes,  or  more 
vigorous  treatment  with  sulfonureas  or  in- 
sulin as  necessary.  Low  fat  diet  in  those 
with  elevated  cholesterol  and  one  of  the 
cholesterol-lowering  drugs  if  very  high  to 
prevent  other  complications. 

(9)  Weigh  patient  daily  to  observe  any 
diuresis. 

(10)  Hearing  tests  and  positional  elec- 
tronystagmography daily. 

Discussion  and  Summary 

Fluctuant  hearing  loss  is  a disorder  of 
the  inner  ear  in  which  occur:  1)  fullness, 
2)  tinnitus,  3)  fluctuation  in  hearing,  and 
4)  vertigo. 

Obstruction  of  the  endolymphatic  duct 
and  sac  are  known  to  be  associated  with 
the  complete  picture  of  Meniere’s  disease, 
but  various  metabolic  disorders  are  known 
to  be  associated  with  fluctuant  hearing  loss 
and  are  thought  to  contribute  to  it.  Most 
important  of  these  is  an  abnormal  glucose 
tolerance,  which  was  found  in  57%  of  our 
last  70  cases,  in  50%  of  which  the  glucose 
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intolerance  had  not  been  previously  de- 
tected. Also  observed  were  hyperlipemia 
7%,  excessive  smoking  10%,  fluid  retention 
10%,  allergy  7%  and  anxiety  in  7%. 

Most  unusual  were  the  high  insulin  and 
abnormally  high  (inactive)  proinsulin  lev- 
els in  all  of  the  patients  with  fluctuant 
hearing  loss  in  whom  these  tests  were  per- 
formed. These  indicate  an  active,  even  hy- 
peractive insulin  response  from  the  pan- 
creas but  an  inability  of  the  inner  ear  to 
recognize  and  utilize  this  insulin. 

The  treatment  given  is  empiric  at  best 
being  aimed  at  increasing  the  circulation 
and  with  it  the  oxygen  supply  to  the  inner 
ear  (inhalations  of  C02  and  02  and  intra- 
venous histamine)  and  removing  the  excess 
fluid  from  the  body  (low  salt  diet  and  po- 
tassium-sparing diuretic) . Anxiety  is  con- 
trolled with  a potent  tranquilizer  and  all 
potentially  harmful  drugs  and  allergens  are 
removed.  If  there  is  glucose  intolerance  the 
usual  management  is  used  but  what  is 
needed  is  a material  that  will  enable  the 
inner  ear  to  recognize  and  utilize  the  in- 
sulin that  is  present. 

Our  results  with  this  treatment  have 
been  good,  especially  for  the  control  of 
vertigo,  but  less  good  for  the  restoration  of 
hearing.  When  instituted  early  enough  this 
treatment  relieves  the  endolymphatic  hy- 
drops with  a decrease  in  fullness,  noise, 
fluctuations  of  hearing  and  vertigo,  whether 


in  attacks  or  postural.  Even  when  the  pa- 
tient is  not  aware  of  any  sensation  of 
vertigo  there  is  usually  some  positional 
nystagmus  which  is  usually  reduced  if  not 
entirely  eliminated  by  this  treatment.  This 
positional  nystagmus  is  the  most  constant 
sign  of  fluctuant  hearing  loss  next  to  the 
symptom  of  fullness,  presumably  due  to 
the  asymmetrical  stimulation  of  the  semi- 
circular canals  by  the  asymmetrical  endo- 
lymphatic hydrops.  Whatever  the  cause, 
it  is  a very  sensitive  objective  sign  of  the 
presence  of  endolymphatic  hydrops  in  fluc- 
tuant hearing  loss  and  reduction  in  this 
positional  nystagmus  is  an  equally  sensi- 
tive measure  of  the  effectiveness  of  treat- 
ment. It  is  not  unusual  for  positional 
nystagmus,  of  which  the  patient  is  not 
aware,  to  disappear  in  2 or  3 days  of  treat- 
ment, along  with  the  fullness  and  tinnitus 
and  a slight  improvement  in  hearing  and 
comprehension  in  the  affected  ear. 

While  we  do  not  know  the  cause  of  fluc- 
tuant hearing  loss,  we  do  know  the  glu- 
cose intolerance  of  latent  diabetes  is  com- 
monly associated  with  it.  Most  of  all  we 
have  learned  that  the  inner  ear  is  an 
exquisitely  sensitive  and  dynamic  register 
of  what  is  going  on  in  the  rest  of  the  body. 
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Cushing's  Disease* 

St.  Thomas  Hospital 

DR.  CLARENCE  E.  PEERY:  This  patient,  aged 
27,  was  admitted  to  St.  Thomas  Hospital  on 
January  7,  1969,  with  the  chief  complaint  of 
headache. 

Present  Illness:  The  patient  described  a 16 
month  history  of  intermittent  frontal  and  oc- 
cipital headaches.  At  the  onset  of  this  com- 
plaint, she  was  found  to  have  mild  hypertension. 
One  year  before  admissions,  she  had  been  discov- 
ered to  have  diabetes  and  was  hospitalized  for 
initial  control.  She  was  started  on  tolbutamide 
and  continued  this  medication  until  the  time  of 
this  admission  to  St.  Thomas  Hospital.  For  four 
to  five  months  before  admission,  she  had  noticed 
increasing  facial  hirsutism.  For  4 months  she 
noted  easy  bruising.  Three  weeks  before  admis- 
sion, she  noticed  an  increasingly  reddish  color- 
ation of  wide  abdominal  striae.  The  patient 
stated  that  she  had  been  obese  most  of  her  life 
but  had  gained  40  pounds  in  the  previous  year. 

Past  History:  It  was  of  interest  that  the  pa- 
tient had  been  married  three  and  one-half  years, 
but  had  not  become  pregnant. 

Family  History:  Her  sister  has  diabetes  and  is 
obese. 

Physical  Examination:  The  patient  was  an 

obese,  pleasant,  white  woman  in  no  distress. 
The  BP  was  156/108.  On  general  examination 
there  was  definite  preauricular  fullness,  supra- 
clavicular fullness,  a servico-dorsal  hump  and 


serum  electrolytes  showed  a sodium  of  139, 
postassium  of  4.4,  chlorides  of  102,  and  C02  of 
23  mEg/L. 

The  chest  x-ray  was  not  remarkable  and  an 
EKG  showed  nonspecific  ST  segment  and  T wave 
changes.  The  skull  x-ray  was  normal. 

DR.  JAMES  ANDERSON,  JR.:  Table  1 
shows  the  result  of  determinations  of 
plasma  17  hydroxycorticoids.  These  re- 
sults are  expressed  as  meg/ 100  ml.  The  first 
determination  was  taken  at  8 p.m.  and,  as 
you  can  see,  the  results  is  23  mcg/100  ml. 
The  normal  range  of  plasma  cortisol  at  this 
time  of  day  would  be  less  than  12  meg/ 
100  ml.  It  has  been  stated  that  one  of  the 
first  changes  in  hydrocortisone  secretion 
in  Cushing’s  disease  is  loss  of  the  normal 
diurnal  rhythm.  Thus,  this  finding  is  com- 
patible with  that  situation  as  the  value  is 
clearly  above  normal  at  this  evening  hour. 
Next,  an  estimation  of  the  ability  to  sup- 
press plasma  cortisol  was  obtained.  One 
milligram  of  dexamethasone  was  given  by 
mouth  at  11  p.m.  in  the  evening.  The  next 
morning  at  8 a.m.  plasma  was  taken  for 
determination  of  plasma  Compound  F.  As 
you  can  see,  9 hours  following  the  adminis- 
tration of  a small  dose  of  dexamethasone, 
there  is  little  or  no  suppression  of  the 
plasma  hydrocortisone  level.  Normal  in- 
dividuals have  suppression  of  the  plasma 
F level  to  10  or  less  following  this  dose 


Figure  I 


Plasma 

Date  Time 

Jan.  10,  1969  8 P.M. 

Jan.  11,  1969  8 A.M. 

centripetal  obesity.  There  was  an  increase  in 
lanugal  hair  over  the  cheeks  and  several  dark 
bristles  were  noted  on  the  chin.  There  were  sev- 
eral broad  reddish  purple  abdominal  striae  and 
several  bruises  were  noted  over  the  trunk  and 
extremities.  There  were  mild  acne  over  the 
chest. 

Laboratory  Studies:  Admission  laboratory 

work  revealed  the  following:  the  urine  was 
negative  except  for  1 + glycosuria  and  0-3  WBC 
on  microscopic  examination;  the  WBC  count 
7,300  with  68%  segmented  forms  and  32% 
lymphocytes  in  the  differential  smear.  The 

*From  the  Department  of  Internal  Medicine, 
St.  Thomas  Hospital,  Nashville,  Tenn. 


Cortisol 

Condition  Plasma  F 

Control  23 

1 mg.  Decadron  11  P.M.  19.5 

of  dexamethasone.  Thus,  these  measure- 
ments demonstrate  that  the  patient  does  not 
have  normal  diurnal  rhythmicity  of  hydro- 
cortisone secretion  and  the  plasma  hydro- 
cortisone cannot  be  readily  suppressed  by 
dexamethasone.  These  findings  indicate 
that  the  patient  has  Cushing’s  syndrome. 

Table  2 shows  the  results  of  urinary 
steroid  assays  obtained  during  the  patient’s 
hospitalization.  With  the  exception  of  one 
slightly  low  total  creatinine  in  the  last 
column,  one  can  see  that  urine  collections 
were  remarkably  accurate.  The  steroid 
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Figure  2 
Urinary  Steroids 


Date 

Condition 

17  Hydroxy’s 

17  Keto’s 

Creatinine 

Jan.  8,  1969 

Control 

23 

28 

1069 

Jan.  9,  1969 

Control 

27 

26 

1360 

Jan.  11,  1969 

Decadron  8 mg 

14 

15 

1231 

Jan.  12,  1969 

Decadron  8 mg 

12 

17 

1231 

Jan.  14,  1969 

Control 

28 

26 

1285 

Jan.  15,  1969 

Metopirone  3 Gm 

47 

35 

1257 

values  are  expressed  as  milligrams  per  total 
volume  for  the  24  hour  period.  The  normal 
range  for  24  hour  urinary  hydroxy’s  would 
be  3 to  7 mg  per  gm  of  urinary  creatinine. 
The  first  control  collection  in  this  patient 
contained  23  mg  of  17  hydroxysteroids  and 
the  second  control  contained  27  mg.  These 
values  are  clearly  above  normal  and  con- 
firm the  diagnosis  of  Cushing’s  syndrome 
suggested  by  the  previously  listed  plasma 
cortisol  levels.  The  control  urinary  17  keto- 
steroids  are  elevated  proportionately  to  the 
17  hydroxy’s.  The  normal  range  for  17  keto- 
steroids  would  be  5 to  15  mg. 

At  this  stage,  the  diagnosis  of  Cushing’s 
syndrome  due  to  endogenous  secretion  of 
excess  hydrocortisone  is  established.  The 
purpose  of  obtaining  the  next  3 tests  col- 
lections was  to  determine  the  exact  cause 
of  this  patient’s  Cushing’s  syndrome.  In 
the  results  of  plasma  cortisol  determination, 
it  has  been  shown  that  the  patient  did  not 
have  suppressed  secretion  of  hydrocortisone 
following  a low  dose  of  dexamethasone.  Of 
course,  the  low  dose  of  dexamethasone  test- 
ing for  urinary  suppression  of  17  hydroxy- 
steroids is  a popular  and  useful  technique 
in  the  diagnosis  of  Cushing’s  syndrome. 
The  purpose  of  low  dose  dexamethasone  is 
to  show  that  elevated  levels  of  urinary  17 
hydroxysteroids  are  not  due  to  normal  pro- 
duction of  ACTH.  At  this  stage,  in  this 
patient,  we  have  already  proved  that  the 
patient  does  not  have  normal  production 
of  ACTH.  So,  the  low  dose  of  dexametha- 
sone test  was  omitted  and  we  used  the  high 
dose  dexamethasone  suppression  test.  In 
this  test,  the  patient  was  given  dexametha- 
sone 2 mg  by  mouth  every  6 hours.  With 
this  dose  of  dexamethasone  suppression  of 
hydroxysteroids,  steroid  excretion  is  clearly 
demonstrated.  Suppression  of  the  urinary 
17  hydroxysteroids  to  a value  of  50%  of  the 


control  occurs  on  the  second  day  of  high 
dose  dexamethasone  administration.  This 
test  indicates  that  the  patient  has  Cushing’s 
disease,  for  the  exretion  of  17  hydroxy- 
steroids is  apparently  dependent  upon  the 
patient’s  production  of  ACTH.  To  confirm 
this  impression  that  the  patient’s  illness  is 
due  to  endogenous  overproduction  of 
ACTH,  a metopirone  test  was  performed. 
The  patient  was  given  500  mg  of  metopirone 
every  4 fours  for  6 doses  while  urine  was 
collected  for  17  hydroxysteroid  analysis. 
With  administration  of  this  drug,  the  uri- 
nary 17  hydroxysteroid  almost  doubled. 
Thus,  we  can  infer  that  the  patient’s 
pituitary  was  provoked  into  even  greater 
production  of  ACTH.  It  is  of  interest  that 
there  was  a parallel  increase  in  the  urinary 
17  ketosteroids  with  metopirone  adminis- 
tration. 

At  this  stage,  we  have  satisfactory  evi- 
dence that  the  patient  has  Cushing’s  disease. 
That  is,  she  has  excess  pituitary  production 
of  ACTH  with  consequent  overproduction 
of  hydrocortisone  producing  the  typical 
clinical  picture  of  Cushing’s  syndrome  and 
excess  urinary  excretion  of  17  hydroxy- 
steroids. Let  me  review  the  points  which 
support  this  diagnosis.  First  of  all,  Dr. 
Peery  has  described  typical  findings  in  the 
history  and  physical  examination.  Next, 
she  has  been  shown  to  have  a marked  in- 
crease of  plasma  hydrocortisone  at  8 p.m. 
in  the  evening.  We  have  shown  that  the 
plasma  hydrocortisone  level  is  not  sup- 
pressed by  a low  dose  of  exogenous  dexa- 
methasone. The  overproduction  of  hydro- 
cortisone has  been  confirmed  by  finding  an 
elevated  level  of  urinary  17  hydroxy- 
steroids. Thus,  as  you  can  see,  we  have  not 
relied  on  one  modality  of  examination  to 
establish  the  presence  of  Cushing’s  syn- 
drome. Furthermore,  we  have  shown  that 
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the  patient’s  overproduction  of  hydrocor- 
tisone is  dependent  on  her  own  production 
of  ACTH.  We  have  shown  this  because  after 
giving  her  a high  dose  of  dexamethasone 
which  would  suppress  her  own  production 
of  ACTH,  her  excretion  of  17  hydroxy- 
steroids  was  markedly  diminished.  Next, 
we  have  confirmed  that  her  pituitary  is 
active  in  the  production  of  ACTH  and  that 
the  adrenal  cortex  is  responsive  to  endo- 
genous ACTH  by  the  metopirone  test. 

Let  me  digress  to  review  the  mechanism 
of  the  metopirone  test.  Metopirone  is  a 
chemical  which  acts  in  the  adrenal  cortex 
as  an  enzyme  inhibitor  to  block  the  pro- 
duction of  hydrocortisone  in  the  adrenal 
cortex  so  that  the  adrenal  compound,  refer- 
red to  as  compound  S,  is  produced,  but 
cannot  be  converted  to  hydrocortisone. 
Compound  S,  which  may  be  chemically 
referred  to  as  11  desoxycortisol,  builds  up 
and  is  excreted  in  urine  and  is  measured 
as  a 17  hydroxysteroid.  However,  com- 
pound S is  not  recognized  by  the  mechanism 
responsible  for  the  production  of  ACTH 
and  this  mechanism  senses  a decrease  in  the 
production  of  hydrocortisone  and  initiates 
increased  production  of  ACTH.  This  in- 
crease in  endogenous  production  of  ACTH 
further  stimulates  the  adrenal  cortex,  but 
in  the  presence  of  metopirone  only  com- 
pound S is  produced.  Thus,  a positive 
feedback  scheme  is  initiated  with  excess 
production  of  the  17  hydroxy  compound  we 
have  referred  to  as  compound  S,  and  excess 
excretion  of  compound  S occurs.  This 
excess  excretion  is  measured  in  the  urine 
as  excess  of  17  hydroxysteroids.  So  you 
can  see  we  have  in  a way  tested  the  entire 
system  by  giving  metopirone.  We  have 
shown  that  the  patient  can  promptly  pro- 
duce ACTH  and  that  ACTH  can  promptly 
stimulate  her  adrenal  cortex  with  further 
increase  in  the  production  of  17  hydroxy- 
steroids. 

At  this  stage  in  the  patient’s  evaluation, 
the  diagnosis  of  Cushing’s  disease  was 
tested  against  other  possible  diagnoses 
which  might  have  been  responsible  for  her 
findings.  First  of  all,  the  patient  was  in 
the  hospital  where  she  did  not  have  access 
to  steroids  and  we  were  certain  that  she 
was  not  taking  exogenous  steroids.  Of 
course,  if  she  had  been  taking  exogenous 


steroids,  we  would  not  have  been  able  to 
demonstrate  high  dose  dexamethasone  sup- 
pression nor  metopirone  stimulation.  Much 
greater  care  was  required  to  be  certain  the 
patient  did  not  have  an  adrenal  tumor  pro- 
ducing the  findings.  Certainly,  an  adrenal 
adenoma  could  have  produced  the  results 
we  have  demonstrated  for  plasma  cortisol 
and  an  adrenal  adenoma  could  have  pro- 
duced the  excess  urinary  17  hydroxysteroids 
and  17  ketosteroids  that  we  measured  in  the 
control  period.  However,  if  the  patient  had 
an  adrenal  tumor,  it  would  function  in  an 
autonomous  fashion  and  would  not  be  de- 
pendent on  endogenous  production  of 
ACTH.  Therefore,  if  an  adrenal  adenoma 
had  been  present,  the  patient  would  not 
have  had  suppression  of  urinary  17  hy- 
droxysteroids on  high  dose  dexamethasone 
administration.  Furthermore,  prolonged 
autonomous  production  of  hydrocortisone 
would  have  been  expected  to  cause  chronic 
pituitary  suppression  so  that  the  pituitary 
would  not  be  capable  of  producing  ACTH 
in  excess  immediately  upon  the  adminis- 
tration of  metopirone.  Thus,  we  have  two 
tests  which  have  ruled  out  an  adrenal 
tumor — either  an  adrenal  adenoma  or  an 
adrenal  adenocarcinoma.  If  we  had  been 
faced  with  an  opposite  set  of  laboratory 
findings  and  had  believed  that  the  patient 
had  an  adrenal  tumor,  we  would  have  per- 
formed an  ACTH  infusion  with  the  expecta- 
tion that  if  an  adenoma  were  present,  it 
would  likely  respond  to  the  ACTH  infusion 
or  if  an  adenocarcinoma  had  been  present, 
it  would  most  likely  not  respond  to  the 
ACTH  infusion.  In  addition,  if  the  patient 
had  not  suppressed  with  large  dose  dexa- 
methasone administration,  we  would  have 
faced  the  diagnostic  possibility  that  she  had 
ectopic  overproduction  of  ACTH  from  a 
nonendocrine  tumor.  This  diagnosis  can  be 
established  if  one  can  have  an  ACTH  assay 
performed.  If  the  urinary  17  hydroxy- 
steroids cannot  be  suppressed  by  high  dose 
dexamethasone  administration  and  an  ele- 
vated plasma  ACTH  level  is  found,  one 
would  be  dealing  presumably  with  the 
ectopic  ACTH  syndrome. 

In  this  case,  the  diagnosis  of  Cushing’s 
disease  was  established  and  confirmed 
with  the  8 steroid  analyses  we  have  pre- 
sented. The  next  decision  was  in  regard  to 
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treatment.  I thought  there  was  no  urgency 
about  treatment  in  this  particular  case. 
Treatment  would  have  been  urgent  if  the 
patient  had  shown  a sign  of  psychosis,  for 
example,  depression.  Treatment  would  have 
been  urgent  if  the  patient  had  shown  sig- 
nificant signs  of  osteoporosis  with  frac- 
tures. Treatment  would  have  been  urgent 
if  the  patient  had  shown  evidence  of  ac- 
celerated vascular  disease  or  hypertension. 
However,  none  of  these  conditions  applied 
to  this  patient.  Cushing’s  disease  is  a lethal 
process,  but  from  the  history,  we  were 
certain  that  we  had  seen  this  patient  in  an 
early  stage  of  the  disease,  well  before  any 
significant  complication  had  set  in.  There- 
fore, I did  not  think  that  complete  bilat- 
eral adrenalectomy  was  indicated  as  soon 
as  the  diagnosis  was  established.  Total 
adrenalectomy  is  the  most  widely  used 
treatment  for  Cushing’s  disease  and  it  will 
promptly  halt  the  deteriorations  I have  just 
referred  to.  However,  one  is  simply  ex- 
changing one  endocrine  disease  for  another, 
if  the  patient  has  had  the  adrenals  removed, 
she  would  have  Addison’s  disease  and  a life- 
time requirement  of  hormonal  replacement. 

The  patient  was  referred  to  the  radio- 
therapy unit  at  Vanderbilt  University  Hos- 
pital where  she  was  treated  as  an  inpatient 
and  given  4100  R by  Cobalt60  irradiation  to 
the  pituitary  gland  over  a period  of  25 
days. 

Table  3 shows  the  results  of  follow-up 
determination  of  urinary  steroids.  The 
patient’s  pituitary  irradiation  was  com- 
pleted in  February  1969.  From  this  point 
forward,  one  can  see  a progressive  fall  in 


the  urinary  17  hydroxysteroids.  Six  months 
after  irradiation,  the  patient  was  excreting 
less  than  10  mg  of  hydroxysteroids  per  gm 
of  creatinine  and  this  put  her  into  the  class 
of  patients  receiving  benefit  from  such 
treatment.  As  you  can  see,  the  urinary  17 
ketosteroids  also  decreased.  By  December 
1969,  there  was  a further  decrease  in  the 
urinary  hydroxysteroids,  and  on  physical 
examination  in  March  of  1970,  it  was  noticed 
that  the  abdominal  striae  were  fading  and 
the  blood  pressure  was  135/70.  On  April 
9,  1970,  the  patient  was  admitted  to  Park 
View  Hospital  for  treatment  of  menorrhagia 
with  severe  anemia  requiring  transfusion. 
The  patient  was  managed  during  this  hos- 
pitalization by  Dr.  Ralph  Kling  and  at  this 
time  I would  like  to  ask  Dr.  Kling  to  de- 
scribe his  findings  and  subsequent  manage- 
ment. 

DR.  RALPH  KLING:  I first  saw  this 

patient  in  April  of  1970  while  she  was 
having  severe  uterine  bleeding,  and  I must 
admit  I had  some  apprehensive  moments 
driving  to  the  hospital  and  trying  to  recall 
some  past  experience  concerning  a pituitary 
Cushing’s  syndrome  following  irradiation. 
When  I arrived,  she  was  bleeding  profusely 
and  the  hemoglobin  was  6 gm.  I gave  her 
2 units  of  blood  and  did  a D & C which 
resulted  in  good  hemostasis.  On  examina- 
tion, both  before  and  under  anesthesia,  no 
pelvic  disease  was  found.  After  operation, 
I treated  her  with  estrogen  and  proges- 
terone for  two  cycles. 

She  expressed  a strong  desire  to  become 
pregnant,  so  we  discontinued  the  hormones 
and  began  our  infertility  studies  which 


Figure  3 

Urinary  Steroids  Following  Pituitary  Irradiation 
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* Chemical  interference  was  suspected. 
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revealed  that  she  was  not  ovulating.  We 
gave  her  clomiphene  citrate  and  she  con- 
ceived the  first  cycle  and  terminated  her 
pregnancy  with  twins,  a 5 pound  13  ounce 
female  and  a 5 pound  6 ounce  male.  Her 
pregnancy  was  uneventful  except  for  an 
exaggeration  of  the  usual  signs  and  symp- 
toms, nausea,  vomiting  and  extreme  emo- 
tional instability.  Her  postpartal  course 
was  uneventful  except  for  a mild  depres- 
sion. 

Now  a word  about  clomiphene  citrate. 
This  product  is  manufactured  by  the  Merrell 
Company  and  has  been  investigated  exten- 
sively over  the  past  10  years  in  many 
medical  centers.  Dr.  Robert  Greenblatt  of 
the  University  of  Georgia  and  Dr.  Robert 
Kistner  at  Harvard  University,  are  two  of 
the  leading  authorities.  It  is  ironic  how  this 
drug  came  into  use.  It  was  first  used  as  an 
infertility  drug,  but  instead  of  blocking 
ovulation  it  is  now  the  leading  agent  for 
inducing  it. 

Its  mode  of  action  is  unknown,  but  it  is 
thought  to  act  primarily  on  the  hypothala- 
mus which  then  causes  the  pituitary  to 
release  follicle  stimulating  hormone  and 
luteinizing  hormone.  Maturation  of  an 
ovarian  follicle  occurs  resulting  in  proges- 
terone secretion  from  the  corpus  luteum, 
thus,  preparing  the  endometrium  for  nida- 
tion of  the  fertilized  ovum. 

Clomiphene  citrate  is  not  a panacea  for 
all  infertility  problems.  Most  patients  have 
other  gynecologic  or  medical  problems  that 
should  be  treated  specifically.  Patients  with 
infertility  problems  should  be  evaluated 
carefully  and  this  drug  should  be  given  only 
after  complete  evaluation  of  both  the 
patient  and  her  husband.  The  man  is  at 
fault  in  15  to  20%  of  all  infertility  problems. 

It  has  been  shown  that  70  to  80%  of 
anovulatory  women  will  ovulate  on  clomi- 
phene citrate;  35  to  50%  of  these  women 
will  conceive;  15  to  20%  of  these  will  abort. 
However,  if  the  pregnancy  continues,  no 
increased  incidence  of  fetal  abnormalities 
occurs. 

Complications  to  clomiphene  citrate  are 
usually  dose  related  and  are  self  limiting. 
Ovarian  cysts  may  occur  10  to  15%  of  the 
time  and  retreatment  should  not  be  given 
until  they  resolve,  which  means  the  patient 
should  be  examined  before  each  cycle  of 


therapy;  multiple  pregnancy  occurs  in  about 
6%,  usually  twins  and  also  dose  related; 
hot  flashes  occur  in  about  10%;  nausea  and 
vomiting  in  about  2%  and  a few  will  have 
breast  and  abdominal  discomfort.  The  dos- 
age is  50  mg  daily  for  5 days  immediately 
following  a period.  If  no  ovulation  occurs 
the  dose  is  gradually  increased  to  150  mg 
per  day  for  5 days. 

Other  ovulatory  drugs  now  under  investi- 
gation which  act  primarily  on  the  ovaries 
are  human  pituitary  gonadotropin,  contain- 
ing both  follicle  stimulating  hormone  and 
luteinizing  hormone.  This  material  is  made 
from  pituitary  glands  obtained  at  autopsy. 
Human  menopausal  gonadotropin  is  ob- 
tained from  menopausal  women  consisting 
of  follicle  stimulating  hormone  and  lutein- 
izing hormone.  Human  chrionic  gonado- 
tropin is  obtained  from  urine  of  pregnant 
women  and  consists  primarily  of  luteinizing 
hormone.  These  agents  frequently  cause 
multiple  births.  The  quintuplets,  etc.,  are 
usually  a result  of  one  of  the  above  agents 
rather  than  clomiphene  citrate. 

In  summary,  this  patient  shows  a success- 
ful result  from  using  clomiphene  citrate. 
Fortunately,  she  still  had  an  intact  hypo- 
thalamic pituitary  ovarian  uterine  axis.  Dr. 
Anderson  gave  her  just  enough  cobalt  to 
cure  her  Cushing’s  syndrome. 

DR.  ANDERSON:  The  patient  was  seen 
for  follow-up  examination  in  August  of 
1970,  which  would  have  been  early  in  the 
first  trimester  of  her  pregnancy.  At  that 
time,  it  was  found  that  her  face  was  quite 
a bit  slimmer  in  appearance  and  the  abdom- 
inal striae  had  become  gray  in  color.  Tol- 
butamide was  discontinued  during  the 
pregnancy  and  the  diabetes  was  managed 
by  diet  alone.  Blood  sugar  levels  were 
followed  by  her  local  physician  and  insulin 
was  not  required  for  control. 

Although  it  is  likely  that  the  patient 
could  have  tolerated  the  stress  of  delivery 
without  adrenal  insufficiency,  it  was 
thought  wise  to  provide  hormonal  coverage 
in  view  of  the  small  possibility  of  anterior 
pituitary  insufficiency.  Therefore,  the  pa- 
tient was  given  parenteral  cortisone  before 
she  was  taken  to  the  delivery  room  and 
this  medication  was  continued  in  tapered 
doses  for  a few  days  after  delivery.  The 
patient  was  seen  one  month  after  delivery 
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at  which  time  the  blood  pressure  was 
normal  and  the  24  hour  urinary  hydroxy- 
steroids  were  5.4  mg.  If  this  last  value  is 
confirmed  on  subsequent  testing,  it  is  likely 
this  patient’s  Cushing’s  disease  has  been 
cured  by  pituitary  irradiation. 

In  summary,  we  have  presented  the  case 
of  a 27  year-old-married  woman  who  pre- 
sented with  the  typical  findings  of  Cushing’s 
disease.  She  received  definite  benefit  from 
pituitary  irradiation.  Later,  she  required 
hospitalization  and  treatment  because  of 
severe  menorrhagia.  Subsequently,  after  a 
course  of  clomiphene  citrate,  she  became 
pregnant  and  ultimately  delivered  twins. 
I should  like  to  thank  Dr.  Gene  Peery  for 
summarizing  the  patient’s  initial  diagnostic 
evaluation  at  St.  Thomas  Hospital.  Finally, 
I should  like  to  thank  Dr.  Ralph  Kling,  a 
member  of  this  hospital’s  Department  of 
Obstetrics  and  Gynecology,  for  attending 
these  medical  grand  rounds  to  discuss  the 
obstetrical  management  of  this  case. 

DR.  HOWARD  FOREMAN:  I still  don’t 
understand  why  she  had  menorrhagia,  and 
do  you  relate  that  to  her  treatment  of 
Cushing’s  disease  or  is  it  an  unrelated 
complication? 

DR„  ANDERSON:  I cannot  give  you  an 
answer  about  whether  this  was  related  to 
her  pituitary  irraditation.  I think  not.  The 
lady  had  been  married  a number  of  years. 
She  had  not  become  pregnant.  I believe 
she  would  have  had  a fertility  problem  and 


had  problems  regarding  ovulation  regard- 
less of  whether  she  had  developed  Cushing’s 
disease.  You  can  only  speculate,  I think, 
as  to  whether  pituitary  irradiation  made 
her  more  likely  to  develop  dysfunction. 
Ralph,  do  you  have  a comment  about  that? 

DR.  KLING:  No,  I would  agree. 

DR.  ANDERSON:  She  may  have  had 

fertility  problems  regardless  of  whether  or 
not  she  developed  Cushing’s.  She  had  not 
had  Cushing’s  disease  long  when  she  pre- 
sented to  us  the  history  which  was  quite 
accurate  and  brief.  She  had  been  married 
a number  of  years  and  had  not  conceived. 

DR.  THOMAS  J.  DAVIS,  JR.:  Did  you 
check  the  thyroid  function  after  pituitary 
irradiation? 

DR.  ANDERSON:  This  lady  was  taking 
thyroid  when  she  was  presented  to  me. 
She  was  taking  thyroid  in  a small  dose. 
Her  PBI  was  3.9  when  she  entered  the 
hospital.  We  increased  the  dose  of  thyroid 
and  have  maintained  her  on  thyroid  since. 

UNIDENTIFIED  PHYSICIAN:  You  said 
blood  sugars  were  satisfactory  during 
pregnancy.  What  was  satisfactory? 

DR.  ANDERSON:  The  blood  sugars  re- 
mained normal.  She  did  not  have  hyper- 
glycemia. If  she  had  had  fasting  hypergly- 
cemia during  the  pregnancy,  I would  have 
recommended  insulin. 

If  there  are  no  further  questions,  this 
concludes  the  meeting. 


It’s  your  professional  privilege 
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PHYSICIANS  NEEDED 

General  Practitioners,  Internists,  Orthopedic 
Surgeon,  Urologist  and  Psychiatrist  needed 
in  community  of  75,000.  200  bed,  fully  ac- 
credited hospital.  37  physicians.  For  infor- 
mation, call  collect:  Carney  W.  Wright,  Ad- 
ministrator, or  Dr.  B.  T.  Iglehart,  Chairman, 
Recruitment  Committee,  MEMORIAL  HOS- 
PITAL, Clarksville,  Tennessee  37040. 

Phone:  (615)  647-1541. 


TMA  WILL  CONDUCT  CONFERENCE  ON  MANAGEMENT  OF  DELIVERY  OF  HEALTH  CARE 

• • • An  informational  Conference  on  Socio-Economics  of  Management 
of  the  Delivery  of  Health  Care  will  be  presented  on  Sunday,  November  14 
at  the  Airport-Hilton  Inn  at  Nashville  . . . The  Conference  will  cover 
the  socio-economics  of  medical  care  delivery  systems  with  special 
emphasis  on  Foundations  for  Medical  Care  . . . The  House  of  Delegates 
is  being  called  into  special  session  to  meet  jointly  with  the  Conference 
for  informational  purposes  and  to  become  knowledgeable  in  order  to  be 
prepared  to  make  decisions  if  it  is  determined  to  develop  a Medical  Care 
Foundation  at  the  regional  or  state  level.  This  will  be  a policy  matter 
and  for  this  reason,  the  House  is  being  called  • • . In  addition  to  the 
House  of  Delegates,  TMA  Officers,  Committee  Chairmen,  and  Presidents 
and  Secretaries  of  all  County  Medical  Societies  are  being  invited  to 
attend. 
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NOTED  AUTHORITIES  TO  SPEAK  . • • The  Conference  program  will  feature 
addresses  by  noted  authorities  on  health  legislation  and  medical  care 
delivery  systems  • • • Topics  on  "National  Health  Insurance  and  Other 
Current  Legislative  Problems"  will  be  one  subject  presented — 
"Philosophies  and  Policies  of  Foundation  for  Medical  Care,"  and 
"Foundation  Administration  and  Programs,"  are  other  topics  to  be 
presented  by  noted  speakers  excellently  qualified  in  these  areas. 
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GROUP  PRACTICE  IN  TENNESSEE  ...  As  a result  of  HMO's  and  Medical 
Foundations,  much  controversy  appears  in  the  reports  of  medical  care 
delivery  systems  as  they  pertain  to  group  practice.  Following  is  the 
status  of  participation  at  present  in  group  practice  in  Tennessee  . • . 
There  are  146  total  groups  in  the  state — 86  of  which  are  single 
specialty,  10  general  practice,  and  50  multiple  specialty  groups  ... 
The  total  number  of  physicians  in  these  groups  are  673  ; 355  of  whom 
participate  in  single  specialty  groups,  32  in  general  practice,  and  286 
in  multiple  specialty  groups  • . • Groups  and  group  physicians  in  groups 
with  prepayment  plans  in  effect  in  Tennessee  reveal  that  there  are  10 
groups  representing  2.5%  of  the  groups  ...  In  this  category,  136 
physicians  participate,  or  2.1%  of  the  total  number  of  physicians  listed 
in  group  practice  • « • These  are  the  latest  available  data  On  group 
practice  which  was  compiled  as  of  the  close  of  1969  by  the  Center  for 
Health  Services  and  Research  Development  of  the  American  Medical 
Association. 

IMPORTANT  CHANGE  IN  MEDICARE  AND  MEDICAID  SERVICES  OF  INTEREST  TO  DOCTORS 

. . . The  Medicare  Intermediary  (Equitable)  has  notified  all  providers  of 
Medicare  and  Medicaid  services,  important  information  pertaining  to 
cytological  examinations  • . . Effective  September  1,  1971  all  cytolog- 


ical  examinations  of  the  United  Medical  Laboratories  of  Portland, 

Oregon  will  not  be  covered  under  the  Medicare  and  Medicaid  programs 
(Titles  XVIII  and  XIX  of  the  Social  Security  Act).  All  physicians  who 
participate  in  the  Medicare  and  Medicaid  programs  should  note  this, 
since  no  payments  can  be  made  on  behalf  of  Medicare  and  Medicaid 
patients  received  cytological  examinations  from  this  laboratory  on  or 
after  September  1,  1971.  It  should  be  emphasized  that  this  exclusion 
applies  only  to  cytological  examinations. 
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RECOMMENDED  READING  . . . "Health  Care  in  America:  A Heretical 

Diagnosis,"  appearing  in  the  Saturday  Review  (August  14,  1971)  by  Harry 
Schwartz,  New  York  Times  staffer  and  editorial  writer,  who  is  completing 
a book  on  American  health  care.  Mr.  Schwartz’s  article  is  penetrating, 
analytical,  hard  hitting.  It  by  no  means  is  a sop  for  medicine  and  it 
most  certainly  will  be  damned  by  proponents  of  national  health 
insurance.  It  is  a rare  and  splendid  piece  of  journalism  that  punctures 
a lot  of  hot-air  balloons.  (See  page  855  this  issue.) 
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MALPRACTICE  COMMISSION  ESTABLISHED  ...  At  the  TMA  House  of  Delegates' 
session  last  April,  Resolution  No.  13-71  was  adopted.  The  Resolution 
called  for  the  American  Medical  Association  to  strongly  urge  and  use 
its  influence  to  recommend  that  the  President  proceed  immediately  with 
appointment  of  a commission  to  study  malpractice,  and  to  use  every 
resource  and  facility  that  it  had  to  assist  the  commission  in  its 
deliberations  in  arriving  at  its  final  conclusions  . • . This  has  been 
done  and  HEW  has  established  a Commission  on  Medical  Malpractice,  to 
investigate  the  causes  behind  the  increasing  number  of  malpractice 
claims  and  the  impact  of  claims  on  the  health  care  system,  legal  system, 
insurance  industry  and  the  public.  A 19-member  commission  has  been 
appointed,  5 of  whom  are  physicians,  which  includes  AMA  President-Elect, 
Carl  A.  Hoffman,  M.D.  Dr.  Hoffman  stated  "malpractice  is  a national 
problem  of  the  highest  priority".  He  stated  that  "insurance  alone  is  not 
the  answer  and  we  are  gratified  that  the  HEW  has  named  this  commission 
to  find  the  means  to  a total,  national  solution  to  the  problem"  • . • 
Tennessee  was  one  of  several  states  that  brought  this  matter  vividly  to 
the  forefront  in  the  AMA  House  of  Delegates,  resulting  in  the  establish- 
ment of  the  commission. 

YOUR  CHANCE  TO  BE  HEARD  . . . You  can  be  heard  in  the  AMA  House  of 
Delegates  . • . TMA  members  having  any  issues,  problems  or  ideas  they 
wish  the  Tennessee  Delegation  to  consider  for  presentation  to  the  AMA 
1971  Clinical  Convention  House  of  Delegates  in  New  Orleans,  November  27- 
December  1,  can  send  them  in  writing  to  the  TMA  Headquarters  and  they 
will  be  passed  on  to  your  AMA  Delegates. 
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AMA'S  RELATIONSHIPS  WITH  CONGRESS  . . . Are  immeasurably  better  today  than 
they  were  10  years  ago — or  5,  or  2 years  ago.  Representative  Jerry  L. 
Pettus  (R-Calif ornia)  told  the  AMA  Communications  Clinic.  Pettus  said 
the  change  is  taking  place  as  a result  of  AMA  becoming  a problem  solver. 
"It  comes  up  with  ideas;  it  recommends  legislation;  and  thereby,  it  is 
winning  the  confidence  and  respect  of  Congressmen."  . . . "No  where  in 
the  process  do  I see  the  AMA  compromising  its  principles."  ... 
Congressman  Pettus  stated  that  if  the  Kennedy  bill  to  nationalize  the 
health  care  systems  were  to  come  up  for  a vote  in  the  Ways  & Means 
Committee  now,  not  more  than  6 of  the  25  members  of  the  Committee 
would  support  it. 


Communications 


Legislation 


Hadley  Williams,  Assistant  Executive  Director 


WORKSHOP  ON  NEW  JCAH  STANDARDS  SCHEDULED  ...  The  Tennessee  Medical 
Association  and  the  Tennessee  Hospital  Association  will  co-sponsor  a 
1%  day  workshop,  October  18  and  19,  for  the  purpose  of  explaining  the 
new  JCAH  Standards  for  Hospital  Accreditation.  The  meeting  will  take 
place  in  Nashville  at  the  Sheraton  Motor  Inn  beginning  at  12:30  p.m. 
on  Monday,  October  18,  concluding  at  5:30  p.m.  On  Tuesday,  October  19, 
the  workshop  will  be  from  8:30  a.m.  until  4:30  p.m.  A small  registra- 
tion fee  will  be  charged  to  offset  expenses.  A team  from  the  Joint 
Commission  will  compose  the  faculty  for  the  workshop.  Included  in  the 
program  format  will  be  highlights  of  the  New  Hospital  Accreditation 
Manual,  details  of  the  survey  process  including  the  pre-survey 
questionnaire,  computer  program,  on-site  survey,  survey  report, 
accreditation  decision  and  the  appeal  mechanism.  A guided  review  of  the 
new  standards  relative  to  the  hospital’s  governing  body  and  management, 
medical  staff,  environmental  services  and  medical  record  services  will 
also  be  included  as  well  as  review  of  the  guidelines  for  the  Formulation 
of  Medical  Staff  By-laws,  Rules,  and  Regulations.  Interested  physicians 
are  urged  to  attend.  Additional  information  and  registration  forms 
will  be  available  through  local  hospitals. 


NEW  MEDICAL  SCHOOLS  TO  OPEN  . . . With  the  addition  of  five  new  medical 
schools  opening  for  the  first  time  this- Fall,  there  will  be  108  schools 
in  the  United  States.  A total  of  19  new  medical  schools  have  admitted 
first  year  classes  since  1967,  which  is  an  increase  of  21  per  cent.  The 
newest  schools  are  expected  to  enroll  at  least  500  freshmen  students  by 
1975.  These  are  the  University  of  South  Florida  College  of  Medicine, 
Tampa;  Rush  Medical  College,  Chicago;  University  of  Missouri  (at  Kansas 
City)  College  of  Medicine  ; University  of  Nevada  School  of  Medical 
Sciences,  Reno;  and  the  State  University  of  New  York  at  Stony  Brook. 

Rush  Medical  College  is  being  re-established  after  a lapse  of  nearly  30 
years.  It  closed  in  1942. 


MEDICAL  FOUNDATIONS  GET  FEDERAL  GRANTS  ...  Six  medical  society  founda- 
tions have  received  $418,586  in  grants  from  the  Department  of  Health, 
Education  and  Welfare  to  plan  or  develop  health  maintenance  organiza- 
tions. They  were  among  the  66  medical  organizations  who  received 
planning  grants  totaling  $6.5  million  from  the  Medical  Services 
Administration  last  month.  Those  receiving  funds  included  the  Medical 
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Care  Foundation  of  Sacramento  (Calif.)  $101,266  for  the  design  of  a 
private  practice  HMO.  The  Foundation  for  Medical  Care  of  Sonoma  County 
(Santa  Rosa,  Calif.)  received  $102,750  to  conduct  a study  and  develop 
the  operational  design  for  an  HMO  to  serve  three  counties.  The  Nassau 
(N.Y.)  Medical  Services  Foundation  received  $64,000  for  development  of 
an  HMO  in  urban  Garden  City.  The  Bexar  County  (Tex.)  Medical  Founda- 
tion, San  Antonio,  received  $63,820  to  plan  and  develop  an  HMO  to  serve 
both  urban  and  rural  residents  of  the  county.  The  Metropolitan  Denver 
(Colo.)  Foundation  for  Medical  Care,  Englewood,  received  $52,550  to 
establish  an  HMO  in  metropolitan  Denver.  The  Mesa  County  (Colo.) 

Medical  Society  reecived  $13,000  to  develop  a foundation-based  HMO  for 
175,000  rural  residents  in  a territory  covering  30,000  square  miles.  It 
received  an  additional  $36,195  in  a pilot  program  grant. 
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MEDICINE'S  LOBBY  RANKED  16th  . . . The  American  Medical  Association  ranked 
16th  among  organizations  that  filed  lobby  spending  reports  for  1970 
according  to  Congressional  Quarterly.  The  AMA  figure  is  $96,064.  Some 
of  the  organizations  listed  ahead  of  the  AMA  are  Veterans  of  World  War  I 
($341,244)  ; National  Association  of  Letter  Carriers,  AFL-CIO  ($277,125)  ; 
United  Federal  Postal  Clerks,  AFL-CIO  ($228,325)  ; Council  for  a Livable 
World  ($214,626)  ; AFL-CIO,  National  Headquarters  ($197,493)  ; American 
Farm  Bureau  ($163,553)  ; and  the  American  Hospital  Association  ($153,241). 
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THREE  STATES  REQUIRE  CONTINUING  EDUCATION  FOR  MEMBERSHIP  . . . Physicians 
in  three  states  now  must  complete  a specified  number  of  hours  of 
continuing  medical  education  to  be  eligible  for  active  membership  in 
their  State  Medical  Association.  The  Arizona  Medical  Association  is  the 
latest  to  implement  the  requirement.  Its  House  of  Delegates  adopted  a 
resolution  requiring  each  member  to  complete  a minimum  of  150  credit 
hours  of  continuing  medical  education  every  three  years.  Similar  re- 
quirements previously  were  adopted  by  the  Oregon  Medical  Association  and 
the  Pennsylvania  Medical  Society.  The  requirements  are  similar  to  those 
of  the  AMA's  Physician's  Recognition  Award  for  Continuing  Medical  Edu- 
cation which  was  initiated  in  1969.  Thus  far,  a total  of  23,610 
physicians  have  received  the  award  in  the  past  two  years. 


♦ * * # * 


INTERNS  AND  RESIDENTS  FORM  UNION  ...  At  the  University  of  Michigan 
Hospital,  interns  and  residents  have  formed  a labor  union  and  are 
seeking  collective  bargaining.  The  University  contends  that  the  500 
members  of  the  Union  are  students  or  trainees,  rather  than  employees, 
and  has  appealed  a decision  by  the  Michigan  State  Employment  Relations 
Commission  which  ruled  that  the  interns  and  residents  are  public 
employees.  Final  decision  by  the  Appellate  Court  in  Michigan  could  have 
far-reaching  effect  on  internship-residency  programs  nationwide. 
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The  national  legislative  leaders  will  very  likely  undertake  to 
pass  bills  in  the  coming  session  to  “permit  access  to  medical  care 
for  all  citizens.”  That  is  gobbledygook  for  “socialized  medicine.” 
Bills  range  from  the  AMA  Medicredit  bill  which  permits  a “plural- 
istic” choice-of-care  type  of  approach  on  the  one  hand  to  the 
repressive,  no-choice,  compulsory  monolith  proposed  by  Senator 
Kennedy  and  the  labor  officers.  If  the  legislation  is  delayed  in  1972 
due  to  the  reduced  tax  base  now  available,  it  will  probably  come 
in  some  form,  soon. 

Without  debating  the  merits  of  the  case  (and  I,  for  one,  feel 
that  the  best  that  can  be  said  for  our  Medicredit  bill  is  that  it  is 

the  least  of  many  proposed  evils)  of  one  bill  versus  the  other,  I 
feel  that  we  in  medicine  must  be  involved  in  a search  for  the  means  by  which  we  may 
salvage  some  freedom  for  doctors  and  patients  and  for  some  means  of  avoiding  the  de- 
struction of  our  educational  and  scientific  societies. 

For  those  of  us  on  the  “jump  seat”  for  medicine,  it  is  all  too  obvious  that  the  various 
sections  of  the  Department  of  Health,  Education  and  Welfare  are  only  too  anxious  and 

much,  much  too  far  along  in  their  planning  for  the  day  when  all  of  the  activities  of 

organized  medicine  and  its  various  fragments  will  be  seized  and  managed  by  the  big 
computer  in  Washington,  and  there  are  so  very  many  good  socialist  bureaucrats  licking 
their  chops  to  think  of  it. 

As  of  the  present  time,  it  appears  that  the  Medical  Care  Foundation  offers  a chance 
for  the  salvation  of  some  freedom  for  doctors  to  “do  their  own  thing,”  and  at  the  same 
time  to  retain  much  of  the  great  and  good  organizations  that  we  have  built  over  the  cen- 
turies. The  Tennessee  Medical  Association  has  acted  to  permit  representatives  of  the 
various  medical  societies  in  our  state  to  have  access  to  the  best  knowledge  available  on 
the  subject.  This  is  done  at  some  expense  to  the  membership  and  no  little  effort  and 
work  to  the  officers  and  staff.  It  seems  to  me  of  utmost  importance  that  every  delegate 
and  every  county  medical  society  officer  attend  the  called  meeting  of  the  House  of 
Delegates  of  TMA  on  November  14,  1971.  This  may  provide  the  basis  for  a charter  of 
freedom  in  medical  practice.  It  may  be  that  the  representatives  of  medicine  will  reject 
it.  At  all  events,  it  is  extremely  important  that  all  be  informed  in  order  that  the  ques- 
tions arising  be  understood  by  all  and  that  we  have  the  best  chance  possible  to  arrive 
at  intelligent  decisions  in  every  corner  of  our  state. 


John  H.  Saffold 


Sincerely, 


President 
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EDITORIAL 

HEALTH  CARE  IN  AMERICA— 

A Layman's  Critique 

It  is  surprising  in  this  year  of  1971  to 
find  an  analysis  of  health  care  in  the  United 
States  which  is  written  neither  by  a biased 
apologist  for  “organized  medicine,”  nor  by 
one  of  the  fourth  estate  who  delights  in 
blaming  the  medical  profession  for  all  the 
shortcomings  in  the  provision  of  health  care 
to  certain  sectors  of  our  population.  The 
former  tend  to  gloss  over  recognized  weak 
spots  in  the  responsibilities  of  the  medical 
profession.  The  latter  load  upon  the 
shoulders  of  medicine  much  of  the  causes  of 
inadequate  health  care  for  which  the 
doctors  cannot  by  any  stretch  of  the 
imagination  be  responsible — as,  the  effect 
of  inflation  upon  hospital  costs,  the  socio- 
economic factors  of  poor  housing,  unem- 
ployment, manpower  shortages,  and  just 
plain  human  contrariness  in  refusing  to 
follow  advice  and  prescribed  treatment  for 
disease. 


But  amazing  as  it  may  seem,  a balanced 
analysis  has  appeared  by  a layman,  a 
writer  on  the  staff  of  The  New  York  Times 
for  two  decades,  and  with  a doctorate  in 
economics.  He  senses  his  unusual  stance  in 
the  wording  of  the  title  of  his  article, 
“Health  Care  in  America:  A Heretical 

Diagnosis’ \ (Italics  by  Editor.)  An  arrest- 
ing quotation  from  the  article  appears  be- 
neath the  title,  “If  the  revolutionary 
proposals  for  transforming  medicine  are 
adopted,  medical  care  in  this  country  will 
cost  more  while  providing  less  satisfaction 
and  poorer  treatment.”  It  is  of  interest  that 
Mr.  Harry  Schwartz’s  article  appears  in — 
The  Saturday  Review  (Aug.  14,  1971) ! 
written  dispassionately  and  with  balance, 
a critical  analysis  of  today’s  health  care — 
its  strengths  and  its  weaknesses,  and  a 
clairvoyant  critique  of  what  might  be  if 
unrealistic  idealists  were  to  have  their  way. 

He  begins  by  taking  the  Cassandras  to 
task  for  focusing  upon  the  worst  areas  in 
health  care  as  if  they  were  typical.  He 
points  up  all  the  statistical  fallacies  of 
comparing  infant  mortality,  for  example, 
in  small  homogeneous  nations  with  “large, 
incredibly  heterogeneous  nations.”  He  dis- 
pels the  myth  that  the  AMA  has  been  or 
could  be  responsible  for  a manpower  short- 
age. He  emphasizes  the  effects  of  inflation 
and  higher  wages  for  hospital  workers  upon 
the  costs  of  hospitalization.  He  points  to 
the  increase  in  physician’s  fees  as  within 
limits  comparable  to  the  increase  in  hourly 
wages  of  those  employed  in  industry. 

Mr.  Schwartz  then  succinctly  and  clearly 
draws  the  parallel  of  health  care  provided 
by  “Collectivized  physicians”  and  by  the 
“existing  pluralistic  system.”  He  points  to 
the  millions  of  Americans  receiving  medi- 
cal care  under  a socialized  form  of  medi- 
cine— as  the  VA,  and  organizations  for  pre- 
paid group  practice  of  which  there  are 
examples  in  labor.  Then  he  points  to  the 
advantages  of  free  choice  of  physicians  for 
those  who  may  wish  it.  His  criticisms  of 
both  forms  of  medical  care  are  penetrating. 
He  identifies  the  weak  areas  in  our  plu- 
ralistic system  which  need  to  be  recognized 
and  be  corrected.  But  the  most  important 
conclusion  of  this  writer  is  that  the  current 
proposals  before  the  Congress  represent 
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anything  but  a panacea  for  our  problems 
in  health  care  and,  as  quoted  above,  “will 
cost  more  while  providing  less  satisfaction 
and  poorer  treatment  for  millions.” 

Your  Editor  is  delighted  by  this  lay 
writer’s  insight  and  perception  of  the  prob- 
lems which  the  medical  profession  and 
society  face,  since  he  confirms  much  of 
what  has  appeared  on  these  pages  from 
the  pen  of  a biased  physician.  Additionally, 
we  doctors  are  reminded  daily  that  a great 
impediment  to  adequate  health  care  for  an 
individual  patient,  may  be  the  patient  him- 
self,— that  human  idiosyncrasy  to  rebel 
against  authority — the  doctor.  Thus,  he 
commonly  circumvents  his  antisyphilitic 
treatment,  his  antituberculosis  drugs, 
misses  his  insulin,  his  digitalis  and  what 
have  you.  No  system  of  providing  medi- 
cal care  can  overcome  this  hurdle.  Mr. 
Schwartz  might  have  had  difficulty  in  docu- 
menting this  loophole  in  medical  care  and 
actually  it  may  not  have  been  pertinent  to 
the  article  he  wrote.  It  might  find  a place 
in  his  forthcoming  volume  on  medical  care 
in  the  United  States.  I look  forward  to 
reading  a book  by  an  author  capable  of 
the  critique  demonstrated  in  his  recent 
article. 

This  Editorial  is  to  direct  attention  to 
Mr.  Schwartz’s  article  in  the  Saturday 
Review.  It  will  be  instructive  and  enlight- 
ening reading. 

We  are  fortunate  in  obtaining  permission 
from  Mr.  Schwartz  and  the  Saturday  Re- 
view to  republish  the  article  in  this  issue 
of  the  Journal. 

R.H.K. 

SPECIAL  ITEM 

The  Tennessee  Department  of  Public  Health 
has  sent  the  following  letter  to  all  physicians 
in  Tennessee  to  explain  the  recently  enacted 
Family  Planning  Act  of  1971. 

Mr.  Thurman  T.  McLean,  Jr. 

Staff  Attorney 

Department  of  Public  Health 
Cordell  Hull  Building 
Nashville,  Tennessee  37219 

Dear  Mr.  McLean: 

This  is  in  response  to  your  letter  of  July  8, 
1971,  to  General  Pack,  which  has  been  referred 
to  me  for  reply.  You  requested  an  opinion  of 
this  Office  concerning  the  following  question 


about  Chapter  400  of  the  Public  Acts  of  1971, 
“May  physicians,  both  those  in  private  offices 
and  those  in  local  health  departments,  provide 
contraceptive  procedures  and  supplies,  excluding 
surgical  sterilization,  to  minors  without  the  con- 
sent of  their  parents?” 

It  is  my  opinion  this  question  should  be  an- 
swered in  the  affirmative,  as  the  provisions  of 
Chapter  400  of  the  Public  Acts  of  1971,  the 
“Family  Planning  Act  of  1971,”  are  very  explicit 
on  this  issue. 

Section  1 of  Chapter  400  of  the  Public  Acts 
of  1971  adds  a new  Chapter  of  Title  53  of  Ten- 
nessee Code  Annotated,  which  Chapter  is  the 
“Family  Planning  Act  of  1971.”  Section  7 of  this 
Act  clearly  provides  that  a physician  may  pro- 
vide contraceptive  supplies  and  information  to 
any  minor  “who  requests  and  is  in  need  of  birth 
control  procedures,  supplies,  or  information.” 
The  clear  purpose  of  Section  7 is  to  effectuate 
the  policy  and  authority  of  this  State  set  forth 
in  Section  4(a)  of  this  Act  as  follows: 

“All  medically  acceptable  contraceptive 
procedures,  supplies,  and  information 
shall  be  readily  and  practicably  avail- 
able to  each  and  every  person  desirous 
of  the  same  regardless  of  sex,  race, 
age,  income,  number  of  children,  marital 
status,  citizenship  or  motive.” 

I trust  that  the  foregoing  is  satisfactorily  re- 
sponsive to  your  inquiry,  but  please  do  not  hesi- 
tate to  contact  me  at  your  convenience  should 
you  have  any  further  questions  about  this  matter. 

Sincerely  yours, 

Lance  D.  Evans 
Assistant  Attorney  General 

( This  should  answer  a question  about  which 
physicians  may  have  doubts. — Editor.) 

The  question  of  providing  contraceptive 
advice  and  prescription  as  well  as  steriliza- 
tion procedures  was  discussed  by  the  AMA 
House  of  Delegates  at  the  June  annual 
meeting  in  Atlantic  City.  The  following  is 
excerpted  from  Report  I of  the  AMA  Board 
of  Trustees  and  was  adopted  as  policy  by 
the  House  of  Delegates.  The  statement  had 
previously  been  adopted  as  policy  by  the 
American  Academy  of  Pediatrics,  the 
American  Academy  of  Family  Practice  and 
the  American  College  of  Obstetricians  and 
Gynecologists. 

“In  June,  1970  the  House  of  Delegates 
referred  to  the  Board  of  Trustees  for  re- 
view of  liability  potential  a statement  ap- 
proved by  its  Committee  on  Maternal  and 
Child  Care  for  guiding  physicians  in  deal- 
ing with  unmarried  minor  females  who 
seek  contraceptive  advice  and  prescription.” 

The  statement  was  referred  to  the  AMA 
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classic  for  nonobstructed  cystitis, 
pyelitis  and  pyelonephritis 
4 to  8 tablets  stat,  2 to  4 tablets  q.i.d. 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Acute,  recurrent  or  chronic  urinary 
tract  infections  (primarily  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms,  (usually 
E.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and  less  frequently, 
Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note:  In 
vitro  sulfonamide  sensitivity  tests  are  not  always 
reliable;  tests  must  be  coordinated  with  bacterio- 
logic  and  clinical  response.  Aminobenzoic  acid 
should  be  added  to  follow-up  culture  media  for 
patients  already  taking  sulfonamides. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of  anti- 
bacterial agents  including  sulfonamides. 

Free  sulfonamide  blood  levels  should  be  meas- 
ured in  patients  receiving  sulfonamides  for  serious 
infections  since  there  may  be  wide  variations  with 
identical  doses;  20  mg/ 100  ml  should  be  maxi- 
mum total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfona- 
mides, infants  less  than  2 months  of  age,  preg- 
nancy at  term,  and  during  the  nursing  period. 


Warnings:  Safety  of  sulfonamides  in  pregnancy 
has  not  been  established.  Sulfonamides  will  not 
eradicate  group  A streptococci.  Deaths  have  been 
reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia  and  other  blood  dyscra- 
sias  associated  with  sulfonamide  administration. 
Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently  dur- 
ing sulfonamide  therapy. 

Precautions:  Use  with  caution  when  impaired 
renal  or  hepatic  function,  severe  allergy  or  bron- 
chial asthma  is  present.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis 
(frequently  a dose-related  reaction)  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystal- 
luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo 
prothrombinemia,  methemoglobinemia.  Allergic 
reactions:  Erythema  multiforme  (Stevens-Johnson 
syndrome),  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  ex- 


foliative dermatitis,  anaphylactoid  reactions,  per: 
orbital  edema,  conjunctival  and  scleral  injection 
photosensitization,  arthralgia,  allergic  myocardi 
tis.  Gastrointestinal  reactions:  Nausea,  ernes:; 
abdominal  pains,  hepatitis,  diarrhea,  anorexi- 
pancreatitis,  stomatitis.  C.N.S.  reactions:  He3C 
ache,  peripheral  neuritis,  mental  depression,  cor 
vulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
insomnia.  Miscellaneous  reactions:  Drug  fever 
chills,  toxic  nephrosis  with  oliguria  and  anuri: 
Periarteritis  nodosa  and  L.E.  phenomenon  have 
occurred  with  sulfonamide  therapy.  Sulfonamides , 
bear  certain  chemical  similarities  to  some  goitre  ‘ 
gens,  diuretics  and  oral  hypoglycemic  agent; 
Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sul- 
fonamides. Cross-sensitivity  may  exist  with  these 
agents. 
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Office  of  the  General  Counsel  and  the 
Judicial  Council,  and  was  discussed  with 
the  Council  on  Mental  Health  and  the  Stu- 
dent American  Medical  Association.  The 
statement  of  the  National  Council  on 
Illegitimacy  which  is  sponsored  by  the 
Child  Welfare  League  of  America  and  the 
Family  Service  Association  of  America  was 
reviewed. 

The  Office  of  the  General  Counsel  has 
found  no  reported  decisions  holding  a 
physician  either  criminally  or  civilly  liable 
for  providing  contraceptive  information  or 
services  to  a married  or  unmarried  minor. 
This  does  not  mean  that  there  is  no  pos- 
sibility that  such  liability  might  be  found 
in  an  appropriate  fact  situation,  however. 
In  the  absence  of  statutory  protection  or 
clear  judicial  precedents  protecting  the 
physician,  the  element  of  uncertainty  in  the 
law  must  be  recognized.  Furthermore,  the 
courts  in  the  various  states  can  react  dif- 
ferently to  identical  fact  situations. 

In  view  of  these  circumstances,  many 
physicians  may  feel  that  the  possibility  of 
liability  is  remote  and  that,  therefore,  they 
may  proceed  in  prescribing  contraceptive 
materials  and  devices  to  unmarried  minors 
in  accordance  with  their  best  medical  judg- 
ment and  discretion.  Physicians  who  make 
this  determination  are  advised  to  observe 
closely  the  following  safeguards:  (1)  def- 
inite efforts  should  be  made  to  obtain  con- 
sent from  the  minor’s  parents  or  legal 
guardians  wherever  possible;  (2)  the  total 
situation  of  the  patient  should  be  considered 
and  a full  case  history  obtained  and  re- 
corded; (3)  if  an  “emergency”  need  exists, 
the  medical  record  should  reflect  the  basis 
for  the  physician’s  judgment  that  pregnan- 
cy would  constitute  a more  serious  health 
hazard  than  birth  control  measures;  (4)  the 
minor  should  be  required  to  sign  a con- 
sent form  indicating  a clear  awareness  of 
the  problems  and  the  nature  and  conse- 
quences of  the  physician’s  contraceptive 
recommendations;  and  (5)  the  physician 
should  insist  upon  follow-up  care  whenever 
indicated. 

If  reasonable  certainty  in  the  law  is  to 
be  accomplished,  state  legislation  is  de- 
sirable. In  Illinois,  a Birth  Control  Services 
for  Minors  law  has  been  enacted.  This  law 


permits  licensed  physicians  to  provide  birth 
control  services  and  information  to  any 
minor  who  is  either  married;  a parent; 
pregnant;  has  the  consent  of  his  parent  or 
legal  guardian;  for  whom  failure  to  provide 
such  services  would  constitute  a serious 
health  hazard;  or  who  is  referred  for  such 
services  by  a physician,  clergyman  or  a 
planned  parenthood  agency.” 


IN  MEMORIAM 


Brackin,  Henry  B.,  Nashville,  died  September 
1,  1971,  age  74.  Graduate  of  University  of  Ten- 
nessee in  1921.  Member  of  the  Nashville  Aca- 
demy of  Medicine. 

Griffith,  Alfred  Luther,  Elora,  died  September 
1,  1971,  age  88.  Graduate  of  Birmingham  Medical 
College  in  1910.  Member  of  the  Lincoln  County 
Medical  Society. 

Murray,  Oscar  B.,  Chattanooga,  died  August 
21,  1971,  age  62.  Graduate  of  University  of 
Georgia  in  1933.  Member  of  the  Chattanooga- 
Hamilton  County  Medical  Society. 
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Consolidated  Medical  Assembly  of 
West  Tennesse 

The  Consolidated  Medical  Assembly  held 
its  monthly  meeting  on  Tuesday,  September 
7,  at  the  Jackson  Golf  and  Country  Club. 
Following  a meeting  of  the  House  of  Dele- 
gates, member  physicians  and  wives  met  at 
7:00  p.m.  in  the  Club’s  dining  hall  for 
dinner.  Drs.  James  Barker  and  Charles 
W.  Cox,  both  of  Jackson,  presented  the 
scientific  program  on  “Otologic  Surgery.” 
They  utilized  a slide  presentation  and  a 
film  to  demonstrate  various  surgical  tech- 
niques now  being  used  in  the  care  of 
traumatic  injuries  to  the  middle  ear. 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  met  on  Tuesday, 
September  14,  at  the  Mid-State  Baptist 
Hospital  in  Nashville.  Guest  speaker  was 
Dr.  Robert  Howard,  Director  of  the  Phy- 
sician’s Assistant  Program  at  the  Duke 
University  School  of  Medicine,  who  re- 
ported on  recent  developments  in  the  train- 
ing and  use  of  Physician’s  Assistants. 

❖ * ❖ 

For  the  16th  consecutive  year,  46  mem- 
bers of  the  Nashville  Academy  have  agreed 
to  serve  as  team  doctors  at  110  high  school 
football  games  in  Davidson  County.  This 
public  service  program  has  prevented  many 
injuries,  provided  prompt  attention  to  those 
which  do  occur,  and  is  greatly  appreciated 
by  coaches,  players,  and  parents. 

Roane-Anderson  County  Medical  Society 

The  Roane-Anderson  County  Medical  So- 
ciety held  its  monthly  meeting  on  Tuesday, 
August  31,  at  the  Oak  Ridge  Hospital.  Dr. 
David  S.  Janowski,  Associate  Director  of 
the  Tennessee  Neuropsychiatric  Institute 
and  Professor  of  Psychiatry  at  Vanderbilt 
University,  discussed  current  psychophar- 
macological  research  at  the  Central  State 
Psychiatric  Hospital  in  Nashville. 
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This  Month  in  Washington 
(From  Washington  Office,  AMA) 

President  Nixon’s  sweeping  economic 


proposals  have  pushed  aside  chances  for 
Congressional  hearings  on  national  health 
insurance  until  after  the  first  of  the  year. 
Four  of  the  Nixon  economic  proposals  re- 
quire legislative  action  and  this  will  keep 
the  House  Ways  and  Means  Committee 
busy  at  least  through  September  and 
probably  longer.  Coupled  with  the  Con- 
gress’ announced  intention  on  adjourning 
in  late  October  or  early  November,  this 
could  delay  congressional  action  on  na- 
tional health  insurance  until  late  1972,  or 
possibly  until  the  convening  of  a new 
congress  in  1973. 

While  the  House  Ways  and  Means  Com- 
mittee considers  the  Nixon  economic  pro- 
posals the  Senate  Finance  Committee  will 
consider  the  Social  Security  Amendments 
(H.R.  1)  already  passed  by  the  House. 
Chances  are  that  the  Senate  will  delete  the 
Administration’s  welfare  proposals  (Family 
Assistance  Plan)  from  H.R.  1 and  add 
Senator  Wallace  F.  Bennett’s  (R-Utah) 
Professional  Standards  Review  Organiza- 
tion proposal  of  last  year.  Enactment  of 
this  legislation  prior  to  adjournment  is 
considered  likely. 

Also  considered  likely  to  be  enacted 
prior  to  adjournment  are  the  health  man- 
power bills  presently  in  conference.  This 
legislation  would  authorize  an  estimated 
$3.3  billion  in  aid  to  health  profession  stu- 
dents and  their  schools  in  the  next  three 
years  and  provide  facilities  and  programs 
to  close  the  manpower  shortages  in  the 
health  professions  within  seven  years. 

:js  Hs  H* 

A Health,  Education  and  Welfare  Com- 
mission has  been  formed  to  study  the  entire 
range  of  medical  malpractice  problems.  The 
commission  will  conduct  a series  of  public 
hearings  on  the  fundamental  causes  behind 
the  rising  number  of  malpractice  claims  and 
their  effects  on  the  health  care  system,  the 
legal  system,  the  insurance  industry,  and 
the  general  public. 

In  announcing  the  commission’s  member- 
ship HEW  Secretary  Elliot  Richardson  said, 
“I  feel  confident  this  outstanding  group  will 
make  a major  contribution  towards  solving 
one  of  the  nation’s  most  vexing  health  care 
problems.” 

Headed  by  Attorney  Wendell  Freeland 
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of  Pittsburgh,  Pennsylvania,  the  newly 
created  secretary’s  Commission  on  Medical 
Malpractice  will  represent  health  care  pro- 
viders and  institutions,  the  legal  profession, 
the  insurance  industry  and  the  general 
public.  Acting  as  additional  consultants 
to  the  commission  will  be  advisory  panels 
comprised  of  experts  in  the  disciplines  di- 
rectly concerned. 

The  commission  will  compile  statistical 
data  and  other  relevant  information  in  a 
series  of  studies  conducted  by  HEW  pri- 
marily through  contracts  with  non- 
government research  organizations  and 
universities. 

Eli  P.  Bernzweig,  HEW’s  specialist  in  the 
medical  malpractice  area,  has  been  named 
executive  director  of  the  commission  staff. 
Loren  F.  Taylor,  M.D.,  professor  of 
Anesthesiology  at  the  University  of  Kansas 
Medical  Center,  has  been  named  Deputy 
Executive  Director. 

The  commission  will  make  a final  report 
with  recommendations  to  the  HEW  Secre- 
tary. 

Charles  Hoffman,  M.D.,  president-elect  of 
the  American  Medical  Association  and 
member  of  the  AMA  Board  of  Trustees,  is 
one  of  the  commission  members.  Others 
are:  Vincent  H.  Cohen,  Hogan  and  Hartson, 
Washington,  D.C.;  Bernard  J.  Conway,  As- 
sistant Executive  Director,  American  Den- 
tal Association;  Mrs.  Helen  Creighton, 
R.N.,  LL.D.,  Prof,  of  Nursing,  University  of 
Wise. — Milwaukee;  William  J.  Curran, 
LL.D.,  S.M.  Hygiene,  Prof,  of  Legal  Medi- 
cine, Harvard  Medical  School;  Wendell 
Freeland,  Pittsburgh;  Howard  Hassard, 
Hassard,  Bonnington,  Rogers  & Huber,  San 
Francisco;  Paul  B.  Jarrett,  M.D.,  Phoenix, 
Ariz.;  Henry  T.  Kramer,  President,  N. 
American  Reinsurance  Corp.;  John  E. 
Linster,  Senior  Vice  President,  Employers 
Insurance  of  Wausau,  Wausau,  Wise.;  James 
E.  Ludlam,  Musick,  Peeler  & Garrett,  Los 
Angeles;  Richard  M.  Markus,  Sindell,  Sin- 
dell,  Bourne,  Markus,  Stern  and  Spero, 
Cleveland;  Edward  H.  Morgan,  Asst.  Secy., 
Casualty  Underwriting — Dept.  Cll,  Aetna 
Casualty  and  Surety  Company,  Hartford, 
Conn.;  George  W.  Northup,  D.O.,  Editor, 
American  Osteopathic  Assn.  Journal,  Liv- 
ingston, N.J.;  Miss  Audra  Marie  Pambrun, 


R.N.,  Director,  Community  Health  Aides, 
Blackfee  Community  Action  Program, 
Browning,  Mont.;  Mrs.  Esther  G.  Schiff, 
Legal  Counsel,  Mt.  Sinai  Hospital  of 
Greater  Miami,  Miami  Beach,  Fla.;  Monroe 
E.  Trout,  M.D.,  J.D.,  New  Canaan,  Conn.; 
and  Carl  E.  Wasmuth,  M.D.,  J.D.,  Chair- 
man, Board  of  Governors,  The  Cleveland 
Clinic  Foundation,  Cleveland,  Ohio. 

❖ ❖ ^ 

The  President  of  the  American  Medical 
Association,  Wesley  W.  Hall,  M.D.,  recently 
praised  the  nation’s  press  for  a “growing 
sophistication”  in  dealing  with  health  care 
issues. 

Speaking  before  an  audience  of  newsmen, 
federal  officials,  and  health  organization 
representatives  at  the  National  Press  Club, 
Washington,  D.C.,  Dr.  Hall  said,  “This  is 
a most  healthy  development.”  Many  news 
stories  now  analyze  the  issues  raised  and 
challenge  and  dispute  assumptions  rather 
than  follow  a “hackneyed  theme,”  he  said. 

“If  the  people  are  fully  informed,  we 
doctors  of  America  will  put  our  trust  in 
their  ability  to  make  the  right  decisions 
. . . I find  it  encouraging  that  the  press 
is  approaching  this  subject  with  maturity, 
with  skepticism  and,  most  of  all,  with  an 
open  mind.” 

Noting  that  the  AMA’s  Medicredit  bill 
has  attracted  over  150  sponsors,  Dr.  Hall 
said  this  doesn’t  mean  that  Medicredit  is 
going  to  be  enacted  but  does  “mean  that 
a substantial  number  of  congressmen  and 
senators  agree  with  the  principles  that  we 
used  in  drawing  up  a program  and  offering 
it  to  Congress.” 

Dr.  Hall  said  Medicredit  makes  available 
to  everyone  under  65  a private  program  of 
complete  medical  and  health  care  protec- 
tion, covering  both  the  ordinary  and  the 
catastrophic  expenses  of  illness  or  accident. 

“The  protection  can  be  a health  insurance 
policy,  membership  in  a prepayment  plan 
or  membership  in  a prepaid  group  practice. 
Each  patient  is  left  free  to  choose  the  kind 
of  care  he  wants,  and  each  physician  is 
left  free  to  practice  as  he  wishes — alone  or 
with  other  physicians.” 

The  most  important  thing  about  Medi- 
credit, said  the  AMA  official,  is  that  it 
maintains  freedom  for  the  patient  as  well 
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as  for  the  physicians. 

“We  believe  that  there  is  a lot  of  good 
in  the  present  system.  Two  million 

Americans  a day  see  their  doctor,  and  al- 
though this  probably  is  not  all  who  should 
see  a doctor,  there  is  no  reason  to  throw 
out  the  system  that  has  this  capacity. 

Rather  we  should  build  on  it.” 

* * * 

The  AMA’s  often  expressed  desire  to  see 
the  establishment  of  a separate  Depart- 

ment of  Health  with  cabinet  status  has 
again  been  brought  to  the  public’s  atten- 
tion with  the  announcement  of  Congress- 
man Paul  G.  Rogers  (D-Fla.) , chairman 
of  the  House’s  subcommittee  on  health,  that 
he  will  shortly  introduce  such  a measure. 

The  issue  seems  to  turn  on  the  inter- 
twined questions  of  which  committees  in 
Congress  have  the  job  of  enacting  and  over- 
seeing a national  program  and  how  the 
federal  government  will  administer  it. 

During  the  past  10  years  or  so,  health 
has  mushroomed  as  an  economic  force  in 
American  life,  and  as  a function  of  govern- 
ment. Neither  congress  nor  the  executive 
branch  has  been  able  to  keep  pace  organiza- 
tionally with  the  changes. 

Congressman  Rogers’  call  for  a separate 
health  department  is  considered  to  be  part 
and  parcel  of  this  behind-the-scenes  jockey- 
ing by  the  Congress  for  more  authority  in 
health  care  matters.  If  a Department  of 
Health  was  established,  Rogers’  subcommit- 
tee could  claim  authority  over  all  of  the 
activities  of  the  new  department  and  drive 
to  establish  a permanent  full  committee  on 
health. 

However,  Rogers’  proposal  runs  head-on 
against  current  thinking  in  the  administra- 
tion where  policy  has  jelled  in  support  of 
the  current  tri-function  HEW  apparatus. 
The  trend  of  administration  thought  is  that 
fewer  departments  make  for  more  efficiency 
and  coordination,  less  bureaucracy. 

* * * 

A comprehensive  actuarial  study  of  all  of 
the  major  proposals  for  national  health  in- 
surance arrangements,  prepared  by  HEW, 
has  been  released  for  the  information  of 
congressional  committees  studying  the  issue. 

The  actuarial  report’s  prediction  of  gross 
underfinancing  in  the  Kennedy  proposal  for 


federal  assumption  of  the  bulk  of  health 
care  costs  was  the  most  noteworthy  item  in 
the  83-page  report.  The  work  was  reviewed 
by  outside  experts  to  check  on  its  fairness 
and  soundness. 

The  major  plans  before  Congress  would 
compare  in  terms  of  additional  costs  to  the 
government  as  follows: 

Administration — $2.6  billion 

Kennedy — $59.4  billion 

Medicredit  (backed  by  the  AMA) — $6.3 
billion 

Burleson  (the  health  insurance  industry 
plan) — $7.3  billion 

Javits  (medicare  for  all) — $41.6  billion 

Hall-Long  (Catastrophic  only) — $3.2  bil- 
lion, $3.1  billion 

Pell-Mondale  (mandated  employer  plans, 
health  care  corporations) — $4.9  billion 

For  the  most  part,  these  costs  represent 
“transferred”  spending  from  the  private 
sector  to  the  federal  sector.  In  the  case  of 
Medicredit,  financed  largely  by  tax  credits 
for  purchase  of  comprehensive  private  in- 
surance, most  of  the  “cost”  represents  a 
revenue  loss  rather  than  an  additional 
expense. 

The  HEW  report  said  overall  federal 
spending  under  the  Kennedy  bill,  including 
existing  programs  it  would  take  over,  would 
total  $81.6  billion  in  the  fiscal  year  1974, 
but  that  the  proposed  financing  would  raise 
only  $57  billion.  Thus,  it  would  be  under- 
financed by  43  percent,  or  $24.6  billion. 

National  health  expenditures  of  all  kinds 
will  rise  to  $105.4  billion  in  fiscal  1974,  an 
average  increase  of  12  percent  a year,  if 
none  of  the  major  proposals  is  enacted. 
Operation  of  the  Kennedy  program  in  fiscal 
1974  would  result  in  total  U.S.  health  spend- 
ing (government  and  private)  of  $113.8 
billion;  the  administration  bill,  $107.2  bil- 
lion; the  insurance  industry  bill,  $110 
billion;  and  Medicredit,  $109.5  billion. 
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the  American  Medical  Association,  has  ac- 
cepted an  invitation  to  speak  at  the  Legisla- 
tive Student  Health  Conference,  October 
15-17,  at  the  University  of  Tennessee  at 
Knoxville. 

The  conference,  sponsored  by  the  UT 
Student  Health  Committee,  is  expected  to 
attract  some  450  students  from  southeastern 
colleges  and  universities  to  discuss  “national 
health  care.” 

The  group  will  examine  health  care  plans 
offered  by  the  Nixon  Administration,  the 
American  Medical  Association,  the  Health 
Insurance  Association  of  America,  American 
Hospital  Association  and  by  Sen.  Edward 
Kennedy  and  Rep.  Martha  Griffiths. 

Annis,  chief  of  the  department  of  general 
surgery  at  Mercy  Hospital  in  Miami,  will 
speak  in  behalf  of  the  AMA  proposal — 
Medicredit. 

He  is  chairman  of  AMA’s  Speakers 
Bureau  and  has  debated  on  national  tele- 
vision with  several  prominent  persons  in- 
cluding Sen.  Hubert  Humphrey  and  the 
late  Walter  Reuther,  former  head  of  the 
United  Automobile  Workers. 

The  U.S.  Department  of  Health,  Educa- 
tion and  Welfare,  the  Knoxville  Academy 
of  Medicine  and  Oak  Ridge  Local  of  the 
Machinist  and  Aerospace  Workers  have 
contributed  funds  for  the  conference.  Other 
sponsors  are  the  Committee  for  National 
Health  Insurance,  Washington,  D.C.;  UT 
Student  Bar  Association;  and  the  UT  Grad- 
uate Students  Association. 

AMA  Medical  Practice  Data 
in  Tennessee 

The  AMA  publication,  Distribution  of 
Physicians  in  the  United  States  1970,  re- 
ports the  following  medical  practice  data 
in  Tennessee  as  of  December  31,  1970: 


Total  Non-Federal  Physicians  4,658 

Patient  Care  4,017 

Office-Based  Practice  3,065 

General  Practice  813 

Medical  Specialties  637 

Surgical  Specialties 1,110 

Other  Specialties  505 

Hospital-Based  Practice 952 

Other  Professional  Activity  416 

Retired  225 
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Dr.  Harvey  Asher  and  Dr.  Paul  Stumb,  Nash- 
ville, discussed  “Drug  Use  and  Abuse”  on  a 
WLAC  radio  program  in  Nashville  on  Septem- 
ber 17. 

Dr.  Robert  F.  Baker,  Sparta,  has  been  named 
a charter  Diplomate  of  the  American  Board  of 
Family  Practice  as  a result  of  passing  a certifi- 
cation examination  administered  under  the  aegis 
of  the  ABFP. 

Dr.  Harvey  W.  Bender,  Jr.,  Nashville,  has 
opened  an  office  for  the  practice  of  cardiac  and 
thoracic  surgery  in  the  Vanderbilt  Clinic. 

Dr.  Alan  L.  Bisno,  Dr.  Daniel  A.  Brody,  and 
Dr.  Thomas  W.  Meriwether,  Memphis,  all  mem- 
bers of  the  University  of  Tennessee  Medical 
Units  faculty,  have  been  granted  Fellowships  in 
the  American  College  of  Physicians. 

Dr.  William  D.  Brackett,  Dr.  Preston  C.  Mc- 
Dow,  Dr.  Robert  J.  Pitner,  and  Dr.  James  R. 
Royal,  Chattanooga,  have  been  named  charter 
Diplomates  of  the  American  Board  of  Family 
Practice. 

Dr.  John  S.  Burrell,  Lake  City,  has  been  named 
a charter  Diplomate  of  the  American  Board  of 
Family  Practice. 

Dr.  S.  G.  Chikkannaiah,  Madison,  has  joined 
Dr.  Robert  H.  Shipp  in  the  practice  of  pediatrics. 

Dr.  Robert  E.  Clendenin,  Jr.,  Union  City,  has 
been  named  a charter  Diplomate  of  the  Ameri- 
can Board  of  Family  Practice. 

Dr.  Robert  Cofer,  Cleveland,  recently  spoke 
on  “Cardiac  Diseases”  at  a meeting  of  the  Cleve- 
land Area  of  Tennessee  Licensed  Practical  Nurses 
Association. 

Dr.  Gene  Cravens  and  Dr.  Joe  Burton,  Cross- 
ville,  have  joined  Dr.  H.  F.  Lawson  of  Crossville 
in  the  practice  of  medicine  and  surgery  in  the 
LuVernia  Building. 

Dr.  James  H.  Crenshaw,  Humboldt,  has  been 
named  a charter  Diplomate  of  the  American 
Board  of  Family  Practice. 

Dr.  Elbert  C.  Cunningham,  Harriman,  has  been 
named  a charter  Diplomate  of  the  American 
Board  of  Family  Practice. 

Dr.  L.  M.  Donalson,  Fayetteville,  has  been 
elected  to  a three-year  term  on  the  Board  of 
Directors  of  the  Fayetteville-Lincoln  County 
Chamber  of  Commerce. 

Dr.  Mackinnon  Ellis,  Johnson  City,  served  as 
guest  speaker  at  the  August  13  meeting  of  the 
Johnson  City  Kiwanis  Club.  A member  of  the 
staff  of  Memorial  Hospital  in  Johnson  City,  Dr. 
Ellis  spoke  on  “The  Diseases  of  the  Human 
Heart  and  Their  Treatments.” 

Dr.  R.  J.  Freeman,  Nashville,  has  contributed 
to  the  Memorial  Fund  of  the  Jesse  Holman  Jones 
Hospital  in  Springfield. 
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Dr.  J.  Marsh  Frere,  Chattanooga,  was  recently 
honored  by  fellow  staff  members  with  a gold 
watch  on  the  occasion  of  his  retirement  from 
the  Newell  Hospital  staff. 

Dr.  Ben  I.  Friedman,  Memphis,  has  been  ap- 
pointed acting  chairman  of  the  Department  of 
Radiology  at  the  University  of  Tennessee  Medi- 
cal Units.  He  formerly  served  as  head  of  the 
section  of  Nuclear  Medicine  in  the  University’s 
College  of  Medicine. 

Dr.  Alan  L.  Graber,  Nashville,  has  joined  Drs. 
Lawrence  A.  Grossman,  Milton  Grossman,  Her- 
man J.  Kaplan  and  Paul  H.  Barnett  in  the  prac- 
tice of  internal  medicine  with  special  interest 
in  endocrinology  and  metabolic  diseases. 

Dr.  Emmett  R.  Hall,  Jr.,  and  Dr.  G.  Randolph 
Turner,  Memphis,  discussed  the  “Surgical  Treat- 
ment of  Vascular  Disease”  at  the  August  31 
meeting  of  the  Memphis  Rotary  Club. 

Dr.  Charles  B.  Harvey,  Tullahoma,  has  been 
named  a charter  Diplomate  of  the  American 
Board  of  Family  Practice. 

Dr.  Robert  R.  Henderson,  Nashville,  has  joined 
Dr.  James  P.  Loden  in  the  practice  of  ophthal- 
mology. 

Dr.  A.  T.  Hicks,  Camden,  was  guest  speaker 
at  a meeting  of  the  Nursing  Staff  of  Benton 
County  General  Hospital  on  July  29.  Chief  of 
Staff  and  Director  of  the  Intensive  Coronary 
Care  Unit  of  the  Hospital,  Dr.  Hicks  presented 
a lecture  on  “The  Care  of  the  Cardiac  Patient.” 

Dr.  Reuben  W.  Holland,  Jr.,  Oak  Ridge,  was 
admitted  to  the  American  Board  of  Preventive 
Medicine  in  Occupational  Medicine  on  June  29. 
He  is  a staff  physician  in  the  Health  Division 
of  the  Oak  Ridge  National  Laboratory. 

Dr.  Noel  C.  Hunt,  III,  Chattanooga,  has  been 
awarded  a Fellowship  in  the  American  College 
of  Cardiology. 

Dr.  Nat  E.  Hyder,  Jr.,  Erwin,  has  been  named 
a charter  Diplomate  of  the  American  Board  of 
Family  Practice. 

Dr.  T.  A.  Lincoln,  Oak  Ridge,  has  been  ap- 
pointed to  a six-year  term  on  the  Advisory  Com- 
mittee on  Biology  and  Medicine  of  the  Atomic 
Energy  Commission.  Dr.  Lincoln  is  Medical  Di- 
rector of  the  Oak  Ridge  National  Laboratory. 

Dr.  Levi  Patton,  Chattanooga,  has  been  se- 
lected a co-director  of  the  new  Drug  Dependency 
Remediation  Program  in  Chattanooga  to  help 
opiate  addicts  through  the  Methadone  Clinic  at 
Erlanger  Hospital  and  through  a Recovery  House. 

Dr.  Warren  C.  Ramer,  Lexington,  announced 
recently  that  his  son,  Dr.  Warren  C.  Ramer,  Jr., 
has  joined  him  in  the  practice  of  medicine. 

Dr.  Karl  B.  Rhea,  Somerville,  has  been  named 
a Diplomate  of  the  American  Board  of  Family 
Practice. 

Dr.  L.  S.  Ribeiro,  Nashville,  was  advanced  to 
membership  status  in  the  American  College  of 
Hospital  Administrators  on  August  22.  He  is 
superintendent  of  the  Nashville  Metropolitan 
Bordeaux  Hospital. 


Dr.  Samuel  Rutledge,  Nashville,  has  been  ap- 
pointed to  a three-year  term  on  the  Middle  Ten- 
nessee Health  Careers  Committee. 

Dr.  Ken  Shoemaker,  Knoxville,  was  the  guest 
speaker  in  a training  session  of  the  Contact  Tele- 
phone Counseling  Service  at  the  First  Baptist 
Church  in  Knoxville  on  August  31. 

Dr.  Mary  E.  Stroud,  Chattanooga,  was  guest 
speaker  in  a training  session  of  Contact  on 
August  17  at  the  First  Baptist  Church  in  Chatta- 
nooga. 

Dr.  Loyda  C.  Tacogue,  Nashville,  has  joined 
Dr.  Robert  G.  Kiger  in  the  practice  of  consul- 
tative cardiology. 

Dr.  Madison  Trewhitt,  Cleveland,  has  been 
named  to  a sanitary  board  to  operate  Bradley 
County’s  new  sanitary  landfill. 

Dr.  Gilbert  Varnell,  Cleveland,  was  the  speak- 
er for  a Contact  Training  Session  on  August  19 
at  the  Westmore  Church  of  God  in  Cleveland. 

Dr.  Andrew  S.  Wachtel,  Nashville,  has  opened 
an  office  for  the  practice  of  psychiatry. 

Dr.  Sidney  Wallace,  Knoxville,  discussed 
“Scoliosis”  at  the  August  31  meeting  of  the  As- 
sociation of  Operating  Room  Technicians  at  the 
University  Hospital  in  Knoxville. 

Dr.  Paul  F.  White,  Kingsport,  was  the  featured 
speaker  at  the  Kingsport  Child  Study  Club  meet- 
ing on  September  14.  His  topic  was  “The  Hyper- 
active Child.” 

Dr.  Tom  Wood,  Paris,  has  been  named  a charter 
Diplomate  of  the  American  Board  of  Family 
Practice. 

The  Councilor  from  the  state  of  Tennessee  to 
the  Southern  Medical  Association  which  will 
meet  in  Miami,  Nov.  1-4,  is  Dr.  Guy  M.  Francis, 
of  Chattanooga,  Tenn.  The  Associate  Councilors 
are:  Drs.  John  H.  Burkhart,  Knoxville,  William 
A.  Garrott,  Cleveland,  Aubrey  B.  Harwell,  Nash- 
ville, G.  Baker  Hubbard,  Sr.,  Jackson,  and  Felix 
A.  Hughes,  Jr.,  Memphis. 
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Calendar  of  Meetings 

1971-72 

State 

Nov.  3-5  Tennessee  Academy  of  General 
Practice,  23rd  Annual  Assembly, 
Civic  Auditorium,  Gatlinburg 

Nov.  14  TMA  Conference  on  the  Socio- 
Economics  of  Management  of  Health 
Care,  Airport  Hilton  Inn,  Nashville 

National 

Oct.  16-20  American  Society  of  Anesthesi- 
ologists, Marriott  Hotel,  Atlanta 
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Oct.  16-21 
Oct.  18-22 
Oct.  22-30 
Oct.  24-28 
Oct.  27-30 

Oct.  29- 
No  v.  1 

Nov.  1-4 

Nov.  9-16 

Nov.  28- 
Dec.  1 

Dec.  3-4 
Dec.  4-9 
Dec.  5-7 

Dec.  6-8 

Jan.  29- 
Feb.  3 

Jan.  17-19 

Jan.  24-26 
Jan.  28-30 


American  Academy  of  Pediatrics, 
Palmer  House,  Chicago 

American  College  of  Surgeons,  Den- 
nis Hotel,  Atlantic  City 

College  of  American  Pathologists, 
Sheraton  Hotel,  Boston 

American  College  of  Chest  Physi- 
cians, Sheraton  Hotel,  Philadelphia 

American  Urological  Association, 
Mid- Atlantic  Section,  Convention 
Center,  Williamsburg,  Va. 

Association  of  American  Medical 
Colleges,  10th  Annual  Conference 
on  Research  in  Medical  Education, 
Hilton  Hotel,  Washington,  D.C. 

Southern  Medical  Association,  Hotel 
Fontainebleau,  Miami  Beach 

American  Heart  Association,  Disney- 
land Motel,  Anaheim,  Calif. 

American  Medical  Association, 
Roosevelt  Hotel,  New  Orleans 

American  College  of  Chemosurgery, 
Palmer  House,  Chicago 

American  Academy  of  Dermatology, 
Palmer  House,  Chicago 

American  Society  of  Hematology, 
14th  Annual,  Hilton  Hotel,  San 
Francisco 

Southern  Surgical  Association,  The 
Homestead,  Hot  Springs,  Va. 

American  Academy  of  Orthopaedic 
Surgeons,  Sheraton  Park  Hotel, 
Washington,  D.C. 

American  College  of  Surgeons, 
Sheraton-Four  Ambassadors  Hotel, 
Miami 

Society  of  Thoracic  Surgeons,  Hil- 
ton, Hotel,  San  Francisco 

Southern  Radiological  Conference, 
16th  Annual,  Grand  Hotel,  Point 
Clear,  Ala. 


Family  Practice  Examination 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  administer  its  next  exami- 
nation for  certification  in  various  centers 
throughout  the  United  States.  The  examination 
will  be  over  a two-day  period  on  April  29-30, 
1972.  Information  regarding  the  examination 
may  be  obtained  by  writing: 


Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practices,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  Deadline  for  receiving  com- 
pleted applications  in  the 
Board  office  is  February  1 , 
1972. 

Emergency  Care  Course 

An  advanced  practical  course  on  “Emergency 
Care  and  Transportation  of  the  Sick  and  Injured” 
will  be  offered  on  November  11-13  at  the 
National  Guard  Armory  in  Johnson  City. 

Sponsored  by  the  American  Academy  of 
Orthopaedic  Surgeons  Committee  on  Injuries, 
the  course  is  primarily  designed  for  ambulance 
attendants,  firemen,  policemen,  emergency 
squads,  volunteer  rescue  squads,  and  interested 
paramedical  personnel.  The  three  day  course 
will  feature  lectures,  demonstrations,  discussions 
and  class  participation. 

For  advance  registration  and  further  informa- 
tion write: 

S.  W.  Huddleston,  M.D. 

202  West  Fairview  Avenue 
Johnson  City,  Tennessee  37601 


Continuing  Education  at 
University  of  Kentucky 

The  Department  of  Continuing  Education  at 
the  University  of  Kentucky  College  of  Medicine 
is  sponsoring  the  following  courses.  All  three 
courses  are  AAGP  approved  and  will  be  held  at 
the  UK  Medical  Center.  Contact  Frank  R. 
Lemon,  M.D.,  Associate  Dean  for  Continuing 
Education,  for  further  information. 

Psychiatry  Put  Into  Practice 
Arnold  M.  Ludwig,  M.D. — 

Program  Chairman 
November  19-20,  1971 
Fee— $75 

The  Practical  Ophthalmology  of 
Childhood 

Jonathan  Wirtschafter,  M.D. — 

Program  Chairman 
December  17-18,  1971 
Fee— $50 

Annual  Family  Medicine  Review 
Frank  R.  Lemon,  M.D. — 

Program  Chairman 
February  6-12,  1972 
Fee— $175 
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The  author  reviews  the  pathogenesis  of  compression  of  the  neurovascular  bundle  at  the  root  of  the 
neck.  He  believes  conservative  treatment  is  effective  in  some  patients.  However,  in  others  surgical 
decompression  by  removal  of  the  first  rib  becomes  necessary  for  relief  of  symptoms  and  to  avoid 

disability. 

Thoracic  Outlet  Syndrome* * 

W.  ANDREW  DALE,  M.D,f  Nashville,  Tenn. 


During  the  past  decade  there  has  devel- 
oped a unified  concept  of  the  causes  and 
effects  of  thoracic  outlet  compression  syn- 
drome as  well  as  generally  effective  treat- 
ment so  most  patients  can  now  be  offered 
relief  of  symptoms.  A retrospective  study 
of  79  patients  managed  by  the  methods  out- 
lined below  confirms  this  improvement  in 
results.  (Table  1.) 


Table  I 


INCIDENCE  IN  79  PATIENTS 

Male 

21 

Female 

58 

>20 

3 

21-50 

61 

>50 

15 

The  thoracic  outlet  syndrome  consists  of 
symptoms  due  to  pressure  on  one  or  all 
components  of  the  neurovascular  bundle  to 
the  upper  extremity  as  they  pass  through 
the  root  of  the  neck,  under  the  clavicle  and 
over  the  apex  of  the  rib  cage.  Before  about 
1925,  these  symptoms  were  grouped  together 
as  the  cervical  rib  syndrome  and  later  were 
thought  to  be  primarily  due  to  pressure  by 
the  anterior  scalene  muscle.  Now  it  is  gen- 
erally recognized  that  any  of  several  struc- 
tures may  be  involved,  so  the  term  includes 
all  symptoms  related  to  pressure  on  the 
neurovascular  bundle. 

Development  of  Present  Knowledge 

The  twisting  road  which  has  led  to  our 
present  understanding  of  thoracic  outlet 

fFrom  the  Departments  of  Surgery,  Vanderbilt 
University  Medical  Center,  St.  Thomas  Hospital 
and  Baptist  Hospital,  Nashville,  Tenn. 

*Presented  in  part  at  the  meeting  of  the  Middle 
Tennessee  Medical  Association  at  Sewanee,  May 
20,  1971. 


syndrome  began  over  a hundred  years  ago 
when  the  first  clinical  diagnoses  were  re- 
corded and  an  early  attempt  was  made  to  re- 
move the  first  rib.  Prominent  surgeons  suc- 
cessively became  interested  in  the  problem, 
and  in  1905,  John  B.  Murphy  of  Chicago 
resected  a cervical  rib  which  had  produced 
a subclavian  aneurysm.  By  1916,  Halsted 
was  able  to  find  716  patients  with  records 
of  cervical  ribs  and  he  conducted  experi- 
ments to  determine  the  cause  of  the  occa- 
sional aneurysm  of  the  overlying  sub- 
clavian artery. 

Telford  and  Stopford  demonstrated  how 
the  brachial  plexus  and  subclavian  artery 
could  be  compressed  by  the  first  thoracic 
rib  and  reported  6 patients  who  were 
relieved  of  symptoms  following  its  resec- 
tion. Adson,  in  1927,  reviewed  the  subject 
extensively  and  introduced  his  clinical  test. 
The  role  of  the  scalene  anticus  muscle  in 
neurovascular  compression  was  developed 
further  by  Naffziger  and  Grant  and  by 
Ochsner,  Gage  and  DeBakey  in  1935  and 
succeeding  years  saw  other  compression 
syndromes  described.  Peet  and  associates1, 
in  1956,  suggested  that  all  of  these  compres- 
sion syndromes  might  be  termed  thoracic 
outlet  syndrome,  and  this  was  later  modified 
by  Rob  and  Standeven2  to  thoracic  outlet 
compression  syndrome,  which  includes  all 
syndromes  of  compression  of  the  neuro- 
vascular structures  of  the  upper  extremities. 
The  term  “neurovascular  compression  syn- 
dromes of  the  shoulder  girdle”  used  by 
Rosati  and  Lord3  is  more  correct  termi- 
nology but  is  bulky  and  since  “thoracic 
outlet  syndrome”  has  now  been  generally 
accepted  (even  by  these  authors4)  it  will  be 
used  here. 
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The  significant  failure  rate  of  scalenec- 
tomy  alone  led  to  efforts  to  achieve  greater 
decompression.  McCleery  and  associates5, 
in  1951,  added  removal  of  the  costocoracoid 
membrane  and  subclavian  muscle  while 
Rosati  and  Lord3,  in  1961,  emphasized  cla- 
viculectomy.  Resections  of  the  first  rib  had 
been  reported  earlier  but,  in  1962,  Clagett6 
redirected  attention  to  this  when  he  re- 
ported good  results  after  resection  of  the 
first  rib  via  the  posterior  approach. 
Ferguson,  Burford  and  Roper7  confirmed 
this  in  12  other  patients  and  Clagett8  later 
increased  his  reported  series  to  44  success- 
ful first  rib  resections. 

Resection  of  the  first  rib  via  an  axillary 
approach  was  reported  in  1966  by  Roos9 
whose  series  has  been  enlarged  to  over  450 
since  then.10  This  route  allows  removal  of 
the  rib  without  cutting  muscles  and  has 
been  productive  of  good  results  with  few 
complications.  Excision  of  the  first  thoracic 
rib  removes  the  floor  of  the  compression 
compartment  and  allows  the  neurovascular 
bundle  to  drop  downward  away  from  the 
overlying  and  enclosing  structures.  It  also, 
incidentally,  results  in  detachment  of  the 
anterior  scalene  muscle. 

Pathogenesis 

The  most  important  cause  of  neuro- 
vascular compression  is  the  narrow  space 
composed  of  firm  or  rigid  structures  through 
which  course  the  nerves  and  vessels  from 
the  root  of  the  neck  to  the  axilla.  The 
addition  of  congenital  anomalies  of  ribs  and 

THORACIC  OUTLET  SYNDROME 

muscles  fascia  bone 

anterior  scalene  costocoracoid  membrane  cervical  rib 


collaterals  coldness  weakness 

cyanosis  necrosis  Raynaud's  phenomenon 

Fig.  1.  Sources  of  pressure  in  the  root  of  the 
neck  and  shoulder  region  which  result  in  nerve 
and/or  vascular  symptoms. 


muscles  compounds  this,  as  does  any  un- 
usual position  which  is  persistent,  such  as 
hyperabduction  at  work  or  during  sleep. 

The  important  relations  of  the  structures 
are  emphasized  in  figure  1 which  lists  the 
multiple  anatomic  factors  which  may  be 
involved  as  well  as  the  usual  resultant 
symptoms.  Lord  and  Rosati4  have  enumer- 
ated five  factors  which  may  contribute  to 
pressure,  namely:  (1)  congenital  anomalies, 
(2)  static  size  or  shape  of  compressing 
structures,  (3)  dynamic  changes  with  mo- 
tion, (4)  trauma,  including  fractures  and 
“whip-lash,”  and  (5)  the  aging  processes 
of  arteriosclerosis  and  muscle  atrophy. 

The  actual  reason  why  some  people  de- 
velop pressure  symptoms  while  most  do  not 
is  unclear.  The  common  occurrence  in  mid- 
dle age  (77%  of  79  patients  in  the  present 
series)  and  in  women  (74%)  has  suggested 
that  muscle  atrophy  combined  with  increas- 
ing weight  accounts  for  many  instances. 
However,  this  explanation  collapses  with 
examination  since  increasing  age  should 
cause  even  further  loss  of  muscle  tone  and 
increased  obesity  yet  the  incidence  of 
symptoms  diminishes. 

Congenital  anomalies  occur  as  a cervical 
rib  in  0.5  to  1%  of  the  population  but  only 
about  10%  of  these  produce  symptoms. 
Eighty  per  cent  of  cervical  ribs  are  bilateral. 
A similar  incidence  of  first  rib  anomalies 
occurs. 

Thoracic  outlet  symptoms  not  infre- 
quently begin  after  injury,  automobile 
whip-lash  accidents  being  the  most  common 
form  in  the  United  States.  Sanders, 
Monsour  and  Baer11  noted  that  52%  of  their 
58  patients  featured  this,  while  Roos  and 
Owens12  reported  it  in  34%  of  138  patients. 

Symptoms  of  pressure  on  the  neurovas- 
cular bundle  may  be  divided  into  3 
components  as  outlined  in  figure  1;  namely, 
nerve  pressure,  arterial  pressure  and  venous 
pressure.  While  it  is  commonly  believed 
that  symptoms  of  pain  are  often  secondary 
to  arterial  changes,  it  is  usually  nerve  com- 
pression which  causes  the  distress.  This 
ranges  from  a vague  discomfort  in  the 
upper  arm,  forearm  or  hand  to  pain  which 
requires  repeated  sedation  with  opiates. 
Typically  the  pain  is  diffuse  and  is  difficult 
for  the  patient  to  describe,  but  an  ulnar 
distribution  (C-8  and  T-l)  is  common. 


November,  1971 


THORACIC  OUTLET  SYNDROME— Dale 


943 


Numbness  usually  involves  the  fingers 
rather  than  the  arm.  The  pain  usually  is 
more  severe  on  one  side  than  the  other  but 
bilateral  involvement  is  common;  it  is  often 
accompanied  by  tingling  or  a complete  loss 
of  sensation  briefly  (such  as  upon  arising 
in  the  morning  or  after  holding  the  arm  in 
an  elevated  position) . Suspicion  of  psy- 
chosomatic problems  or  even  outright 
malingering  may  arise  in  the  absence  of 
positive  physical  findings. 

Symptoms  of  arterial  pressure  (in  about 
5%)  are  due  to  impingement  upon  the  sub- 
clavian artery  with  stenosis  and  occasional- 
ly even  thrombosis  with  or  without  distal 
embolism.  Rarely  a secondary  Raynaud’s 
phenomenon  occurs. 

Venous  pressure  announces  itself  as 
edema  of  the  hand  and  forearm  and  it  may 
even  involve  the  upper  arm.  It  may  be 
accompanied  by  visible  venous  collaterals 
and  by  cyanosis. 

A paucity  of  diagnostic  signs  is  typical  of 
the  syndrome  of  thoracic  outlet  compres- 
sion. The  Adson  test  originally  was  de- 
signed to  detect  arterial  compression  by 
pulling  the  shoulder  caudally  while  the 
thorax  was  elevated  by  deep  inspiration 
with  the  head  to  the  same  side.  It  has  been 
later  modified  to  include  other  positions 
such  as  the  AER  position  (arm  elevated, 
forearm  at  right  angle  and  externally  ro- 
tated). Pain  (and  sometimes  arterial  com- 
pression) usually  can  be  elicited  by  one  of 
these  maneuvers  but  pulse  changes  often 
occur  in  asymptomatic  people  and  the  test 
is  not  a critical  one. 

Cervical  ribs  are  sometimes  palpable  in 
the  neck  or  may  be  suspected  if  the  sub- 
clavian artery  is  unusually  prominent  or 
if  a bruit  is  heard  in  the  supraclavicular 
region.  A few  patients  have  localized 
tenderness  over  the  anterior  scalene  muscle. 

Vascular  involvement.  Nerve  pressure 
rather  than  primary  involvement  is  the 
cause  of  symptoms  in  the  vast  majority  of 
patients  but  arterial  and/ or  venous  com- 
pression occasionally  occurs.  Roos10  found 
a 6%  incidence  of  major  vascular  symptoms 
in  his  series  of  400  rib  resections  and 
Sanders11  reported  that  12%  of  58  patients 
had  vascular  symptoms. 

Venous  hypertension  may  be  shown  by 
edema,  cyanosis  and  by  the  development 


of  collateral  venous  channels  in  the  upper 
arm.  Rarely  there  occurs  abrupt  throm- 
bosis of  the  axillary  and/or  subclavian  vein 
with  resultant  acute  venous  congestion, 
cyanosis  and  edema.  This  has  been  reported 
under  a variety  of  names  including  effort 
thrombosis  and  Paget-Shroetter  syndrome.13 
It  is  probably  best  classified  as  an  acute 
manifestation  of  thoracic  outlet  compres- 
sion. Our  single  experience  with  this  oc- 
curred in  a 46-year-old  woman  who  devel- 
oped phlegmasia  cerulea  dolens  of  the 
arm  after  driving  for  several  hours  with 
the  left  arm  elevated  upon  the  window 
ledge.  Venous  thrombectomy  was  necessary 
to  decompress  the  occluded  vein  and 
salvage  the  extremity.  A later  phlebogram 
pin-pointed  the  offending  site  of  pressure 
at  the  anterior  scalene  muscle  and  it  was 
resected.  (Fig.  2) 

Intermittent  venous  compression  without 
thrombosis  may  be  the  cause  of  edema  of 
the  arm  and  hand.  Adams,  DeWeese, 


Fig.  2.  Above,  phlebogram  of  46-year-old  woman 
with  phlegmasia  cerule  dolens  of  upper  extrem- 
ity secondary  to  venous  thrombosis  triggered  by 
automobile  travel  with  arm  elevated  upon  win- 
dow ledge.  The  cephalic  vein  is  prominent  but 
the  brachial  and  axillary  veins  are  not  seen  be- 
cause of  thrombosis.  Below,  11  months  following 
venous  thrombectomy,  the  deep  venous  system  is 
patent  but  narrowed  at  the  crossing  of  the  an- 
terior scalene  muscle  which  probably  was  the 
anatomic  cause  for  the  extensive  episode  of 
thrombosis.  Scalenectomy  was  done  later. 
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Mahoney  and  Hob14  described  this  in  8 
patients  and  discussed  diagnosis  by  phle- 
bography in  the  neutral  and  stress  position 
and  by  venous  pressure  studies. 

If  simple  minor  positional  compression  of 
the  subclavian  artery  or  symptomatic  bruits 
be  omitted,  the  incidence  of  major  arterial 
complications  is  small.  Compression  of  the 
subclavian  artery  in  the  AER  position  often 
can  be  demonstrated  angiographically  along 
with  a lesser  incidence  of  post-stenotic 
dilatation.  Although  Halstead,  in  1916,  re- 
ported a high  incidence  of  arterial  aneurysm 
associated  with  cervical  ribs,  Schein, 
Haimovici  and  Young15  found  only  30  in- 
stances of  thrombosis  associated  with  the 
abnormal  rib  and  suggested  that  some  of 
the  earlier  cases  were  not  true  aneurysms. 
Arterial  thrombosis  is  rare  and  occurred 
only  once  in  this  series.  This  was  a 52- 
year-old  woman  who  6 years  previously  had 


Fig.  3.  Above,  the  axillary  artery  is  sharply  com- 
pressed at  the  arrow  when  the  upper  extremity 
is  elevated  and  abducted  and  this  resulted  in 
distal  embolism.  Below,  the  axillary  artery  ap- 
pears normal  with  the  arm  in  the  dependent 
position.  The  vein  graft  was  used  to  by-pass 
the  old  embolism  and  secondary  thrombosis  of 
the  brachial  artery.  First  rib  resection  and 
claviculectomy  were  also  done. 


had  removal  of  a cervical  rib  and  scalenec- 
tomy.  Great  relief  of  pain  resulted  al- 
though some  tingling  of  the  fingertips 
remained.  Acute  ischemia  of  the  hand  had 
occurred  several  weeks  before  and  the 
brachial  artery  was  found  to  be  occluded  in 
the  middle  of  the  arm.  The  normal  sub- 
clavian artery  had  become  stenotic  when 
the  arm  was  elevated  and  it  appeared  that 
a thrombus  had  formed  at  this  point  and 
then  embolized.  (Fig.  3)  Operation  con- 
sisted of  removal  of  the  clavicle,  resection 
of  a recurrent  (or  continuing)  cervical  rib 
and  of  the  first  rib.  A bypass  vein  graft 
was  placed  in  the  arm. 

Objective  Diagnostic  Studies 

No  special  study  has  proved  infallible  and 
the  diagnosis  may  finally  be  based  upon 
history  with  few,  if  any,  physical  findings. 
Although  it  has  been  suggested  that  opera- 
tion be  limited  to  patients  with  objective 
findings,  such  a policy  denies  relief  to  many 
patients. 

Angiography  of  the  arterial  system  by 
catheterization  of  the  aortic  arch  or  by 
selective  subclavian  study  may  demonstrate 
angulation  of  the  artery  in  the  elevated 
position  as  compared  to  the  arm  in  the 
neutral  position  at  the  side.  Minor  degrees 
of  narrowing  in  the  region  of  the  first  rib 
are  common  as  are  small  post-stenotic 
dilatations  and  point  toward  compression. 
There  are  no  available  two-position  studies 
in  asymptomatic  patients  for  comparison. 

Phlebography  via  one  of  the  antecubital 
veins  is  as  often  confusing  as  it  is  helpful. 
The  subclavian  vein  with  the  arm  in  the 
neutral  position  at  the  side  may  be  con- 
trasted with  the  arm  elevated  and  rotated 
externally  although  some  normal  individ- 
uals without  symptoms  block  off  the  venous 
return  in  the  latter  situation.  Angiography 
therefore  has  been  disappointing  and  these 
studies  are  not  essential  in  the  preoperative 
work-up  of  all  patients  but  should  be 
limited  to  those  who  have  suggestions  of 
vascular  pressure. 

Venous  pressure  studies  in  different  posi- 
tions similarly  have  proved  disappointing 
to  me  and  do  not  appear  to  be  important 
in  most  patients. 

Positional  pulse  changes  may  be  eval- 
uated by  palpation,  by  oscillometry  or  by 
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plethysmography  and  offer  confirmatory 
evidence  when  positive. 

The  electromyogram  studies  described  by 
Urshel  and  associates16  have  not  been 
widely  used.  They  reported  a diminution 
of  conduction  time  across  the  thoracic  out- 
let in  the  ulnar  trunk  of  the  brachial  plexus 
(from  an  average  of  72  meters/second  nor- 
mal to  56  meters/second)  in  17  patients 
with  thoracic  outlet  syndrome.  Other 
experienced  physicians  have  not  confirmed 
this  and  Roos  states  “it  has  proved  un- 
pleasant for  the  patients  and  unrewarding 
for  the  physician”  due  to  technical  dif- 
ficulties. I have  had  no  personal  experience 
with  this. 

Differential  Diagnosis 

The  statement  that  “other  disorders  in 
the  differential  diognoses  were  easily  ruled 
out”  is  misleading.  The  subjective  nature 
of  pain  along  with  a paucity  of  objective 
findings  leads  to  uncertainty  in  many  in- 
stances, while  strict  limitation  of  treatment 
to  patients  with  a certain  diagnosis  will 
leave  others  without  relief. 

Table  2 

DIFFERENTIAL  DIAGNOSIS 

1.  Cervical  disc 

2.  Cervical  arthritis 

3.  Neurologic  diseases  (multiple 
sclerosis,  neuritis) 

4.  Carpal  tunnel  syndrome 

5.  Cord  tumor 

6.  Brachial  plexus  injury 

7.  Primary  arterial  occlusion 

A long  list  of  differential  diagnoses  may 
be  accumulated  and  prominent  ones  are 
shown  in  table  2.  Occasionally  a double 
diagnosis  may  require  two  different  treat- 
ments. Lord17  has  emphasized  the  con- 
comitant carpal  tunnel  syndrome  in  his 
recent  report  of  123  patients  of  whom  17 
had  this  and  5 required  two  separate  opera- 
tions (thoracic'  outlet  decompression  plus 
later  section  of  the  transverse  carpal  liga- 
ment at  the  wrist).  Two  patients  in  our 
series  had  accompanying  carpal  tunnel  syn- 
drome and  require  additional  operative 
relief  of  that  to  produce  complete  cure. 
One  of  these  was  a 44-year-old  woman 
with  a 4 year  history  of  numbness  in  the 


hand  which  awakened  her  at  night  and  in- 
terfered with  her  secretarial  work.  Some 
edema  was  also  noticed  and  led  to  resection 
of  the  first  rib  for  thoracic  outlet  syndrome. 
Shortly  thereafter  pain  recurred.  It  was 
relieved  by  section  of  the  transverse  carpal 
ligament.  The  other  had  transaxillary  rib 
resection  and  lysis  of  the  carpal  ligament 
at  the  same  operative  session. 

Symptoms  of  hand  ischemia  (Raynaud’s 
phenomenon,  coldness,  ulceration)  indicate 
angiographic  visualization  of  the  arteries, 
not  only  at  the  root  of  the  neck  but  also 
in  the  wrist,  hand  and  fingers.18  Percu- 
taneous brachial  angiography  may  be  used 
but  selective  subclavian  catheterization  via 
the  transfemoral  approach  allows  complete 
visualization  and  repetitive  studies.  Should 
the  hand  and  finger  vessels  be  poorly  de- 
fined the  direct  intra-arterial  injection  of 
25  mg  of  priscoline  may  improve  visualiza- 
tion. 

Treatment 

Nonoperative  treatment  is  clearly  indi- 
cated at  the  onset  for  the  vast  majority  of 
patients  since  time  will  end  the  symptoms 
of  some,  will  tend  to  eliminate  faulty  diag- 
nosis and  will  allow  total  nonoperative 
management  of  others. 

Initially,  patients  should  be  reassured  that 
they  probably  will  not  require  operation. 
Tranquilizers  or  sedatives  to  interrupt  the 
cycle  of  nervous  and  muscular  tension 
should  be  prescribed  along  with  warm  baths 
and  other  measures  to  promote  relaxation 
of  the  muscles  of  the  neck  and  shoulder 
girdle.  The  exercises  shown  in  table  3 

Table  3 

SHOULDER-GIRDLE  EXERCISES  FOR 
THORACIC-OUTLET  SYNDROME 

At  the  beginning,  each  exercise  is  done  10 
times  in  succession  twice  a day.  As  the  shoulders 
and  neck  gain  strength,  the  number  of  times 
each  exercise  is  done  consecutively  can  be  in- 
creased. The  six  exercises  follow: 

1.  Stand  erect  with  the  arms  at  the  sides, 
holding  in  each  hand  a 2-pound  weight  (sand- 
bags, or  bottles,  jars  or  sacks  filled  with  sand). 

(a)  Shrug  the  shoulders  forward  and  upward. 

(b)  Relax,  (c)  Shrug  the  shoulders  backward 
and  upward,  (d)  Relax.  (3)  Shrug  the  shoulders 
upward,  (f)  Relax  and  repeat. 

2.  Stand  erect  with  the  arms  out  straight  from 
the  sides  at  shoulder  level;  hold  a 2-pound  weight 
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in  each  hand  (palms  should  be  down),  (a)  Raise 
the  arms  sideways  and  up  until  the  backs  of 
the  hands  meet  above  the  head  (keep  elbows 
straight),  (b)  Relax  and  repeat.  Note:  As 

strength  improves  and  exercises  1 and  2 become 
easier,  weights  should  be  made  heavier;  increase 
to  5 and  later  to  10  pounds. 

3.  Stand  facing  a corner  of  the  room  with  one 
hand  on  each  wall,  arms  at  shoulder  level,  palms 
forward,  elbows  bent  and  abdominal  muscles 
contracted,  (a)  Slowly  let  the  upper  part  of  the 
trunk  lean  forward  and  press  to  the  chest  into 
the  corner.  Inhale  as  the  body  leans  forward. 

(b)  Return  to  the  original  position  by  pushing 
out  with  the  hands.  Exhale  with  this  movement. 

4.  Stand  erect  with  the  arms  at  the  sides, 
(a)  Bending  the  neck  to  the  left,  attempt  to 
touch  the  left  ear  to  the  left  shoulder  without 
shrugging  the  shoulder,  (b)  Bending  the  neck  to 
the  right,  attempt  to  touch  the  right  ear  to  the 
right  shoulder  without  shrugging  the  shoulder. 

(c)  Relax  and  repeat. 

5.  Lie  face  down  with  the  hands  clasped  be- 
hind the  back,  (a)  Raise  the  head  and  chest 
from  the  floor  as  high  as  possible  while  pulling 
the  shoulders  backward  and  the  chin  in.  Hold 
this  position  for  a count  of  three.  Inhale  as  the 
chest  is  raised,  (b)  Exhale  and  return  to  the 
original  position,  (c)  Repeat. 

6.  Lie  down  on  the  back  with  arms  at  the  sides, 
with  a rolled  towel  or  small  pillow  under  the 
upper  part  of  the  back  between  the  shoulder 
blades  and  no  pillow  under  the  head,  (a)  Inhale 
slowly  and  raise  the  arms  upward  and  backward 
overhead,  (b)  Exhale  and  lower  the  arms  to  the 
sides,  (c)  Repeat  five  to  20  times. 

commonly  produce  improvement  within  7 
to  10  days  by  strengthening  the  cervical 
and  shoulder  girdle  muscles  which  have 
allowed  the  skeletal  structures  to  sag.  Oc- 
casionally, patients  are  made  worse  by 
exercises  and  should  discontinue  them  if 
this  occurs.  Traction  by  cervical  halter  may 
be  tried  but  in  general  has  proved  disap- 
pointing for  the  thoracic  outlet  syndrome, 
although  helpful  for  other  lesions  involving 
the  cervical  vertebral  column. 

The  necessity  for  operative  treatment  as 
opposed  to  nonoperative  management  has 
approximated  50%  in  the  large  series  of 

Table  4 

OVERALL  RESULTS 

20  operations  in  79  patients 

79%  nonoperative 

21%  operative 

1 failure:  second  operation  for  failure 
elsewhere 
5 partial  relief 
14  complete  relief 


Fig.  4.  Drawing  of  transaxillary  first  rib  resec- 
tion to  illustrate  how  upward  traction  of  an 
extremity  lifts  the  neurovascular  bundle  up  off 
the  underlying  first  rib  to  allow  its  removal.  The 
anterior  scalene  muscle  is  resected  during  the 
procedure.  (Some  artistic  license  is  present.) 

Roos10  (800  total  patients)  and  of  Urschel.16 
This  high  incidence  no  doubt  reflects  the 
referral  pattern.  In  the  present  series  of  79 
patients  only  20%  have  to  date  required 
operation  while  the  remainder  have  been 
treated  otherwise  (Table  4). 

Operations  should  be  reserved  for  patients 
who  continue  to  have  symptoms  and  do  not 
respond  to  lesser  measures  over  a period 
of  time.  Occasionally,  the  symptoms  may 
be  so  acute  that  immediative  operative  de- 
compression is  warranted.  This  occurs  when 
pain  of  a severe  degree  necessitates  opiates, 
or  if  the  vascular  structures  are  severely 
involved  or  become  thrombosed. 

The  usual  operations  are  summarized  in 
table  5.  Scalenectomy  alone  is  not  suf- 

Table  5 

AVAILABLE  OPERATIONS 

1.  Scalenectomy — insufficient 

2.  Cervical  ribs — must  be  removed 

3.  First  rib  resection — axillary  approach  easier 

than  others 

4.  Sympathectomy — may  be  added  easily 

5.  Carpal  tunnel  lysis — may  be  added 

ficiently  decompressive  and  the  underlying 
first  rib  should  be  removed  to  lower  the 
floor  of  the  space.  Several  approaches  may 
be  used.  The  supraclavicular  approach  is 
particularly  useful  when  a cervical  rib  is 
present  since  it  may  be  removed  with  the 
greatest  degree  of  safety  to  the  nearby 
brachial  plexus.  At  the  same  time,  the 
anterior  scalene  muscle  may  be  cut.  A more 
radical  decompression  involves  removal  of 
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the  inner  two-thirds  of  the  clavicle  and 
even  the  underlying  first  rib.  This  is  the 
most  radical  decompression  available. 

The  posterior  approach  allows  removal 
of  the  first  rib  but  is  less  direct,  requires 
more  muscles  to  be  cut  and  results  in  more 
blood  loss.  It  is  more  painful  and  longer 
disabling. 

The  transaxillary  approach  to  the  first 
rib  is  the  procedure  of  choice  for  most 
patients  since  it  causes  the  least  incapacity 
and  effectively  decompresses  the  neurovas- 
cular bundle  by  removing  the  underlying 
first  rib  (and  second  ribs  if  necessary) 
while  at  the  same  time  ridding  the  patient 
of  the  anterior  scalene  muscle.  The 
cervical  rib  may  even  be  removed  by  this 
approach  although  I believe  it  is  preferable 
to  use  the  supraclavicular  route  should  that 
be  necessary. 

Transaxillary  first  rib  resection.  The 
patient  is  placed  in  the  straight  lateral  posi- 
tion with  the  thorax  rolled  back  posteriorly 
60°.  The  entire  upper  extremity  is  covered 
with  sterile  stockinette,  so  it  may  be 
elevated  by  the  assistant  to  lift  the  nerves 
and  vessels  up  off  the  first  ribs.  A trans- 
verse incision  is  made  just  below  the  axil- 
lary hair  line  and  dissection  is  carried 
directly  to  the  rib  cage  and  then  upward 
into  the  axilla  until  the  vessels  are  en- 
countered as  they  pass  out  over  the 
superior  edge  of  the  first  rib  (figure  5). 
The  anterior  scalene  muscle  is  encircled  at 
its  attachment  to  the  superior  border  of  the 
first  rib  and  divided.  The  first  rib  is  then 


Fig.  5.  Postoperative  view  of  transaxillary  first 
rib  resection. 


dissected  in  the  extraperiosteal  plane  to 
avoid  regeneration.  It  is  resected  pos- 
teriorly as  close  as  possible  to  the  transverse 
process  of  the  vertebra  and  anteriorly  at  its 
junction  with  the  rib  cartilage.  During  the 
procedure,  special  long  handled  retractors 
shield  the  brachial  plexus  and  vessels  and 
long  thin  instruments  are  necessary  for  the 
various  operative  maneuvers.  The  trans- 
axillary approach  requires  adequate  assis- 
tance, good  lighting  and  proper  instruments 
but  the  experience  of  several  surgeons  con- 
firms it  as  an  excellent  procedure  once  the 
technique  is  mastered.10  (Fig.  5.) 

Should  sympathectomy  be  required,  it  is 
easily  done  either  by  the  extrapleural  ap- 
proach after  resection  of  the  first  rib  or  by 
the  transpleural  approach  via  the  third 
interspace  using  the  same  incision. 

Good  postoperative  results  have  now  been 
reported  by  many  surgeons  including  Roos9 
(90%  of  400),  Lord17  (94%  of  37)  and 
Sanders,  Monsour  and  Baer11  (90%  of  69), 
and  a low  morbidity  and  absent  mortality 
rate  noted.  Among  the  present  group  there 
was  complete  relief  of  symptoms  in  14 
rate  noted.  Among  the  present  group,  there 
patients  and  partial  relief  for  5 patients 
while  there  was  complete  failure  in  one 
patient  (who  had  already  been  operated 
upon  elsewhere).  Although,  she  has  had 
what  is  believed  to  be  the  most  radical  de- 
compression available  (including  clavic- 
ulectomy,  resection  of  the  scalene,  sub- 
clavius  and  pectoralis  minor  muscles  and 
resection  of  the  first  rib)  the  symptoms 
persist  for  reasons  which  are  not  obvious. 

The  5 patients  with  partial  relief  are  of 
particular  interest.  It  is  not  clear  whether 
the  decompression  should  have  been  in- 
creased by  removal  of  the  second  rib.  It  is 
of  interest  that  some  relief  of  symptoms 
has  occurred  for  each  and  one  individual 
stated  that  while  he  still  had  pain  upon 
elevation  of  the  arms  that  he  no  longer 
required  opiates  for  relief  and  no  longer 
contemplated  suicide. 

Summary 

Nonoperative  management  affords  relief 
to  the  majority  of  patients  suffering  pain 
(and  occasionally  vascular  compression) 
due  to  compression  of  components  of  the 
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neurovascular  bundle  in  the  root  of  the 
neck.  When  this  fails,  removal  of  the  first 
rib  (and  cervical  rib  when  present)  success- 
fully decompresses  the  space  for  most 
patients.  It  can  be  accomplished  via  the 
transaxillary  route  with  relative  safety. 
Good  results  in  a personal  series  of  79 
patients  are  summarized. 

Mid-State  Medical  Center, 
2000  Church  St., 

Nashville,  Tenn.  37203 
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Decubitus  ulcers  offer  a troublesome  problem  at  some  time  or  other  to  almost  every  practitioner 
of  medicine.  The  management  of  the  large  and  deep  ones  commonly  implies  surgical  treatment. 

Principles  of  Surgery  for  Pressure  Sores 

W.  M.  COCKE,  M.D.,*  Nashville,  Tenn. 


A decubitus  ulcer,  pressure  sore  or  bed- 
sore, usually  occurs  in  patients  who  are 
bedridden.  They  are  common  in  hemi- 
plegics,  paraplegics  and  quadraplegics.  The 
prime  etiologic  factor  is  believed  to  be  ex- 
cessive and  unrelieved  pressure.  Loss  of 
subcutaneous  and  muscular  tissue,  nutri- 
tional factors,  anemia,  hypoprotenemia,  irri- 
tation from  sheet  burns  and  poorly  padded 
wheelchairs  can  be  factors  in  causing  pres- 
sure sores.  The  degree  of  disease  can  vary 
from  a superficial  abrasion  to  deep  destruc- 
tion of  all  tissues  including  the  bone.  The 
degree  of  severity  and  involvement  and  lo- 
cation of  the  ulcer  or  ulcers  will  determine 
the  type  and  extent  of  treatment. 

The  most  common  sites  of  pressure  sores 
are  the  ischium,  sacrum,  heel  and  trochan- 
teric regions.  They  can  occur  at  ribs,  ster- 
num, penis,  superior  iliac  spines,  iliac 
crest,  tibia  and  malleoli.  The  ulcers  usually 
are  contaminated  with  numerous  bacteria. 
Staphylococci,  Esch  coli,  pseudomonas  and 
Streptococci  are  among  the  most  common 
types  cultured. 

Areas  of  erythema,  limited  swelling  and 
induration,  superficial  desquamation,  and 
small  areas  of  ulcerations  can  respond  to 
effective  conservative  measures.  These  in- 
clude improving  the  nutritional  status,  cor- 
recting anemia,  and  consultation  with  the 
appropriate  specialist  regarding  problems  in 
other  organ  systems.  Constant  communi- 
cation with  the  nursing  service  with  regard 
to  skin  care,  diet  and  “turn”  schedule  is 
important.  The  relief  of  pressure  is  the 
most  important  single  factor.  Sheepskin, 
silastic  pads,  foam  rubber  pads,  water  and 
other  mattresses  in  combination  with  cir- 
cular bed  or  Stryker  frame  can  be  quite 
helpful  in  keeping  the  patient  from  lying 
in  one  position  for  extended  periods.  A 
small  ulcer  can  be  cleansed  and  irrigated 
with  half  strength  hydrogen  peroxide  and 

*From  the  Division  of  Plastic  Surgery,  De- 
partment of  Surgery,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn. 


the  wound  dressed  with  sponges  soaked 
with  saline  solution,  Dakin’s  solution  or  the 
appropriate  antibiotic  solution  3 times  a 
day.  If  the  smaller  ulcers  do  not  respond 
to  conservative  measures,  surgical  manage- 
ment usually  is  indicated. 

The  treatment  of  decubitus  ulcers  prior 
to  World  War  II  usually  was  conservative. 
With  the  stimulus  of  2500  troops  with  spinal 
cord  injuries,  surgical  advances  by  neces- 
sity came  quickly.  (Table  1). 

The  mode  of  treatment  also  is  dependent 
on  the  location  of  the  ulcer.  For  example, 
ulcers  of  the  heel,  rib  cage  and  malleoli 
usually  are  best  treated  conservatively. 
Decubiti  with  limited  necrosis  of  skin,  but 
with  extension  to  deeper  structures  may 
respond  to  surgical  measures  such  as 
debridement  with  or  without  small  skin 
grafting  procedures.  However,  if  the  tissue 
destruction  is  extensive  and  there  is  an  as- 
sociated sinus  tract,  infected  bursae  and 
osteomyelitis,  a large  surgical  procedure 
usually  is  necessary  to  correct  this  and 
head  off  the  final  stage  of  generalized  sepsis 
and  death. 

If  major  flap  surgery  is  being  considered, 
and  the  patient  has  a great  deal  of  spasm, 
alcohol  block  or  rhizotomy  may  be  indi- 
cated to  prevent  motion  and  tension  on  the 
healing  wound.  This  is  an  individual  re- 
quirement and  consultation  with  the  neuro- 
surgeon would  be  indicated. 

The  general  principles  of  surgery  for  the 
large  decubitus  ulcer  can  be  summarized  in 
4 steps: 

(1)  Excise  the  ulcer  to  healthy  tissue. 

(2)  Remove  or  trim  and  smooth  out  the 
underlying  bony  prominence. 

(3)  Cover  the  defect  with  a local  flap — 
preferably  large  and  of  a rotational 
variety. 

(4)  Close  the  flap  donor  area  with  a skin 
graft. 

Many  authors  have  reported  upon  the 
use  of  small  flaps,  bipedicle  flaps,  saddle 
flaps,  stellate  closure,  excision  and  primary 
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Table  I 

HISTORY  OF  SURGICAL  TREATMENT 
OF  DECUBITUS  ULCERS 


Surgeon 

Year 

Brown-Sequard4 

1853 

Paget4 

1873 

Charcot4 

1879 

Davis1 

1938 

Cope  and  Fries5 

1939 

Munro5 

1940 

Mulholland1 

1943 

Scoville4 

1945 

Cutler5 

1945 

Munro5 

1945 

Gordon7 

1947 

Conway5,6 

1947 

Kostrubula1 

1947 

Conway4 

1947 

Climo4 

1954 

Campbell1 

1955 

Georgiade1 

1956 

Comarr3 

1958 

Chase2 

1959 

Spira9 

1963 

closure.  These  procedures  may  be  indicated 
in  selected  cases,  but  as  a general  principle, 
I believe  large  flaps  should  be  used.  Many 
patients  will  develop  recurrent  ulcers. 
A small  flap  will  cut  across  an  area  and 
ruin  it  for  further  surgical  treatment  with 


Contribution 

Bed  sore  results  from  pressure 

Explored  the  process  of  decubitus  develop- 
ment 

Proposed  a neurotrophic  factor 

Flap  coverage  of  defect 

Debridement  of  the  ulcers  useful 

Abnormal  vascular  reflexes  due  to  distur- 
bance in  sympathetic  nerves 

Relief  of  pressure.  Restore  positive  nitrogen 
balance 

Surgical  closure  of  decubitus 
High  protein  diet 

Anterior  rhizotomy  to  relieve  spasm 
Large  pedicle  flap 

1)  Excise  decubitus  and  adjacent  ulcer 

2)  Cover  the  defect  with  adequate  pad 

3)  Elliptic  excision  only  in  small  ulcers 

4)  Free  graft — where  general  conditions 
will  not  tolerate  a major  operative 
procedure 

Excise  underlying  bony  prominence 

Ischiectomy  for  ischial  ulcers 

Tilt  table  added  to  the  treatment 

Prefers  the  term  pressure  sore 

Hip  disarticulation  with  total  thigh  flap 
reconstruction 

Observed  that  urethral  diverticulus  devel- 
oped following  ischiectomy 

Bilateral  amputation 

High  thigh  amputation 


skin  flaps.  A larger  flap  can  be  re-elevated 
and  re-rotated  in  these  recurrent  problems. 

Three  different  designs  for  a flap  are  il- 
lustrated. The  principles  of  correction  are 
the  same  and  can  be  applied  to  solve  the 
problem  in  each  specific  case. 
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Fig.  1.  A large  sacral  flap  has  been  rotated  in 
place  to  cover  a sacral  ulcer.  A split  thickness 
skin  graft  is  used  to  cover  the  donor  site  of  the 
flap. 


Fig.  2.  This  case  demonstrates  a large  left  tro- 
chanteric ulcer  and  the  undermining  which  oc- 
curs at  the  site  of  ulcer. 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 
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The  author  reviews  the  pathogenesis  of  idiopathic  scoliosis,  something  of  its  prognosis  and  the  in- 
dicated management  under  varying  circumstances. 

Current  Concepts  of  Treatment 
of  Idiopathic  Scoliosis 

DON  L.  GAINES,  M.D.,  Nashville,  Tenn. 


Lateral  curvature  of  the  spine,  or  scoli- 
osis, presents  a difficult  problem,  even 
though  there  has  been  considerable  im- 
provement in  methods  of  treatment  in  the 
past  decade.  The  keystone  of  treatment  of 
idiopathic  scoliosis  is  early  recognition  of 
the  structural  curve  and  institution  of  treat- 


Fig.  1: 


A.  An  IVP  x-ray  confirms  the  spine  is  straight 
at  age  11  yr. 

ment.1  It  is  no  longer  acceptable  to  observe 
a curvature  gradually  progress  until  correc- 
tion of  the  deformity  requires  a difficult 
fusion  operation,  when  earlier  and  proper 
bracing  would  have  been  effective  (Fig.  1). 

*Read  at  the  meeting  of  the  Upper  Cumber- 
land Medical  Society,  Red  Boiling  Springs,  June 
16,  1971. 


Historical  Remarks 

Before  the  present  century,  treatment  of 
spinal  curvatures  consisted  primarily  of 
various  exercise  programs.  Studies  have 
proven  conclusively  that  exercises  alone  do 
not  alter  the  severity  or  progression  of 
curvatures  of  the  spine  in  a growing  child. 


B.  Spinal  fusion  was  recommended  when  first 
seen  at  age  15  yr.  A physician  had  noted  a 
spine  curvature  2 years  previously,  but  no 
treatment  was  recommended. 

In  1911,  Hibbs  published  a paper  on  fusion 
of  the  spine  for  tuberculosis,  and  later  the 
same  operation  was  adapted  to  treatment  of 
curvature  of  the  spine.2  About  1960,  Dr. 
Paul  Harrington  developed  a set  of  instru- 
ments for  internal  correction  and  stabiliza- 
tion of  the  spine,  which  are  known  as  Har- 
rington instruments.3  The  combination  of 
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the  Risser  cast,  spinal  fusion,  and  Harring- 
ton instrumentation  has  proven  to  be  a good 
method  for  correction  of  a significantly  de- 
veloped curvature. 

In  the  late  1940’s,  Blount  and  Schmidt4 
began  designing  the  Milwaukee  brace  to  be 
used  as  a recumbent,  postoperative  frame 
for  patients  undergoing  spine  fusion  for 
poliomyelitis  scoliosis.  Later  it  was  used  to 
prevent  worsening  of  early  curvatures  in 
poliomyelitis  patients  with  trunk  weakness, 
in  the  1950’s,  it  became  apparent  that  the 
brace  was  effective  as  a nonoperative  ambu- 
latory method  for  treatment  of  idiopathic 
scoliosis.5 

General  Aspects  of  Idiopathic  Scoliosis 

Although  the  clinical  features  and  char- 
acteristics of  idiopathic  scoliosis  are  well 
known,  as  its  name  implies,  the  exact 
etiology  is  unknown.  In  population  studies, 
the  incidence  is  between  1.5  and  2 per  thou- 
sand. There  has  been  strong  proof  of  a 
familial  tendency  or  genetic  foundation  for 


Fig.  2: 

A.  X-ray  of  an  ideal  candidate  for  the  Mil- 
waukee brace,  age  13,  curve  moderate,  flexi- 
ble, and  noticeable. 


the  disease.  MacEwen0  found,  in  a study  of 
100  families  in  which  one  child  had  scoliosis, 
that  in  80%  of  the  families  a sibling  or 
parent  had  scoliosis  to  some  degree.  There 
appeared  to  be  sex-linked  dominant  mode 
of  inheritance. 

Classification 

Idiopathic  scoliosis  can  be  divided  by  age 
of  appearance  into  3 categories: 

1.  Infantile,  appearing  by  the  age  of  3 
years. 

2.  Juvenile,  appearing  between  the  age  of 
3 and  puberty. 

3.  Adolescent,  appearing  between  puberty 
and  the  completion  of  spinal  growth. 

Idiopathic  scoliosis  varies  considerably  as 
to  rate  of  progression,  pattern  of  curvature, 
amount  of  structural  change,  cosmetic  de- 
formity, and  functional  impairment.  In 
general,  the  earlier  the  onset,  the  more 
severe  the  deforming  curvature  will  be- 
come, as  there  is  a tendency  for  progression 
throughout  growth.  About  90%  of  the  cases 
occur  in  adolescent  girls,  usually  as  a right 
thoracic  curvature.  It  usually  is  steadily 


B.  X-ray  of  same  patient  three  years  and  six 
months  later.  She  is  now  out  of  the  brace, 
has  good  cosmesis,  and  the  curvature  was 
halted  and  improved. 
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progressive  from  the  time  of  appearance 
until  spinal  growth  is  complete  at  about  age 
16  (Fig.  1). 

The  final  curvature  of  the  untreated  in- 
fantile or  juvenile  idiopathic  curvature  is 
generally  more  catastrophic  since  there  are 
more  years  for  progression. 

Complications 

The  treatment  of  scoliosis  is  directed 
toward  correction  of  unacceptable  cosmetic 
deformity,  improving  function,  and  decreas- 
ing mortality.  It  has  become  increasingly 
apparent  that  more  severe  curvatures  pro- 
duce a deformity  of  the  thorax  with  sig- 
nificant alteration  of  pulmonary  and  cardiac 
function.  The  deformed  thorax  results  in 
a loss  of  usable  lung  space  with  shunting  of 
blood  through  the  lungs  so  it  is  not  ade- 
quately oxygenated.  Pulmonary  function 
studies  measuring  intra-arterial  oxygen  ten- 
sion, and  perfusion-ventilation  studies  with 
radioactive  Xenon  have  shown  defects  in 


pulmonary  physiology  with  much  smaller 
curvatures.7*9  Nachemson,10  in  Sweden, 
found  a 100%  increase  in  mortality  in 
patients  with  untreated  thoracic  scoliosis 
after  the  age  of  40. 

Treatment 

There  are  3 ways  to  treat  these  curva- 
tures. The  first  is  observation;  the  second  is 
the  Milwaukee  brace;  and  the  third  is  spinal 
fusion  with  Harrington  instrumentation. 

Observational  treatment  is  rarely  justi- 
fied. A patient  with  a 15°  to  20°  curvature 
that  is  flexible,  or  one  presenting  toward 
the  end  of  the  growth  period  with  15°  to 
20°  curvature  that  is  compensated  and  ac- 
ceptable cosmesis  may  be  observed  for  one 
to  two  months  and  re-evaluated  by  x-ray. 
If  there  is  any  evidence  of  progression,  a 
Milwaukee  brace  would  be  indicated. 

The  use  of  the  Milwaukee  brace  has 
proven  very  effective  in  the  treatment  of 
idiopathic  scoliosis,  providing  the  child  is 
still  growing  and  the  curve  is  not  too 
severe.11  Almost  all  curvatures  of  up  to  40° 


Fig.  3:  A patient  with  a Milwaukee  brace  that  fits  well.  The  pelvic  girdle  is  properly  moulded,  the 
neck  ring  and  pads  are  correctly  positioned. 
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Fig.  4: 

A.  This  curvature  might  have  responded  to  a 
Milwaukee  brace,  but  the  family  refused 
this  treatment. 


B.  Spinal  fusion  was  done  with  good  correction 
confirming  the  flexibility  of  this  particular 
curve. 


in  a growing  child  will  respond  favorably 
to  treatment  with  a Milwaukee  brace  by 
preventing  progression  and  maintaining 
some  improvement  of  the  curvature  (Fig. 
2) . But  by  no  means  should  one  watch  a 
curvature  until  it  is  40°  before  starting 
treatment.  Although  some  flexible  curves 
of  50°  to  60°  respond  favorably  to  treatment 
with  the  Milwaukee  brace,  it  is  in  this  group 
of  patients  that  we  encounter  failures  with 
the  brace.  Most  brace  failures  can  be  traced 
to  use  of  the  brace  in  curves  that  are  too 
severe,  or  fitted  and  constructed  improperly. 

The  Milwaukee  brace  requires  a skilled 
craftsman  for  its  fabrication.  The  effective- 
ness of  the  brace  is  directly  proportional  to 
its  construction,  fit  and  adjustment.  The 
basic  principles  of  construction  of  the  brace 
are  well  established  (Fig.  3).  An  orthotist 
must  not  be  given  the  total  assignment  to 
fabricate  and  fit  the  brace  and  locate  the 
pads,  but  should  be  under  the  guidance  of 


an  orthopedic  surgeon  who  understands  the 
intricacies  of  spinal  curvatures. 

When  a properly  constructed  and  adjusted 
brace  is  applied  sufficiently  early,  worn  long 
enough,  and  removed  sufficiently  slowly,  the 
curvature  will  be  completely  halted  in  its 
progression  and  should  never  reach  a sig- 
nificant degree  of  curvature.12 

There  are  definite  indications  for  spine 
fusion  and  Harrington  instrumentation. 
When  spinal  growth  is  complete,  the  patient 
will  not  respond  to  the  Milwaukee  brace, 
and  if  cosmesis  is  unacceptable,  spine  fusion 
should  be  recommended.  When  a patient 
has  a structural  curvature  that  is  beyond 
the  ability  of  the  brace,  fusion  is  indicated 
(Fig.  5).  Sometimes  fusion  of  the  spine  is 
required  regardless  of  the  age  of  the  patient 
(Fig.  4).  Spine  fusion  still  is  an  important 
part  of  the  treatment  of  scoliosis,  because 
in  many  instances,  the  curvature  is  not  de- 
tected by  the  parent  or  family  physician 
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Fig.  5: 

A.  This  curvature  was  quite  structural  and  be- 
yond correction  by  a brace. 


until  a serious  degree  of  curvature  is  pres- 
ent. At  other  times,  unfortunately,  the 
child  will  be  observed  by  a physician  who 
has  noticed  the  presence  of  the  curvature 
but  has  not  recommended  any  treatment 
(Fig.  1). 

Summary 

Many  improvements  have  been  made  in 
the  treatment  of  idiopathic  scoliosis  in  the 
past  10  years.  There  is  no  doubt  that  early 
recognition  and  treatment  of  the  scoliotic 
patient  is  paramount  for  minimal  functional 
impairment  and  good  cosmesis.  It  is  no 
longer  justifiable  to  observe  a curvature 
gradually  worsen  or  treat  it  with  exercises 
alone.  If  detected  while  the  curvature  is 
small  in  a growing  child,  the  Milwaukee 
brace  is  the  treatment  of  choice. 

When  the  patient  presents  with  a defor- 
mity that  is  beyond  the  ability  of  the  brace 
to  correct,  or  when  he  is  through  the  grow- 
ing period,  surgical  treatment  should  be 
recommended.  A spine  fusion  and  Harring- 
ton instrumentation  is  a serious  orthopedic 
operation  that  may  have  numerous  com- 
plications. The  brace  treatment  is  always 


B.  Harrington  instrumentation  and  spinal  fu- 
sion was  done.  The  spine  is  solid  and 
cosmesis  was  improved  markedly. 


preferable  providing  the  curve  is  responsive 
to  the  brace.  In  borderline  cases,  it  is  best 
to  try  the  brace  for  6 to  12  months,  and  if 
the  curve  does  not  respond,  then  proceed 
with  surgical  management. 

1910  Patterson  Street, 

Suite  409,  Nashville,  Tenn.  37203 
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The  City  of  Memphis  Hospital* 
Polycystic  Ovarian  Disease  In  A Teenager 

DR.  STEWART  FISH:  Dr.  Robert 

Cameron  will  present  the  case  history  of 
the  patient  which  will  form  the  basis  for 
our  staff  conference  today. 

DR.  ROBERT  CAMERON:  This  is  the  case  of 
a 14-year-old  nulliparous  black  female  that  was 
initially  seen  by  the  gynecology  service  in  June, 
1970,  because  of  hirsutism  and  oligomenorrhea. 
She  was  first  admitted  to  the  City  of  Memphis 
Hospital  at  the  age  of  6 years  because  of  the 
development  of  breast  tissue  and  pubic  and 
axillary  hair.  The  bone  age  was  9 years.  She 
was  next  seen  at  9 years  of  age  and  was  noted 
to  be  obese  with  a weight  of  123  lbs.  and  a height 
of  60  inches.  At  this  time  her  bone  age  was  ad- 
vanced to  13  years  and  she  had  excessive  facial 
hair.  The  clitoris  was  first  observed  to  be  promi- 
nent at  age  10.  Menarche  began  at  age  12  and 
at  this  age  the  hair  growth  was  so  marked  that 
she  shaved  her  face.  Menses  were  irregular  from 
the  onset  of  menarche,  occurring  every  3 to  4 
months  and  lasting  for  only  1 to  2 days.  She  was 
admitted  to  the  hospital  in  1969  at  12  years  and 
10  months  because  of  hirsutism,  oligomenorrhea 
and  obesity.  She  weighed  190  lbs.,  was  65"  tall 
and  had  an  elevated  blood  pressure  of  158/82. 
The  laboratory  workup  included  a 24  hour 
urinary  pregnanetriol  and  17-ketosteroids,  PBI, 
electrolytes  which  were  all  within  the  normal 
limits.  She  had  a positive  buccal  smear  with 
31%  of  the  cells  containing  Barr  bodies.  Chro- 
mosomal karyotype  was  46, XX.  Her  bone  age 
was  advanced  to  between  15  and  16  years. 

She  was  seen  in  consultation  at  the  age  of  14 
by  Dr.  Wiser  who  noted  that  her  ovaries  were 
enlarged.  She  was  then  transferred  to  the  Clini- 
cal Research  Center  for  evaluation  by  the  gyne- 
cology service  of  a probable  androgen  excess 
state  due  possibly  to  an  ovarian  tumor. 

The  family  history  revealed  that  her  brother, 
maternal  grandmother  and  a maternal  aunt  have 
diabetes  mellitus.  None  of  the  female  members 
of  her  mother’s  family  had  hirsutism  or  oli- 
gomenorrhea. No  information  could  be  obtained 
concerning  her  father’s  family. 

*From  the  Division  of  Reproductive  Medicine, 
Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tenn. 

This  patient  was  a participant  in  a study  of 
hirsutism  conducted  in  the  University  of  Ten- 
nessee Clinical  Research  Center  which  is  sup- 
ported by  a grant  (RR-211)  from  the  General 
Clinical  Research  Center  Program  of  the  Di- 
vision of  Research  Resources,  National  Institute 
of  Health. 


Physical  examination  at  the  time  of  admission 
to  the  gynecology  service  demonstrated:  blood 
pressure;  136/84,  pulse;  88,  temperature;  98.8, 
height;  66V2",  weight;  176  lbs.  The  general  ap- 
pearance was  that  of  an  obese  young  girl  in  no 
acute  distress  with  excessive  facial  hair  requiring 
shaving  every  other  day  (Fig.  1).  She  was 


Fig.  1:  View  of  the  left  side  of  the  face  and 
neck  illustrating  the  severe  hirsutism. 


withdrawn  and  difficult  to  interview.  Despite 
the  excessive  hair,  the  body  contour  was  femi- 
nine. Examination  of  the  head,  ears,  eyes,  nose 
and  throat  were  negative  except  for  a diffuse 
thyroid  enlargement.  Examination  of  the  heart 
and  lungs  was  normal.  The  breasts  were  pen- 
dulous and  well  developed.  However,  the  nipples 
were  small.  There  was  hair  between  the  breasts. 
Examination  of  the  abdomen  revealed  no  or- 
ganomegaly. There  was  a male  escutcheon  with 
hair  extending  from  the  pubic  area  up  to  the 
epigastrium.  Pelvic  examination  demonstrated 
the  clitoris  to  be  enlarged  to  3 cm.  (Fig.  2). 
There  was  bilateral  ovarian  enlargement;  each 
ovary  measuring  approximately  5x5  cm. 

Laboratory  studies  at  the  time  of  admission 
revealed  PBI,  urinalysis,  CBC,  SMA-12,  EKG  to 
be  normal.  The  24  hour  urinary  17-ketosteroids 
were  7.5  mgs.  (normal  5-15  mgs.).  The  24  hour 
urinary  17-ketogenic  steroids  were  18.9  mgs. 
(normal  7-18  mgs.).  Both  of  these  urinary 
steroids  were  suppressed  with  the  administration 
of  0.5  mg.  of  dexamethasone  p.o.  every  6 hours 
for  2 days.  The  urinary  pregnanetriol  was  nor- 
mal at  1.2  mg.  per  24  hours. 

Plasma  testosterone  was  elevated  at  90  mjUg% 
(normal  for  a female  is  20  m/xg% — 54  m^g%). 
The  plasma  androstenedione  was  elevated  at  303 
m^g%  (normal  for  a female  is  90  m/x g%-280 
m^g%).  The  plasma  luteinizing  hormone  (LH) 
concentration  was  elevated  at  3.5  m,ug/ml.  (nor- 
mal preovulation  range  is  0.5  niug-2.0  m^g/ml.). 

DR.  FISH:  What  was  the  provisional 

diagnosis  at  this  point? 
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Fig.  2:  The  enlarged  clitoris. 

DR.  CAMERON:  It  was  our  opinion  that 
this  patient  had  excessive  androgen  produc- 
tion from  the  ovaries. 

DR.  WINFRED  WISER:  The  pediatric 

endocrinologist  had  effectively  ruled  out 
congenital  adrenal  hyperplasia  with  the 
normal  values  for  the  urinary  17-ketoste- 
roids  and  pregnanetriol.  The  normal  sup- 
pression of  the  urinary  steroids  with  the 
low  dose  dexamethasone  ruled  out  Cush- 
ing’s syndrome.  The  only  other  source  of 
the  androgen  excess  was,  of  course,  the 
ovaries  and  this  was  the  reason  she  was 
referred  to  the  gynecology  service.  The 
question  in  our  minds  when  we  first  saw  the 
patient  was  whether  she  might  have  an 
androgen  secreting  tumor  of  the  ovary.  We 
were  especially  concerned  because  of  the 
marked  hirsutism  in  such  a young  girl. 
This  degree  of  hirsutism  is  extremely  un- 
usual in  a girl  of  14  years.  In  order  to 
determine  whether  she  had  a testosterone 
secreting  ovarian  tumor,  it  was  our  opinion 
that  it  would  be  necessary  to  perform  a 
laparotomy  and  take  a look  at  the  ovaries. 

DR.  FISH:  If  the  objective  was  merely  to 
take  a look  at  the  ovaries  why  was  not 
culdoscopy  or  laparoscopy  considered  rather 
than  a laparotomy? 

DR.  WISER:  It  has  been  our  experience 
that  an  adequate  examination  of  the  ovary 
cannot  be  accomplished  by  the  means  of 
laparoscopy  or  culdoscopy.  A tumor  is  not 


always  detected  by  just  looking  at  the 
surface  of  the  ovary.  It  is  frequently  neces- 
sary to  transect  the  ovary  to  the  hilum  in 
order  to  identify  a tumor,  especially  a hilus 
cell  tumor. 

DR.  FISH:  I think  it  is  now  clear  why 
laparotomy  was  planned  in  this  case.  Dr. 
Morrison,  please  tell  us  what  you  found  at 
surgery. 

DR.  JOHN  MORRISON:  The  uterus  and 
tubes  were  normal.  The  ovaries  were  en- 
larged; the  left  measured  4x2x3  cm.  and 
the  right  measured  4 x 214  x 3 cm.  The 
ovaries  were  approximately  the  same  size 
as  the  body  of  the  uterus.  Both  ovaries  had 
a thickened  capsule,  were  pearly  white, 
polycystic,  and  did  not  possess  the  surface 
bosselations  of  the  normal  ovary.  Ovarian 
venous  blood  was  collected  from  each  ovary 
for  sex  steroid  assays.  Bilateral  longitudinal 
ovarian  wedge  resection  was  then  per- 
formed removing  approximately  40%  of  the 
volume  of  each  ovary.  Careful  examination 
did  not  reveal  any  evidence  of  an  ovarian 
tumor.  There  were  several  hemorrhagic 
areas  throughout  the  medulla  and  a yellow 
cyst  was  present  which  was  thought  to  be 
a corpus  luteum. 

DR.  JAMES  GIVENS:  Was  the  wedge 
extended  into  the  hilum  of  each  ovary? 

DR.  MORRISON:  Yes,  because  we 

wanted  to  rule  out  a hilus  cell  tumor  or 
hyperplasia. 

DR.  FISH:  Then  from  the  findings  at 

surgery,  would  you  say  this  patient  had 
polycystic  ovarian  disease? 

DR.  MORRISON:  Yes,  that  is  correct. 

DR.  FISH:  What  were  the  androgen 

levels  in  the  ovarian  venous  blood? 

DR.  GIVENS:  The  left  ovarian  vein 

androstenedione  level  was  851  m ^g%  and 
the  testosterone  level  was  927  miug%.  The 
right  ovarian  vein  androstenedione  level 
was  888  mng%  and  the  testosterone  level 
was  889  mfxg%.  The  normal  ovarian  vein 
androstenedione  is  644-822  m/xg%  and  the 
normal  ovarian  vein  testosterone  is  70-130 
m/xg%.  Thus,  she  had  approximately  ten 
times  the  normal  testosterone  level  in  the 
ovarian  venous  blood. 

DR.  FISH:  Dr.  Coleman,  tell  us  the  re- 
sults of  the  microscopic  examination  of  the 
ovarian  tissue  removed  by  wedge  resection. 

DR.  SIDNEY  COLEMAN:  In  the  first 
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Fig.  5:  The  dense  cellular  stroma  of  the  ovary. 
Note  the  arrangement  of  cells  in  whorls. 

of  the  so-called  Stein-Leventhal  ovary  be- 
cause of  the  thick  capsule,  multiple  large 
subcapsular  follicular  cysts  with  luteiniza- 
tion,  a thick  cortex  and  stromal  hyperplasia. 

DR.  FISH:  Dr.  Givens,  would  you  com- 
ment on  this  case  from  an  endocrine  stand- 
point. 

DR.  GIVENS:  This  case  illustrates  the 
steps  that  the  physician  must  execute  in 
solving  the  source  of  a hyperandrogen  state. 
There  are  just  two  endogenous  sources  of 
androgen  in  the  female:  the  ovary  and  the 
adrenal  cortex.  Before  we  consider  the 
pathological  conditions  of  hyperandrogen 
states,  we  must  emphasize  the  fact  that  the 
ovary  and  the  adrenal  cortex  of  the  normal 
female  produces  androgens.  However,  the 
production  rate  of  testosterone  and  other 
androgens  is  very  low  in  the  female.  The 
initial  approach  to  the  problem  of  a hyper- 
androgen state  is  to  rule  out  the  adrenal 
cortex  as  the  source  of  the  androgen  excess. 
The  function  of  the  two  inner  zones  of  the 
adrenal  cortex  can  best  be  evaluated  by 
determining  the  urinary  levels  of  17- 
ketosteroids,  17-hydroxycorticosteroids  or 
the  17-ketogenic  steroids.  These  urinary 
steroid  tests  are  well  established  and  gen- 
erally available.  The  more  common  forms 
of  androgen  excess  states  of  andrenocortical 
origin  that  are  the  result  of  partial  con- 
genital enzymatic  blocks  in  glucocorticoid 
synthesis  usually  have  elevated  levels  of  17- 
ketosteroids,  and  on  occasion,  an  elevation 
of  the  17-hydroxycorticosteroids  or  the  17- 
ketogenic  steroids.  The  most  common 
varieties  of  congenital  adrenal  hyperplasia 
(21-  and  11-hydroxylase  blocks)  also  have 
an  elevation  in  the  24  hour  urinary  preg- 


Fig.  3:  Sagittal  section  of  one  of  the  ovarian 
wedges  demonstrating  the  multiple  subcapsular 
follicular  cysts. 


Fig.  4:  The  hyperplastic,  luteinized  theca  interna 
cells  lining  a cystic  tretic  follicle.  Note  the  ab- 
sence of  granulosa  cells. 

place,  no  tumor  was  found.  The  capsule  of 
each  ovary  was  thickened.  The  yellow  body 
noted  at  the  time  of  surgery  was  a corpus 
luteum.  There  were  multiple  subcapsular 
follicular  cysts  (Fig.  3)  lined  with  a 
hyperplastic  and  luteinized  theca  interna. 
Large  numbers  of  atretic  follicles  in  all 
stages  of  atresia  were  present  which  also 
possessed  theca  interna  hyperplasia  (Fig. 
4) . A plethora  of  primordial  and  developing 
follicles  were  present.  The  stroma  of  the 
ovary  stained  darkly,  was  very  compact, 
cellular  and  had  a whorled  appearance 
(Fig.  5).  There  was  no  evidence  of  hilus 
cell  proliferation.  From  a tissue  standpoint 
these  ovaries  generally  fit  the  classification 
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nanetriol.  Now,  this  patient  under  discus- 
sion had  normal  urinary  levels  of  the 
17-ketosteroids  and  the  slightly  elevated  17- 
ketogenic  steroids  were  suppressed  with  the 
low  dose  of  dexamethasone.  The  urinary 
pregnanetriol  was  normal.  When  these  tests 
are  normal,  one  can  exclude  the  common 
forms  of  congenital  adrenal  hyperplasia  and 
all  varieties  of  hypercortisolism.  The  source 
of  this  patient’s  problem  was,  therefore,  in 
the  ovaries  and  not  the  adrenal  cortex. 

When  this  patient  was  first  seen  by  our 
service,  it  was  decided  to  obtain  biochemical 
documentation  of  a hyperandrogen  state  by 
obtaining  the  plasma  androgen  levels. 
There  are  a substantial  number  of  females 
with  excessive  facial  and  body  hair  who 
have  normal  levels  of  plasma  testosterone 
and  other  androgens  and  are,  therefore, 
classified  as  having  idiopathic  hirsutism. 
So,  it  was  essential  to  document  the  pres- 
ence of  elevated  blood  androgens.  To  do 
this,  we  chose  two  androgens:  testosterone 
and  androstenedione.  The  testosterone 
blood  level  was  twice  normal  and  the 
androstenedione  was  also  elevated. 

It  is  important  to  note  that  this  young 
girl  had  an  elevated  plasma  testosterone 
level,  yet  the  urinary  17-ketosteroids  were 
normal.  This  is  due  to  the  following  facts: 
(1)  testosterone  itself  is  not  a 17-ketoste- 
riod,  and  (2)  testosterone  is  so  potent  and 
is  secreted  in  such  relatively  small  amounts 
even  in  hirsute  women  that  its  urinary 
metabolites,  which  are  17-ketosteroids,  do 
not  contribute  very  much  to  the  24  hour 
urinary  levels  of  the  17-ketosteroids. 

Polycystic  ovarian  disease  remains  some- 
what of  an  enigma  because  the  basic  path- 
ophysiology is  not  fully  understood.  There 
are,  however,  a certain  amount  of  factual 
data  known  about  the  disorder.  It  is  known 
that  these  ovaries  produce  excess  androgens 
and  normal  or  subnormal  amounts  of  estra- 
diol. The  concept  has  evolved  that  the 
pathophysiology  of  this  syndrome  may  be 
comparable  to  that  of  congenital  adrenocor- 
tical hyperplasia  in  which  there  is  a congen- 
ital metabolic  defect  in  the  production  of 
cortisol  with  a consequent  increase  in  plas- 
ma ACTH  levels.  With  elevated  ACTH 
levels  the  adrenals  are  able  to  compensate 
for  the  partial  block  in  21-  or  11-hydroxyla- 
tion  so  that  a normal  amount  of  cortisol  is 


produced.  In  the  polycystic  ovary  syndrome 
the  metabolic  defect  is  in  the  biosynthesis 
of  estradiol,  probably  at  the  steps  involving 
conversion  of  androstenedione  to  testoster- 
one, or  testosterone  to  estradiol.  As  a con- 
sequence of  this  defect  in  estradiol 
production,  the  plasma  levels  of  LH  are 
increased,  and  in  most  cases,  the  ovary 
under  increased  LH  stimulation  is  able  to 
develop  a compensatory  secretion  of  estra- 
diol, so  that  normal  levels  are  reached  at 
the  expense  of  excess  levels  of  androgen. 

DR.  FISH:  What  cells  in  the  ovary  are 
producing  the  excessive  amounts  of  testos- 
terone in  this  patient? 

DR.  GIVENS:  The  cells  that  are  the  most 
hyperplastic  are  the  theca  cells  in  the  fol- 
licular cysts  and  the  atretic  follicles  and 
also  the  “theca-like”  cells  within  the  stro- 
ma. It  is  likely  the  theca  cells  in  these 
locations  are  secreting  the  excess  androgen. 
However,  this  is  just  speculation. 

DR.  FISH:  Do  we  have  a follow  up  on 
the  patient  at  this  time  from  a clinical 
standpoint? 

DR.  CAMERON:  She  has  had  regular 
menses  for  five  months  following  the  ovar- 
ian wedge  resection.  She  has  been  some- 
what disturbed  mentally  for  a long  time, 
partly  because  of  the  excessive  hair  growth 
and  is  being  followed  by  the  psychiatric 
clinic. 

DR.  FISH:  Do  you  anticipate  regression 
of  the  hair  growth  following  the  ovarian 
wedge  resection? 

DR.  WISER:  No,  I do  not  believe  so. 
Seldom  is  there  any  regression  of  the 
excessive  hair  growth  following  ovarian 
wedge  resection.  However,  there  may  be 
a decrease  in  the  progression  of  the  hair 
growth.  I would  like  to  point  out  at  this 
time  that  I am  not  convinced  that  ovarian 
wedge  resection  is  the  treatment  of  choice 
for  a 14-year-old-girl  with  polycystic 
ovarian  disease.  From  information  that  we 
now  have,  we  would  treat  this  girl  medi- 
cally if  we  were  sure  she  did  not  have  an 
ovarian  tumor. 

DR.  GIVENS:  Yes,  I think  a more  appro- 
priate form  of  therapy  would  be  to  sup- 
press the  elevated  circulating  level  of  LH 
which  consequently  would  lower  the  level 
of  androgens.  We  have  been  using  a potent 
oral  contraceptive  for  this  purpose  and 
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have  had  good  suppression  of  the  circulat- 
ing androgens  with  this  mode  of  therapy. 
When  the  patient  desires  to  get  pregnant, 
the  oral  contraceptive  therapy  should  be 
discontinued  and  the  patient  given  clomi- 
phene  citrate  if  fertility  is  a problem.  If 
pregnancy  does  not  occur  after  a reasonable 
period  of  clomiphene  citrate  therapy,  ovar- 
ian wedge  resection  is  recommended. 

DR.  FISH:  Would  wedge  resection  be  the 
treatment  of  choice  for  an  older  individual 
rather  than  gonadotropin  suppression? 

DR.  WISER:  I think  the  question  in  an 
older  woman  with  polycystic  ovarian  dis- 
ease would  be  whether  to  remove  the  ova- 
ries entirely  if  she  has  finished  her  family. 
We  have  not  come  to  this  point  yet  in  our 
thinking,  but  we  are  certainly  considering 
the  possibility  of  doing  this. 

DR.  RICHARD  ANDERSEN:  Dr.  Givens 
would  you  comment  on  the  degree  of  eleva- 
tion of  the  plasma  LH  in  this  patient  in 
comparison  with  some  of  your  other  pa- 
tients with  polycystic  ovarian  disease. 

DR.  GIVENS:  Well,  her  plasma  LH  was 
only  mildly  elevated.  Some  of  our  other 
patients  with  polycystic  ovarian  disease 
have  had  a considerably  greater  elevation 
of  plasma  LH.  There  is  not,  however,  a 
stoichiometric  relationship  between  the 
plasma  level  of  LH  and  the  plasma  level 
of  androgens.  Some  patients  with  a mild 
elevation  of  plasma  LH  have  markedly  ele- 
vated plasma  androgens,  such  as  our  patient 
today.  Others  have  a markedly  elevated  LH 
with  only  a moderate  elevation  in  the  plas- 
ma androgens.  I would  also  like  to  comment 
that  some  patients  with  polycystic  ovarian 
disease  have  a depressed  level  of  follicle 
stimulating  hormone  (FSH).  We  have  stud- 
ied one  patient  in  which  this  abnormal 
LH/FSH  ratio  was  reversed  following  ovar- 
ian wedge  resection.  This  tends  to  point 
to  the  ovary  as  the  primary  site  of  the 
pathology. 

We  have  been  interested  in  the  inheri- 
tance of  polycystic  ovarian  disease.  We 
have  accumulated  some  fifteen  families  now 
in  which  the  inheritance  mode  seems  to  be 


either  autosomal  dominant  or  x-linked.  This 
means  that  the  problem  is  considerably 
more  common  than  is  generally  appreci- 
ated. The  inheritance  of  congenital  adrenal 
hyperplasia  is  autosomal  recessive  and, 
therefore,  there  are  very  few  involved  indi- 
viduals in  one  family.  The  presence  of  a 
large  number  of  individuals  with  hirsutism 
in  a family  would  point  more  towards 
polycystic  ovarian  disease  rather  than  con- 
genital adrenal  hyperplasia.  Particularly 
puzzling  is  the  associated  high  incidence  of 
hypertension,  diabetes  and  myocardial  in- 
farctions in  the  families  of  women  with 
polycystic  ovarian  disease. 

DR.  FISH:  Dr.  Wiser,  would  you  like  to 
summarize  the  discussion  and  conclude  the 
conference. 

DR.  WISER:  This  patient  was  unusual  in 
that  she  developed  hirsutism  at  such  an 
early  age.  We  could  not  be  sure  she  did 
not  have  an  ovarian  androgen  producing 
tumor.  Therefore,  a laparotomy  was  done. 
In  addition  to  transecting  the  ovaries  to  the 
hilum,  we  obtained  bilateral  ovarian  vein 
blood  for  comparison  of  androgen  levels. 
The  presence  of  an  elevated  plasma  tes- 
tosterone from  both  ovaries  helped  to  con- 
firm bilateral  disease  rather  than  a unilat- 
eral androgen  producing  tumor. 

It  is  important  to  recognize  that  there  is 
a broad  clinical  spectrum  in  patients  with 
polycystic  ovarian  disease.  Not  all  patients 
have  hirsutism  despite  elevated  plasma  an- 
drogen levels.  Some  have  mild  hirsutism 
and  others  have  severe  hirsutism.  Some 
have  regular  menses,  some  have  oligomenor- 
rhea and  others  have  menorrhagia.  It  is 
therefore,  dangerous  to  place  limits  on  the 
clinical  presentation  of  patients  with  poly- 
cystic ovarian  disease.  There  is  a broad 
spectrum  of  clinical,  biochemical  and  his- 
tological findings  even  in  members  of  the 
same  family. 

DR.  FISH:  This  concludes  our  staff  meet- 
ing. I want  to  thank  the  participants  for 
presenting  such  an  interesting  and  informa- 
tive conference. 


PHYSICIANS  IN  TENNESSEE 

by  specialty  and  activity  as  of  Dec.  31,  1970 


MAJOR  PROFESSIONAL  ACTIVITY 


PATIENT  CARE 

OTHER 

PROFESSIONAL  ACTIVITY 

HOSPITAL  BASED  PRACTICE 

SPECIALTY 

TOTAL 

PHYSICIANS 

TOTAL 

OFFICE 

BASED 

PRACTICE 

Interns 

Resi- 

dents 

Full-Time 

Physician 

Staff 

Medical 

Teaching 

Adminis- 

tration 

Research 

Other 

Total  Physicians  

4,658 

4,017 

3,065 

186 

572 

194 

103 

142 

135 

36 

General  Practice  

854 

840 

813 

4 

2 

21 

9 

2 

3 

Medical  Specialties  

1,013 

881 

637 

54 

140 

50 

30 

31 

66 

5 

A 

18 

18 

17 

1 

CD  

65 

47 

40 

3 

4 

3 

2 

12 

1 

D 

45 

43 

38 

5 

1 

1 

GE  

23 

20 

19 

1 

2 

1 

IM  

537 

471 

330 

40 

84 

17 

10 

17 

36 

3 

PD  

287 

253 

177 

14 

46 

16 

10 

8 

15 

1 

PDA  

5 

5 

5 

PDC  

6 

3 

3 

2 

1 

PUD  

27 

21 

8 

13 

2 

3 

1 

Surgical  Specialties  

1,478 

1,420 

1,110 

20 

265 

25 

24 

17 

16 

1 

GS  

547 

525 

390 

18 

102 

15 

10 

7 

5 

NS  

66 

66 

50 

14 

2 

OBG  

274 

262 

216 

2 

40 

4 

4 

5 

3 

OPH  

156 

147 

121 

26 

4 

1 

3 

1 

ORS  

173 

168 

117 

50 

1 

2 

1 

2 

OTO  

84 

79 

64 

14 

1 

2 

1 

2 

PS  

31 

31 

25 

5 

1 

CRS  

8 

8 

8 

TS  

43 

39 

35 

4 

2 

1 

1 

U 

96 

95 

84 

10 

1 

1 

Other  Specialties  

1,088 

876 

505 

108 

165 

98 

49 

85 

51 

27 

AM  

3 

3 

3 

AN  

132 

124 

100 

14 

10 

6 

2 

CHP  

10 

9 

9 

1 

DR  

29 

26 

12 

14 

3 

FOP  

4 

1 

1 

2 

1 

N 

25 

19 

14 

4 

1 

2 

1 

3 

OM  

54 

40 

40 

9 

1 

4 

P 

170 

142 

88 

17 

37 

5 

16 

5 

2 

PTH  

154 

117 

54 

8 

30 

25 

10 

8 

6 

13 

PM  

8 

6 

4 

1 

1 

1 

1 

GPM  

11 

5 

5 

2 

3 

1 

PH  

47 

16 

15 

1 

31 

R 

177 

159 

109 

39 

11 

9 

1 

4 

4 

TR  

15 

15 

13 

2 

Other  Specialty  

72 

32 

16 

11 

5 

7 

9 

21 

3 

Unspecified  

177 

162 

23 

100 

35 

4 

1 

6 

7 

1 

Inactive  

225 

SPECIALTY  ABBREVIATIONS 

A Allergy 
AN  Anesthesiology 
AM  Aviation  Medicine 
CD  Cardiovascular  Disease 
CHP  Child  Psychiatry 
CRS  Colon  and  Rectal  Surgery 
D Dermatology 
DR  Diagnostic  Roentgenology 


FOP  Forensic  Pathology 
GE  Gastroenterology 
GP  General  Practice 
GS  General  Surgery 
IM  Internal  Medicine 
NS  Neurological  Surgery 
N Neurology 
OBG  Obstetrics  and 
Gynecology 

OM  Occupational  Medicine 


OPH  Ophthalmology 
ORS  Orthopedic  Surgery 
OTO  Otolaryngology 
PTH  Pathology 
PD  Pediatrics 
PDO  Pediatric  Allergy 
PDC  Pediatric  Cardiology 
PM  Physical  Medicine  and 
Rehabilitation 
PS  Plastic  Surgery 


GPM  Preventive  Medicine 
(General) 

P Psychiatry 
PH  Public  Health 
PUD  Pulmonary  Disease 
R Radiology 

TR  Therapeutic  Radiology 
TS  Thoracic  Surgery 
U Urology 


These  figures  are  the  latest  available  from  the 
AMA  and  are  taken  from  the  AMA  publication, 
Distribution  of  Physicians  in  the  United  States, 
1970. 


IT'S  THAT  TIME-FOR  COUNTY  SOCIETIES  TO  ELECT  OFFICERS  AND  DELEGATES  . . . 

Secretaries  of  all  county  medical  societies  have  recently  received 
information  and  appropriate  forms  for  use  in  following  the  provisions 
contained  in  the  TMA  By-laws  to  elect  their  officers  and  delegates  for 
the  TMA  House  of  Delegates,  and  report  those  elected  to  the  Tennessee 
Medical  Association  by  January  1,  1972  ...  It  is  urged  that  all 
societies  conduct  their  elections  before  the  end  of  December  • • . The 
names  of  delegates  are  needed  in  order  that  the  Nominating  Committee  can 
be  appointed  by  the  Board  of  Trustees,  and  the  names  of  the  Committee 
members  can  be  made  known  to  the  county  medical  societies. 
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1972  TMA  ANNUAL  MEETING  ...  Will  include  featured  speakers  on  the 
broad  subjects  of  drug  abuse,  and  in  the  general  subject  area  of  "How 
Will  Government  Medicine  Affect  Physician's  Practice?"  . . • These 
nationally  known  speakers  will  be  presented  on  Friday,  April  14,  1972 
• . . The  Annual  Meeting  will  be  conducted  in  Gatlinburg  with  head- 
quarters at  the  Civic  Auditorium,  April  13-14-15  . . . Thirteen  medical 
specialty  societies  will  conduct  their  meetings  concurrently  with  TMA 
. . • Sessions  of  the  House  of  Delegates  will  be  held  on  Wednesday 
evening,  April  12,  and  Saturday  morning,  April  15.  Make  your  plans  now 
and  mark  your  calendar  to  attend  TMA's  outstanding  Annual  Meeting  in 
1972  at  Gatlinburg. 

TMA  COMMITTEE  ACTIVITIES  NUMEROUS  ...  The  past  two  and  one  half  months 
has  seen  TMA  committees  and  boards  in  some  of  the  busiest  sessions  of 
the  year  . . • Seven  committees:  Hospital  Committee,  Medicine  & 

Religion,  Ad  Hoc  Committee  on  Medical  Licensure,  Continuing  Medical 
Education,  Rural  Health,  Blood  Banks  & Medical  Laboratories,  and  Peer 
Review,  have  been  some  of  the  committees  that  have  been  most  active  in 
conducting  their  work.  All  have  met  at  least  once.  In  addition,  were 
the  quarterly  meetings  of  the  Board  of  Trustees,  and  the  Board  of  the 
TMA  Student  Education  Fund  . . . Also,  conducted  was  the  Rural  Health 
Conference  and  the  Nurse-Physician  Conference,  and  on  November  14,  the 
important  Conference  on  Socio-Economics  of  the  Delivery  of  Health  Care 
will  be  held  in  conjunction  with  a called  session  of  the  House  of 
Delegates  • . • TMA  members  should  know  of  the  multiple  activities  of 
their  state  medical  association. 
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CALL  AMA  TOLL-FREE  DIRECT  FOR  SOCIO-ECONOMIC  NEWS  ...  The  AMA  is  now 

offering  a toll-free  long  distance  news  service  to  all  state  and  county 
medical  societies  on  Thursdays.  The  audio-taped  message  service  will 
feature  a report  from  the  AMA’s  Washington  office  and  will  highlight 
current  socio-economic  news  of  interest  to  medical  societies  ...  The 


full  report  runs  less  than  two  minutes.  Medical  societies  in  Tennessee 
may  receive  the  weekly  report  by  dialing  (800)  621-0088.  The  Thursday 
only  service  is  available  during  normal  business  hours  of  all  medical 
societies,  and  is  limited  to  official  medical  society  representatives. 

j{C  )j( 

ETHICS  OF  PHYSICIAN  OWNERSHIP  OF  HOSPITALS  ...  An  opinion  on  the  ethics 
of  physician  ownership  of  for-profit  hospitals  was  submitted  by  the  AMA 
Judical  Council  and  has  been  adopted  by  the  House  of  Delegates.  The 
statement  is  as  follows: 

(1)  Under  no  circumstances  may  the  physician  place  his  own  financial 
interest  above  the  welfare  of  his  patients.  The  prime  objective  of  the 
medical  profession  is  to  render  service  to  humanity;  reward  or  financial 
gain  is  a subordinate  consideration. 

(2)  When  in  the  course  of  the  physician-patient  relationship  a 
conflict  develops  between  the  physician's  financial  investments  and  the 
physician's  allegiance  to  his  patient,  the  conflict  must  be  resolved  to 
the  patient's  benefit. 

(3)  It  is  not  in  itself  unethical  for  a physician  to  own  a for- 
profit  hospital  or  interest  therein.  The  use  the  physician  makes  of  his 
ownership  or  interest  may,  however,  be  definitely  unethical.  For  ex- 
ample, for  a physician  to  send  a patient  to  such  a hospital  or  to 
prolong  a patient's  stay  in  the  hospital  for  his  financial  benefit 
rather  than  solely  for  the  patient's  need  and  benefit,  would  be 
unethical. 

(4)  When  a physician  has  an  interest  in  or  owns  a for-profit 
hospital  to  which  he  sends  his  patients,  he  has  an  affirmative  ethical 
obligation  to  disclose  this  fact  to  his  patient. 
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KIPLINGER  WASHINGTON  LETTER  . . . Predicts  that  there  will  be  a 
compromise  on  the  national  health  insurance  issue  "providing  private 
insurance  for  all  employees  on  their  ordinary  illnesses  and  government 
insurance  on  catastrophic,  with  employers  to  pay  for  most  of  this." 

5§C  5}C  5{c 

INCREASED  MEDICARE  HOSPITAL  INSURANCE  DEDUCTIBLE  AND  CO-INSURANCE 
ANNOUNCED  FOR  1972  . . . Beginning  in  January,  an  older  person  who  goes 
to  the  hospital  under  Medicare  will  be  responsible  for  the  first  $68  of 
his  hospital  bill.  The  present  deductible  is  $60  and  will  remain  in 
effect  for  all  Medicare  hospital  admissions  during  the  remainder  of  this 
year  . • . HEW  announcement  explains  that  since  hospital  costs  in  1970 
rose  substantially,  it  is  compelled  under  the  law  to  set  a new  deduct- 
ible to  become  effective  next  January.  . . • HEW's  Secretary,  Elliot  L. 
Richardson  emphasizes  the  urgency  of  action  to  put  a brake  on  hospital 
escalation  • . . When  a Medicare  beneficiary  has  a hospital  stay  of  more 
than  60  days,  he  will  pay  $17  a day  for  the  61st  through  the  90th  day, 
up  from  the  present  $15  per  day.  If  he  has  a post-hospital  stay  of  over 
20  days  in  an  extended  care  facility,  he  will  pay  $8.50  per  day  toward 
the  cost  of  the  21st  day  through  the  100th  day,  up  from  the  present 
$7.50  per  day  ...  The  new  amounts  are  effective  only  with  the  benefit 
periods  starting  in  1972.  The  current  $60  in-patient  hospital  deductible 
and  related  co-insurance  amounts  remain  in  effect  for  benefit  periods 
which  start  in  1971,  even  though  the  benefit  extends  into  1972. 


Communications 

Legislation 


Hadley  Williams,  Assistant  Executive  Director 


BOARD  CALLS  FOR  STIMULANT  DRUG  RESTRICTIONS  ...  The  TMA  Board  of  Trustees 
has  adopted  an  official  Statement  of  Policy  entitled  "Restrictions  on 
Stimulant  Drug  Abuse,  Educational  Campaign"  which,  in  effect,  is  an 
appeal  to  every  physician  in  Tennessee  to  assume  the  leadership  in  the 
"war  on  drug  abuse."  The  statement  is  as  follows: 

"The  State  of  Tennessee,  as  well  as  the  nation,  is  currently  faced 
with  widespread  epidemic  of  drug  abuse.  Of  great  concern  to  many 
physicians  in  Tennessee  is  the  increased  accessibility  of  stimulant 
drugs  which  are  among  the  most  dangerous  of  the  drugs  now  being  exten- 
sively abused.  The  legal  overproduction  of  these  drugs  is  becoming 
massive  and,  unfortunately,  much  of  this  overproduction  is  finding  its 
way  into  illegal  markets.  Further,  the  medical  usefulness  of  stimulant 
drugs  is  steadily  decreasing  as  new  and  safer  drugs  are  being  discovered 
to  serve  the  same  purpose  ...  On  June  22,  1971,  President  Nixon 
addressed  the  American  Medical  Association's  House  of  Delegates  at  the 
AMA  Annual  Convention  in  Atlantic  City  citing  drug  abuse  as  'America's 
public  enemy  Number  One.'  He  challenged  America's  Doctors  of  Medicine 
'to  assume  the  leadership  in  a national  campaign  to  shape  this  country's 
attitude  toward  drugs  ...  to  educate  America  to  the  serious  dangers 
of  drug  abuse.'  Since  that  challenge,  the  American  Medical  Association 
and  a number  of  state  and  county  medical  societies  have  reacted  with 
informational-educational  activity  designed  to  stimulate  a greater 
public  involvement  in  the  'war  on  drug  abuse.' 

"THEREFORE,  the  Board  of  Trustees  of  the  Tennessee  Medical  Associa- 
tion hereby  issues  a call  to  every  physician  in  Tennessee  to: 

(1)  Exercise  voluntary  restraints  on  the  prescribing  of  amphetamines 
and  methamphetamines  except  in  the  treatment  of  specific,  well- 
recognized  medical  indications  ; 

(2)  Carefully  review  prescription  practices  and  exercise  extreme 
caution  in  recommending  any  drugs  with  abuse  potential;  and 

(3)  Take  time  with  each  patient  to  explain  the  dangers  of  a drug 
prescription  with  abuse  potential. 

"AND,  the  Board  of  Trustees  of  the  Tennessee  Medical  Association 
urges  and  calls  upon  the  Presidents  of  the  49  County  Medical  Societies 
in  Tennessee  to  initiate,  where  not  already  in  existence,  informational- 
educational  campaigns  at  the  local  level  to  help  combat  the  current 
drug  abuse  epidemic. 
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JCAH  WORKSHOP  SUCCESSFUL  . . . Tennessee  is  one  of  17  states  that  has 
conducted  workshops  to  review  the  new  Joint  Commission  for  Hospital 
Accreditation  standards.  Co-sponsored  by  TMA  and  Tennessee  Hospital 


Association,  the  meeting  last  month  in  Nashville  attracted  approximately 
200  physicians,  hospital  administrators  and  other  hospital  personnel. 
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MEDICAID  CO-PAYMENT  AUTHORIZED  . . • HEW  has  authorized  an  experimental 
project  in  California  whereby  certain  Medicaid  recipients  would  be 
required  to  pay  $1  for  outpatient  visits  and  50  cents  for  each  prescrip- 
tion, Recipients  entirely  dependent  upon  public  assistance  will  not  be 
required  to  make  co-payment.  The  test  program  is  designed  to  provide  a 
study  for  one  of  Medicaid's  key  problems,  over-utilization  by  recipi- 
ents. An  effort  is  being  made  to  effect  appropriate  utilization  controls 
which  would  have  the  effect  of  curbing  unnecessary  use  of  services  while 
at  the  same  time  ensuring  that  needed  medical  services  are  available 
to  all  beneficiaries.  New  York  state  has  a similar  co-payment  feature 
for  the  medically  needy  who  are  not  receiving  assistance  payments. 
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FASTEST  GROWING  TAX:  SOCIAL  SECURITY  . . . Unnoticed  by  most  Americans, 
Social  Security  taxes  have  become  the  second  largest  source  of  Federal 
funds,  and  the  fastest  growing.  From  fiscal  year  1960  to  1972,  Social 
Security  tax  collections  will  rise  290  percent — from  $14.7  billion  to 
an  estimated  $57,6  billion.  Just  from  1970  to  1972,  the  Social  Security 
tax  will  rise  $12.3  billion  while  individual  income  and  corporation 
income  taxes  combined  are  expected  to  rise  by  $7.2  billion.  There  have 
been  eight  increases  made  in  the  payroll  tax  since  1960  and  many 
Americans  are  finding  that  once  small  Social  Security  Tax  now  approach- 
ing the  size  of  their  Federal  Income  Tax.  For  employees  earning  $10,200 
or  more  per  year,  the  new  Social  Security  bill  in  Congress  (H.R.  1)  will 
raise  the  tax  $145.20  next  year.  Not  many  taxes  at  any  level  will 
increase  a similar  amount  in  one  step. 
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PHYSICIAN  ASSISTANT  SURVEY  . . . There  were  116  physician's  assistants 
employed  in  the  Nation  as  of  August  31,  according  to  the  1971  Survey  of 
Operational  "Physician's  Assistants"  Programs  conducted  by  the  AMA's 
Department  of  Health  Manpower.  Slightly  more  than  two-thirds  are 
employed  in  institutional  settings.  The  survey  indicated  that  the  total 
number  of  PA  graduates  from  20  different  programs  will  reach  184  by 
January.  Results  of  a survey  of  TMA  members  on  the  subject  of 
Physician's  Assistants  are  expected  to  be  available  this  month  from  the 
Commission  on  Higher  Education,  a co-sponsor  of  the  survey. 


HOW  LONG  IS  A METER?  . . . The  Tennessee  Manufacturers  Association  passes 
along  the  fact  that  an  international  conference  of  scientists  has 
decided  that  the  exact  length  of  a meter  is  1,650,763.  Seventy-three 
times  the  wavelength  of  the  orange  light  of  isotopic  Krypton  of  mass  86 
at  760  mm  of  pressure  at  15  degrees  centigrade. 
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At  a time  when  the  medical  community  is  straining  every  nerve 
to  keep  the  Federal  patriarchy  out  of  the  affairs  of  medicine,  it 
seems  incongruous  that  we  in  Tennessee  should  find  ourselves  in  a 
debate  (at  the  least)  or  a battle  (at  the  worst)  over  a problem  of 
medical  education  about  which  considerable  political  thunder  is 
being  scattered  about  and  a great  deal  of  emotionalism  spent. 

Having  been  involved  in  some  of  the  discussions  over  the  estab- 
lishment, or  not,  of  a medical  school — full,  four-year  basic  science 
and  clinical  programs  leading  to  M.D.  degree — in  upper  East  Ten- 
nessee, I feel  impelled  to  speak  on  a couple  of  aspects  of  this 
problem  that  seem  to  be  basic. 

First,  the  possibility  of  having  the  Federal  establishment  involved 
in  education  of  doctors,  of  all  people,  seems  to  me  obviously  a situation  to  be  deplored  by 
the  profession.  For  years  we  have  tried  to  keep  the  agencies  of  government  out  of 
medicine,  and  by  this  act  would  certainly  have  brought  into  the  tent  not  just  the  nose, 
but  the  entire  camel.  Education  is,  and  always  has  been,  along  with  many  other  facets 
of  government,  the  prerogative  and  responsibility  of  state  and  local  government.  It  has 
been  well  managed  in  our  state,  and  in  others.  We  should  keep  it  that  way. 

Any  idea  that  the  Federal  largesse  would  do  a key-in-lock  medical  school  job,  and 
then  walk  off  and  hand  it  to  someone  to  operate  is  highly  unlikely.  Also,  inevitably,  the 
State  of  Tennessee,  already  supporting  fully  one  school  and  partly  two  others,  would 
have  to  find  more  tax  dollars  or  take  from  our  already  inadequately  funded,  but  highly 
competent,  good-quality  schools. 

The  cost  of  establishing  medical  schools  today  come  to  something  like  $110  million 
each  with  a “lead  time”  of  ten  years.  The  operation  of  such  a school  today  is  greater 
than  the  present  cost  of  operation  of  either  of  our  private  medical  schools. 

Already  the  medical  schools  of  this  Nation  have  increased  production  of  physicians  by 
nearly  50%.  We  are  beginning  to  get  doctors  as  we  need  them,  and  the  proposal  for  the 
development  of  clinical  centers  within  the  university  structure  for  clinical  training  of 
undergraduates  for  the  final  year  would  permit  area  training  activity  at  minimum  cost 
and  the  opportunity  to  participate  for  all  three  divisions  of  East  Tennessee.  I strongly 
urge  our  upper  East  Tennessee  professionals  to  assist  in  this  program  and  meanwhile, 
open  up  the  hospitals  of  the  area  to  any  competent  physician  who  applies  for  privileges. 
Unification  of  the  area  into  a consolidated  medical  assembly  would  provide  the  base  for  a 
broad  and  excellent  continuing  education  program  for  all  doctors  in  the  area.  This 
unified  action  would  help  in  training  young  doctors  and  open  the  door  to  the  possibility 
of  participation  in  medical  care  foundations  to  keep  the  freedom  of  medicine  in  that  area. 

The  possibility  is  so  great  in  the  area  if  the  people  of  medicine  can  keep  their  eyes  on 
their  own  ball  instead  of  the  political  ball  that  has  been  proposed.  There  is  simply  no 
question  that  doctors  will  come  to  the  area  under  these  circumstances  and  an  entire  state 
and  our  medical  community  would  be  better.  In  closing,  may  I quote  from  an  old  and  un- 
known source,  “God  help  the  intercessor.” 


John  H.  Saffold 


Sincerely, 


President 
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EDITORIAL 

GENETIC  COUNSELING 

In  family  practice,  there  are  two  relatively 
common  situations  in  which  genetic  coun- 
seling may  be  sought.  The  most  common 
is  that  which  arises  when  a child  is  born 
with  an  inherited  disease  or  with  a con- 
genital anomaly;  the  parents,  naturally, 
want  to  know  if  the  condition  is  likely  to 
recur  in  their  subsequent  children.  The 
other  situation  occurs  when  a young  couple 
contemplating  marriage  learns  that  one  of 
them  has  a relative  with  a heritable  disease; 
they  want  to  know  the  potential  risks  of 
the  disease  affecting  their  children.  A third 
situation,  less  common  in  Western  nations, 
arises  when  the  young  couple  are  related 
and  seek  information  regarding  the  genetic 
risks  of  marriage. 

Although  these  problems  have  been  with 
us  for  years,  it  is  only  recently  that  requests 
for  genetic  counseling  have  begun  to  be 
heard  in  medical  practice.  Hymie  Gordon1 

1 Gordon,  H.:  Genetic  Counseling,  JAMA,  Vol. 
217,  1215-1225,  1971. 


in  a recent  publication  emphasizes  the  im- 
portance of  this  aspect  of  medical  practice 
and  the  need  for  physicians  to  become  more 
knowledgeable  about  this  new  field  of  medi- 
cine. Certainly,  many  physicians  who  were 
graduated  more  than  15  years  ago  stumble 
over  unfamiliar  terms  such  as  nucleic  acids, 
genes,  chromosomes  and  mutations.  Yet,  to- 
day’s elementary  school  children  are  com- 
fortable with  this  new  vocabulary. 

During  the  past  50  years  in  this  country, 
there  has  been  a marked  drop  in  infant 
mortality  which  has  paralleled  the  decrease 
in  deaths  due  to  malnutrition  and  infection. 
Although  the  absolute  number  of  deaths 
due  to  heritable  disease  and  congenital 
anomalies  has  remained  relatively  stable 
during  this  period  of  time,  such  disorders 
represent  a greater  proportion  of  infant 
deaths  than  in  days  gone  by. 

As  a result  of  recent  advances  in  molecu- 
lar biology,  in  biochemistry  and  in  cystoge- 
netics  there  has  been  extraordinarily  rapid 
development  of  scientific  understanding  of 
the  principles  of  genetics.  Because  epi- 
demiologic studies  have  emphasized  the 
relative  importance  of  genetic  disorders, 
and  because  scientific  information  regard- 
ing such  disorders  has  developed  rapidly 
during  the  past  few  years,  genetic  counsel- 
ing has  recently  come  into  its  own. 

Although  no  disease  can  be  construed  as 
being  strictly  genetic  or  strictly  environ- 
mental, it  is  useful  to  consider  diseases  as 
falling  somewhere  on  a continuous  spec- 
trum with  “heredity”  at  one  end  of  the 
spectrum  and  “environment”  at  the  other. 
Examples  of  hereditary  disorders  are 
phenylketonuria  and  galactosemia.  Such 
diseases  are  determined  primarily  by  a 
single  major  gene.  Even  these  are  not  at 
the  extreme  end  of  the  spectrum  since  it 
is  known  that  exogenous  factors,  in  these 
cases  diet,  influence  the  phenotype  which 
after  all  is  the  disease.  At  the  other  end 
of  the  spectrum  are  diseases  such  as  tuber- 
culosis caused  primarily  by  an  exogenous 
agent,  but  not  exclusively  determined  there- 
by, since  genetic  factors  may  modify  the 
patient’s  susceptibility  and  the  severity  of 
his  disease.  Other  diseases  may  be  posi- 
tioned somewhere  along  the  spectrum. 
These  would  include  such  multifactorial 
diseases  as  hypertension,  diabetes  mellitus 
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and  peptic  ulcer.  Usually  the  genetic  coun- 
selor will  concern  himself  with  disorders 
at  either  the  hereditary  or  multifactorial 
positions  of  such  a spectrum. 

It  is  important  in  genetic  counseling  to 
classify  genetic  diseases  into  three  cate- 
gories. In  the  first  place  are  those  relatively 
rare  conditions  which  are  determined  by 
a single  gene  and  thus  display  Mendelian 
pedigree  patterns.  They  are  rare  individ- 
ually and  yet  there  are  a large  number  of 
them  and,  thus,  in  the  aggregate,  they 
represent  an  important  body  of  disease.  In 
the  second  place  are  multifactorial  diseases 
which  are  more  common.  Multiple  genes 
may  be  involved  and,  in  addition,  environ- 
mental factors  collaborate  in  causation. 
These  diseases  tend  to  run  in  families  and 
yet  there  is  no  simple  pedigree  pattern. 
This  group  consists  of  such  conditions  as 
hypertension  and  the  more  common  mal- 
formations of  the  heart.  The  third  category 
includes  chromosomal  aberrations.  These 
occur  sporadically  and  do  not  seem  to  be 
inherited  in  the  usual  sense  of  the  word. 
However,  they  represent  abnormalities  of 
genetic  material.  We  can  recognize  certain 
of  these  aberrations  under  the  microscope. 
The  physician  who  is  to  provide  genetic 
counseling  must  be  capable  of  making  a 
precise  diagnosis.  Such  a counselor  must 
determine  whether  a disorder  follows  a 
Mendelian  inheritance  pattern,  whether  a 
disorder  is  sex  linked  and  which  disorder 
is  present  when  two  diseases  are  super- 
ficially similar  but  genetically  dissimilar. 

Sound  conseling  requires  that  an  adequate 
family  history  be  obtained.  In  most  in- 
stances such  information  need  only  be 
elicited  for  the  first  three  degrees  of  re- 
lationship. These  include  parents,  siblings 
and  children;  grandparents,  uncles  and 
aunts;  and  first  cousins.  Despite  its  in- 
frequency, possible  parental  consanguinity 
should  be  investigated.  Obtaining  adequate 
information  about  a family  may  require 
examining  death  certificates,  autopsy  re- 
ports, hospital  records  and  reports  from 
relatives’  family  physicians.  The  complete- 
ness of  such  investigations  may  determine 
the  success  of  genetic  counseling. 

Finally,  information  about  new  variants 
of  recognized  heritable  diseases  or  newly 
recognized  heritable  syndromes  are  reported 


in  the  medical  literature  almost  monthly. 
Certainly,  sound  counseling  requires  that 
up-to-date  genetic  information  be  available. 
It  is  unrealistic  to  expect  every  physician 
to  keep  abreast  of  such  knowledge.  Rather 
it  is  hoped  that  each  medical  practitioner 
will  acquaint  himself  with  general  informa- 
tion about  genetics  and  be  aware  of  the 
necessity  for  seeking  guidance  in  this  field 
from  those  with  more  specialized  knowl- 
edge. 

The  importance  of  genetic  counseling 
cannot  be  overemphasized.  From  seeking 
out  relatives  of  patients  with  familial 
polyposis  of  the  colon,  subjecting  them  to 
appropriate  surgery,  and  thus  preventing 
the  development  of  cancer  of  the  colon,  to 
advising  tactfully  and  diplomatically  po- 
tential parents  about  possible  genetic  risks, 
the  counselor  plays  an  exceedingly  impor- 
tant role.  With  the  help  and  guidance  of 
a genetic  counselor,  the  family  physician 
can  answer  some  of  the  troublesome  ques- 
tions of  his  patients. 

A.  B.  S. 


IN  MEMORIAM 


Nichols,  Ralph  Gibbs,  Knoxville,  died  Sep- 
tember 10,  1971,  age  58.  Graduate  of  University 
of  Tennessee  School  of  Medicine  in  1937.  Mem- 
ber of  Knoxville  Academy  of  Medicine. 
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New  Members 

The  Journal  takes  this  opportunity  to  wel- 
come these  new  members  of  the  Tennessee 
Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Frank  Richardson  Eldridge,  M.D.,  Chattanooga 
Oliver  W.  Jenkins,  Jr.,  M.D.,  Signal  Mountain 


When  doctors  speak . . . 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we’ve  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak. ..Medicenter  lis- 
tens.” May  we  hear  from  you? 


Medicenter  of  America 
737  Skyline  Drive 
Jackson,  Tennessee  38301 


135  North  Pauline  Street 
Memphis,  Tennessee  38105 


1415  21st  Avenue  South 
Nashville,  Tennessee  37203 
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ROANE-ANDERSON  COUNTY 

MEDICAL  SOCIETY 

Robert  W.  Dunlap,  M.D.,  Oak  Ridge 
Gary  Walters,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

J.  Paul  Abernathy,  M.D.,  Murfreesboro 

SULLIVAN- JOHNSON  COUNTY 

MEDICAL  SOCIETY 

Samuel  R.  Jones,  M.D.,  Kingsport 

Bradley  County  Medical  Society 

The  Bradley  County  Medical  Society  met 
on  Tuesday,  September  14  at  the  Holiday 
Inn  in  Cleveland.  The  program  was  pre- 
sented by  the  TMA  staff  and  included  a 
discussion  of  various  proposals  for  national 
health  care  insurance  pending  in  Congress 
and  the  AMA  color  slide  presentation  on 
Medicredit,  the  AMA  proposal  for  national 
health  insurance. 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  met  on  Tuesday, 
September  14  in  the  KAM  Building.  The 
E.  Club  meeting  featured  a discussion  by 
Mr.  Richard  Gronquist,  manager  of  Modern 
Medicine  Medi-tours  Services,  and  Mr.  Dan 
Moody  of  the  Cartan  Travel  Bureau  on  the 
proposed  organized  tour  for  KAM  members 
to  the  capitols  of  Europe  in  the  Spring  1972. 

The  general  meeting  program  was  pro- 
vided by  Mr.  Leon  Swatzell,  Assistant  Di- 
rector of  the  AMA  Division  of  Public  Af- 
fairs, who  presented  a slide  discussion  of 
the  AMA  Medicredit  Bill  and  AMPACT- 
IMPACT  interrelations. 

s*:  ^5 

The  Woman’s  Auxiliary  to  the  KAM  has 
been  awarded  third  place  nationally  for 
their  fund  raising  efforts  for  the  AMA’s 
Education  and  Research  Fund.  The  Auxi- 
liary earlier  had  won  first  place  in  the  state 
for  raising  the  $9,558.  The  Fund  is  used  for 
loans  to  medical  students  and  for  research 
at  medical  schools. 

Maury  County  Medical  Society 

The  Maury  County  Medical  Society  met 
on  Monday,  October  4 at  the  Maury  County 
Hospital  in  Columbia.  Dr.  Grant  W.  Liddle, 
Chairman  of  the  Department  of  Medicine  at 
the  Vanderbilt  University  School  of  Medi- 
cine, was  the  guest  speaker.  His  topic: 


“Recognition  of  Curable  Forms  of  Hyper- 
tension.” 

Memphis-Shelby  County  Medical  Society 

The  Memphis-Shelby  County  Society  met 
on  Tuesday,  October  5 in  the  Skyway  Room 
of  the  Sheraton-Peabody  Hotel  in  Memphis. 
Members,  wives,  and  guests  attended  the 
meeting  which  was  highlighted  by  an  ad- 
dress by  AMA  President,  Dr.  Wesley  W. 
Hall.  Special  guests  included  TMA  Presi- 
dent John  H.  Saffold,  Senator  John  S.  Wil- 
der of  Somerville,  Lieutenant  Governor  of 
Tennessee,  and  other  legislative  officials. 

Montgomery  County  Medical  Society 

The  Montgomery  County  Medical  Society 
met  on  Monday,  September  27  at  the  Me- 
morial Hospital  in  Clarksville.  The  featured 
speaker  was  Dr.  Barry  Siegel  of  the  De- 
partment of  Radiology  at  the  Washington 
University  School  of  Medicine  in  St.  Louis. 
The  theme  of  his  presentation  was  “Nuclear 
Medicine.” 

Northwest  Tennessee  Academy 
of  Medicine 

The  Northwest  Academy  met  on  Tuesday, 
September  28  at  the  Dyersburg  Country 
Club.  Dr.  Charles  Gross,  Chairman  of  the 
Department  of  Otolaryngology  at  the  Uni- 
versity of  Tennessee  College  of  Medicine, 
presented  a slide  discussion  on  “Sinusitis.” 
Prior  to  the  evening  program,  a golf  tourna- 
ment was  held  on  the  Dyersburg  Country 
Club  course  with  the  following  results: 
Low  gross  score — Dr.  William  H.  Tucker  of 
Ripley,  Low  net  score — Dr.  Robert  R. 
Young,  Jr.  of  Union  City;  longest  drive — 
Dr.  J.  W.  Shore  of  Martin;  closest  to  hole — 
Dr.  John  A.  Reaves,  Jr.  of  Dyersburg  on 
hole  #10;  and  low  putts — Dr.  Thomas  V. 
Banks  of  Dyersburg. 

Rutherford  County  Medical  Society 

The  Rutherford  County  Medical  Society 
met  on  Tuesday,  September  21  at  the 
Rutherford  County  Hospital.  The  program 
was  presented  by  the  TMA  staff  and  in- 
cluded a discussion  of  the  various  proposals 
for  national  health  care  insurance  pending 
in  Congress  and  the  AMA  color  slide  pres- 
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This  Month  in  Washington 
(From  Washington  Office,  AMA) 

Health,  Education  and  Welfare  Secretary 
Elliot  L.  Richardson  approved  a proposed 
regulation  to  authorize  insurance  carriers 
to  issue  contracts  for  prepaid  group  medical 
service  to  persons  in  any  state  regardless 
of  any  restrictive  state  law. 

Authority  for  the  proposed  regulation  was 
granted  by  Congress  last  year  in  a law  spon- 
sored by  Sen.  Edward  M.  Kennedy  (D- 
Mass.)  who  also  is  the  chief  Congressional 
sponsor  of  organized  labor’s  allout  national 
health  insurance  proposal.  Under  the  terms 
of  the  law,  the  secretary  of  HEW  can  au- 
thorize insurance  carriers  who  provide  cov- 
erage through  the  Federal  Employee  Health 
Benefits  program  to  issue  contracts  for  the 
group  medical  services. 

Forty-one  prime  health  insurance  carriers 
presently  provide  coverage  through  FEHBP. 
The  actual  number  of  insurance  carriers 
affected  by  the  law  could  total  in  the  hun- 
dreds because  of  reinsurance  contracts  be- 
tween prime  carriers  and  other  insurance 
providers,  according  to  a spokesman  for  the 
department’s  Office  of  Group  Practice 
Developments. 

The  regulation  allows  the  HEW  secretary 
to  authorize  the  insurance  companies  “to 
issue  in  any  state  contracts  entitling  any 
person  as  a beneficiary  to  receive  compre- 
hensive medical  services  from  a group  prac- 
tice unit  or  organization”  with  which  the 
company  has  contracted  for  the  provision 
of  group  services. 

The  proposed  regulation  would  be  to  over- 
ride those  restrictions,  “enabling  insurance 
carriers  to  issue  contracts  for  prepaid  group 
medical  services  to  any  individual  in  any 
state,”  an  HEW  announcement  said. 

HEW  said  as  many  as  50  million  residents 
of  the  20  states  with  laws  restricting  group 
practice  could  become  eligible  for  group 
health  plans. 

Such  plans,  as  described  in  the  proposed 
rules,  offer  preventive,  diagnostic  and  thera- 


peutic medical  services  in  a single  organi- 
zation on  a prepaid  basis. 

“A  medical  group  . . . shall  include  at 
least  a general  practitioner  and  represen- 
tatives of  each  of  the  following  medical 
specialties:  general  surgery,  obstetrics,  in- 
ternal medicine,  pediatrics  and  ear-nose- 
throat,”  the  proposal  said. 

Kennedy  applauded  HEW’s  move  but 
criticized  the  delay. 

“The  cause  of  the  delay  is  no  secret,” 
he  said  in  a statement.  “For  months  the 
profitmaking  commercial  industry  fought  to 
obtain  a larger  role.” 

He  said  that  while  the  intent  of  Congress 
prevailed  the  delay  shows  “the  virtual 
stranglehold  the  health  insurance  lobby  has 
on  this  administration.” 

5jC  5-C 

The  American  Medical  Association  told 
Congress  that  the  attack  on  cancer  can  be 
most  effectively  conducted  through  the 
National  Cancer  Institute  within  the  Na- 
tional Institutes  of  Health,  rather  than 
through  a separate  and  autonomous  agency. 

Testifying  before  the  House  Health  and 
Environment  Subcommittee,  Franz  J.  Ingel- 
finger,  M.D.,  editor  of  the  New  England 
Journal  of  Medicine  and  a member  of  the 
Advisory  Committee  on  Medical  Sciences 
to  the  AMA’s  Board  of  Trustees,  said  that 
“the  effort  to  cure  cancer  will  have  to  be 
a coordinated  effort  with  full  involvement 
of  all  the  national  institutes  (of  health).” 

“There  is  another  compelling  reason  to 
retain  the  cancer  program  within  NIH  and 
that  is  to  keep  the  NIH  intact  rather  than 
have  it  become  fragmented  into  independent 
agencies,”  Dr.  Ingelfinger  said.  “Under  the 
latter  conditions  the  agencies  would  be  com- 
peting for  support  and  recognition  rather 
than  collaborating  for  scientific  progress. 
The  NIH  is  generally  regarded  in  the  inter- 
national scientific  community  as  one  of  the 
most  splendid  scientific  achievements  of  the 
20th  century.  To  impair  the  effectiveness 
of  this  productive  organization  would  be 
unwise.  The  integrity  of  the  NIH  should 
be  maintained  and  increased  support  pro- 
vided.” 

Dr.  Ingelfinger  expressed  opposition  to  a 
compromise  measure  passed  by  the  senate 
which  would  create  a new  independent 
Conquest  of  Cancer  Agency  within  the  NIH. 
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He  said  that  the  autonomy  proposed  for 
such  a new  agency  would  “threaten  the 
structure  of  the  National  Institutes  of 
Health  and  impair  research  efforts  in  all 
fields.” 

Dr.  Ingelfinger  cautioned  against  expect- 
ing any  quick  victory  over  cancer. 

“We  believe  . . . that  false  hopes  should 
not  be  created  and  that  people  should  not 
be  led  to  believe  that  with  enough  money 
and  enough  effort  cancer  will  quickly  be 
conquered,”  Dr.  Ingelfinger  said.  “Although 
many  encouraging  developments  have  oc- 
curred in  the  last  few  years  that  justify 
the  major  national  effort  proposed  in  House 
Bill  10681,  the  problems  to  be  solved  are 
very  complex.  Much  basic  research  work 
remains  to  be  done.  Everyone  should  be 
prepared  for  steady  but  perhaps  slow  prog- 
ress. We  should  also  recognize  that  chance 
discoveries  by  scientists  working  in  totally 
different  fields  may  set  the  stage  for  sig- 
nificant future  progress.  This  has  occurred 
repeatedly  in  the  history  of  scientific  dis- 
covery, and  consequently  basic  scientific 
research  should  be  allowed  a high  degree 
of  individuality  and  spontaneity. 

“.  . . the  American  Medical  Association 
advocates  a program  attacking  cancer 
through  greatly  intensified  and  coordinated 
research  efforts.  We  believe  that  in  the 
interests  of  the  public  and  in  order  to  avoid 
any  splintering  of  efforts,  the  program, 
adequately  funded,  should  be  administered 
within  the  National  Institutes  of  Health 
under  a Director  having  responsibility  for 
all  biomedical  research.” 

Other  AMA  presentations  on  national 
legislation: 

Physician  Shortage  Areas 

The  AMA  supported  legislation  that 
would  provide  federal  aid  to  individual  or 
small  groups  of  physicians  in  establishing 
medical  practices  in  rural  areas,  small  towns 
and  low  income  inner-city  areas. 

The  legislation  (S.  2269)  would  amend 
the  National  Housing  Act  to  authorize  mort- 
gage insurance  for  the  construction  and  re- 
habilitation of  medical  facilities  for  the 
practice  of  one  to  four  physicians  in  phy- 
sician-shortage areas.  In  1966,  mortgage  in- 
surance was  authorized  for  establishment 
of  non-profit  group  practices.  The  current 


legislation  would  extend  that  program. 

Dr.  John  M.  Chenault,  a member  of  the 
AMA  Board  of  Trustees,  spoke  for  the  As- 
sociation. He  said,  “One  of  the  problems 
in  our  health  delivery  today  relates  to  a 
shortage  of  necessary  manpower,  as  well 
as  the  lack  of  proper  distribution.  The 
shortage  is  particularly  emphasized  in  rural 
areas  and  areas  of  low  income.  The  failure 
of  such  areas  to  attract  physicians  can  be 
attributed  to  many  factors — tangible  and 
intangible — and  the  problem  is  a complex 
one.  We  should,  however,  provide  incen- 
tives and  encouragement  to  physicians  to 
meet  the  needs  of  those  areas. 

“The  American  Medical  Association  sup- 
ports a pluralistic  system  of  delivery  of 
health  care  embracing  various  forms  of 
health  care  delivery.  Each  type  of  health 
care  delivery  mechanism,  including  group 
practices,  has  its  advantages.  The  group- 
type  of  practice,  however,  is  neither  feasible 
nor  desirable  for  all  of  the  nation’s  phy- 
sicians . . . 

“It  is  readily  apparent  that  not  all  areas 
will  attract  the  same  kind  of  group  prac- 
tice, nor  could  a rural  area  support  the 
establishment  of  the  same  type  of  practice 
as  might  be  set  up  in  larger,  more  urban 
communities. 

“S.  2269,  by  providing  financing  assis- 
tance, may  help  to  stimulate  the  establish- 
ment of  a medical  practice  by  an  individual 
practitioner  or  a small  group  of  physicians 
in  small  and  rural  communities  and  inner- 
city  areas  having  physician  shortages. 

“In  considering  these  amendments,  we 
believe  the  provisions  in  the  bill  concern- 
ing the  maximum  loan  should  be  reviewed. 
We  recommend  that  the  limitation  of 
$150,000  should  be  raised  so  as  not  to  pre- 
clude the  establishment  of  a facility  with 
potentially  broad  health  delivery  capability 
where  such  facility  and  staff  were  war- 
ranted in  a community.  The  figure  pro- 
posed in  the  bill  might  act  to  limit  con- 
struction of  beneficial  facilities  in  certain 
areas.” 

National  Institute  for  Health  Care  Delivery 

The  AMA  questioned  the  desirability  of 
establishing  a National  Institute  for  Health 
Care  Delivery. 

In  a letter  to  Sen.  J.  Glenn  Beall,  Jr. 
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(R-Md.)  who  made  the  proposal  and  in- 
vited AMA’s  comment,  Ernest  B.  Howard, 
M.D.,  AMA  executive  vice  president,  said: 

“As  we  understand  your  proposal,  a Na- 
tional Institute  of  Health  Care  Delivery 
would  be  established,  for  the  purpose  of 
developing  improvements  in  health  care  de- 
livery, the  Institute  being  perhaps  com- 
parable to  NIH  and  NASA.  Through  the 
use  of  “think  tanks”  and  developmental 
labs,  the  institute  would  examine  our  exist- 
ing health  care  system  and  design  and  test 
components  of  a new  one. 

“Our  health  delivery  system  is  constantly 
responding  to  improvements  in  medicine 
as  they  are  developed.  These  changes  occur 
through  many  means — the  medical  schools, 
university  and  other  hospitals,  clinics,  con- 
tinuing education  (both  formal  and  in- 
formal) , and  community  practices  of  all 
types.  One  of  the  strengths  of  our  health 
care  system  is  its  pluralistic  nature  which 
can  absorb  and  respond  to  changes  as  new 
medical  and  scientific  knowledge  is  devel- 
oped. 

“Your  pursuit  for  improvements  in  our 
health  care  delivery  is  a most  laudable  one, 
and  one  in  whose  objectives  the  medical 
profession  shares.  We  have  some  reserva- 
tions, however,  as  to  whether  improvements 
in  our  health  delivery  system  can  respond 
in  the  laboratory  in  the  same  manner  as 
medical  or  scientific  research  or  the  NASA 
program.  Many  of  the  elements  of  our 
health  care  delivery,  some  referred  to  in 
your  comments,  are  currently  under  care- 
ful examination  and  experimentation. 

“Your  proposal  would  apparently  paral- 
lel in  many  respects  the  National  Center 
for  Health  Services  Research  and  Develop- 
ment, only  recently  created,  and  it  is  not 
clear  how  the  two  would  relate  to  each 
other.  Perhaps  an  expansion  of  activities 
of  the  existing  center  should  be  the  vehicle 
for  the  contemplated  programs.” 

Military  Medical  School 

The  AMA  opposed  establishment  of  a 
military  medical  school. 

Testifying  before  the  House  Armed  Ser- 
vices Committee,  Bland  W.  Cannon,  M.D., 
a member  of  the  AMA’s  Council  of  Medical 
Education,  said: 

“.  . . We  cannot  emphasize  too  strongly 


that  our  concern  is  that  the  men  and  women 
in  our  uniformed  services  should  receive 
nothing  less  than  the  best  in  medical  care. 
There  is  no  reason  why  they  should  not 
continue  to  receive  care  from  physicians 
trained  in  a medical  education  system  which 
has  proven  itself  to  be  unexcelled.  We 
support  an  expansion  and  greater  utilization 
of  this  system  rather  than  the  development 
of  a new  and  different  kind  of  institu- 
tion . . . 

“One  aspect  of  the  nation’s  goal,  for  more 
physicians  is  the  need  of  the  uniformed 
services,  and  it  is  to  this  one  aspect  that 
H.R.  2 is  directed.  The  AMA  believes  it  is 
vital  that  the  number  of  physicians  in  the 
uniformed  services  be  adequate  to  enable 
them  to  carry  out  their  missions,  and  that 
those  physicians  be  thoroughly  trained  and 
competent  in  order  that  those  serving  our 
country  in  the  uniformed  services  might 
receive  the  best  possible  medical  care. 
However,  it  is  doubtful  that  these  objec- 
tives can  best  be  realized  through  establish- 
ment of  a separate  uniformed  forces 
medical  school,  as  called  for  in  H.R.  2. 

“In  our  opinion,  it  would  be  very  unwise 
to  establish  a separate  medical  school  spe- 
cifically to  train  physicians  for  the  uni- 
formed services  in  which  all,  or  a significant 
portion,  of  the  physicians  serving  in  these 
forces  would  receive  their  medical  training. 
We  believe  it  is  very  important  that  the 
armed  forces  take  full  advantage  of  the 
resources  and  facilities  of  the  existing 
medical  schools  of  the  United  States  in 
training  their  medical  manpower,  and  that 
such  training  not  be  restricted  in  any 
degree  to  a single  school  established  for 
that  purpose.  We  also  believe  that  it  would 
be  possible  to  train  larger  numbers  of  phy- 
sicians in  a shorter  period  of  time,  for  a 
lesser  cost  if  the  existing  schools  are  used.” 

The  AMA  supported  provisions  in  the 
legislation  for  helping  medical  students 
with  scholarships  with  a requirement  that 
they  serve  on  active  duty  for  a number  of 
years  after  completion  of  training,  and  uti- 
lizing military  medical  facilities  for  the 
training  of  future  military  medical  officers. 

The  AMA  said  that  through  affiliation 
agreements  between  existing  medical 
schools  and  the  armed  services,  “larger 
numbers  of  physicians  could  be  produced 
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for  the  uniformed  services  at  substantially 
lower  costs,  in  a shorter  period  of  time, 
and  with  the  quality  of  the  medical  educa- 
tion assured.” 

Despite  the  opposition  of  the  AMA  and 
the  Association  of  American  Medical  Col- 
leges the  committee  unanimously,  31-0, 
approved  the  bill.  The  legislation  would 
authorize  a medical  student  scholarship 
program  of  $210  million  over  the  next  five 
years.  The  military  medical  school  would 
be  built  in  the  Washington  area. 


MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University  School  of  Medicine 

Vanderbilt  University  has  received  a 
$132,935  grant  to  establish  a regional  cancer 
research  and  treatment  center. 

Representative  Richard  Fulton  an- 
nounced the  grant  from  the  National  Insti- 
tute of  Health  and  said  it  would  cover  the 
first  year  of  a two-year  planning  program. 

The  center,  which  will  involve  three  di- 
visions of  research — causes,  diagnosis  and 
treatment — will  coordinate  basic  and  clin- 
ical research  in  the  attack  against  cancer. 
Though  the  planning  will  continue  over 
the  next  two  years,  Dr.  Leon  Cunningham, 
dean  of  biomedical  sciences  at  Vanderbilt, 
said  the  staff  at  the  center  already  is  in- 
volved in  writing  proposals  which  will 
attract  major  grants  from  NIH. 

The  federal  government  has  appropriated 
100  million  dollars  this  year  in  the  field 
of  cancer  research  and  treatment. 

^ sfs  ^ 

Dr.  Henry  P.  Coppolillo,  Department  of 
Psychiatry,  University  of  Michigan,  has 
been  appointed  professor  in  the  Department 
of  Psychiatry.  He  will  continue  the  com- 
prehensive services  for  children  and  the 

facilities  for  severely  disturbed  children 

and  less  disturbed  outpatients. 

❖ ❖ ❖ 

Dr.  Jesse  R.  Peel  has  been  appointed 
clinical  director  of  the  Adult  Psychiatry 
In-Patient  Division  and  coordinator  of  the 
Psychiatry  Emergency  Service.  Other  fac- 
ulty appointments  in  the  Department  of 
Psychiatry  include:  Dr.  David  Barton,  as- 


sistant professor  of  psychiatry;  Dr.  Judith 
M.  Davis,  clinical  instructor  in  Psychiatry; 
Dr.  M.  Kaled  El-Yousef,  instructor;  Dr. 
James  E.  Martin,  instructor;  Dr.  Leo  R. 
Ryan,  assistant  professor;  Dr.  Jean  P.  Selig, 
instructor;  Dr.  William  F.  Sheridan,  Jr., 
instructor;  Dr.  Wilda  B.  Spry,  instructor; 
and  Dr.  Raymond  W.  Waggoner,  Jr.,  assis- 
tant professor  of  Psychiatry. 

Meharry  Medical  College 

Six  faculty  members  and  administrators 
at  Meharry  Medical  College  have  been 
chosen  Outstanding  Educators  of  America 
for  1971. 

The  six  were  nominated  for  the  honor 
earlier  this  year  and  were  chosen  on  the 
basis  of  their  talents  in  the  classroom,  con- 
tributions to  research,  administrative  abil- 
ities, civic  service  and  professional 
recognition. 

Those  chosen  for  the  honor  were: 

Dr.  E.  Perry  Crump,  chairman  of  the 
Department  of  Pediatrics. 

Dr.  Leslie  Falk,  chairman  of  the  De- 
partment of  Family  and  Community 
Health. 

Dr.  Edward  High,  chairman  of  the 
Department  of  Biochemistry. 

Dr.  Charles  Johnson,  dean  of  the 
School  of  Graduate  Studies  and 
Research. 

Dr.  Matthew  Walker,  chairman  of  the 
Department  of  Surgery. 

Dr.  Robert  S.  Anderson,  director  of 
Comprehensive  Health  Services. 

Montgomery  Forms  Woman's  Auxiliary 

A Woman’s  Auxiliary  to  the  Montgomery 
County  Medical  Society  has  been  organized 
and  will  be  affiliated  with  the  Tennessee 
Medical  Association  and  the  American 
Medical  Association  Auxiliaries. 

Officers  are:  President,  Mrs.  Robert 

Koehn,  Jr.;  Vice  President,  Mrs.  Frank 
Wilson;  Secretary,  Mrs.  Marion  Spurgeon; 
Treasurer,  Mrs.  James  Milam;  Historian, 
Mrs.  Reuther  Boyd;  and  Parlimentarian, 
Mrs.  Reginald  Lowe,  Jr. 

The  meetings  will  be  held  the  first 
Tuesday  of  each  month  at  ten  o’clock  in 
the  morning  at  a place  selected  by  the 
hostesses. 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 

Standard  Coverage  That  SAVES  YOU  23%  to  27% 

Class  I — Physicians  doing  no  surgery. 

Class  2 — Physicians  doing  minor  surgery  or  assisting  in  major  surgery 
on  own  patients. 

Class  3 — Surgeons — General  Practitioners  who  perform  ma]or  surgery 
or  assist  in  major  surgery  on  other  than  their  own  patients  and 
specialists  hereafter  indicated:  Cardiologists  (including  cathe- 
terization, but  not  including  cardiac  surgery),  Ophthalmolo- 
gists, Proctologists. 

Class  4 — Surgeons — specialists,  Anesthesiologists,  Cardiac  Surgeons, 
Otolaryngologists — No  Plastic  Surgery,  Surgeons — General 
(Specialists  in  general  surgery),  Thoracic  Surgeons,  Urologists, 
Vascular  Surgeons. 

Class  5 — Surgeons  — specialists,  Neurosurgeons,  Obstetricians-Gyne- 
cologists,  Orthopedists,  Otolaryngologists — Plastic  Surgery, 
Plastic  Surgeons. 

Territory  Schedule  & Code 


Davidson  County  01 

Shelby  County  03 

Knox  County  04 

Remainder  of  State  05 


Limits 

Class  1 

Class  2 

Class  3 

Class  4 

Class  5 

Territory 

5/15  

. . $ 44.00 

$ 75.00 

$ 1 3 1 .00 

$ 1 74.00 

$218.00 

01,04 

25/75 

...  9 1 .00 

155.00 

271.00 

360.00 

45 1 .00 

50/150, . . . 

...  103.00 

176.00 

307.00 

407.00 

510.00 

100/300. . . 

...  114.00 

194.00 

339.00 

45 1 .00 

565.00 

Territory 

5/15  

. . .$  43.00 

$ 75.00 

$128.00 

$ 1 70.00 

$213.00 

03 

25/75  . . . . 

. . . 89.00 

155.00 

265.00 

352.00 

44 1 .00 

50/150  . . . 

...  101.00 

176.00 

300.00 

398.00 

498.00 

100/300. . . 

...  II  1 .00 

194.00 

332.00 

440.00 

552.00 

Territory 

5/15 

. . .$  42.00 

$ 73.00 

$125.00 

$166.00 

$208.00 

05 

25/75 

. . . 87.00 

1 5 1 .00 

259.00 

344.00 

431.00 

50/150. . . . 

. . . 98.00 

1 7 1 .00 

293.00 

388.00 

487.00 

100/300. . . 

...  109.00 

189.00 

324.00 

430.00 

539.00 

FAW  & SHERROD 
Phone  926-8164 

Johnson  City,  Tennessee  37602 


INGLE-KNOX  INSURANCE  AGENCY 
Phone  265-4541 

Chattanooga,  Tennessee  37402 

LIPSCOMB  & PITTS  CO. 

Phone  278-0772 
Memphis,  Tennessee  38104 


1.  Partnership  liability,  increase  premium  for  each  partner  by 

20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  quotations  made  on 
request. 

3.  Premises  Liability  (bodily  injury,  property  damage  and 
medical  payments)  Minimum  premium  $12.00. 

Shelby  Mutual  Insurance  Company 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $62,000,000.00 


For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 
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Tennessee  Valley  Medical  Assembly 

AMA  President,  Dr.  Wesley  W.  Hall,  and 
several  internationally  renowned  physi- 
cians, addressed  the  19th  annual  Tennessee 
Valley  Medical  Assembly  in  Chattanooga 
on  October  11-12  at  the  Read  House.  Dr. 
Robert  A.  Waters,  President  of  the  Chat- 
tanooga-Hamilton  County  Medical  Society, 
presided  over  the  event. 

Dr.  Hall  spoke  at  the  opening  session 
on  Monday,  October  11,  on  “The  Magnifi- 
cent Profession.”  Ten  of  America’s  out- 
standing physicians  delivered  papers  on  a 
broad  range  of  medical  and  surgical  tech- 
niques during  the  two-day  meeting.  Ulcers, 
breast  cancer,  sudden  death  and  “the  pill” 
were  among  the  topics  discussed. 

State  Auxiliary  Fall  Board  Meeting 

The  annual  fall  board  meeting  of  the 
Woman’s  Auxiliary  to  the  Tennessee  Med- 
ical Association  was  held  on  September 
13-14  at  the  Vanderbilt-Holiday  Inn  in 
Nashville.  Mrs.  Marvin  R.  Batchelor  of 
Cleveland,  President  of  the  state  Auxiliary, 
presided  over  the  business  sessions. 

The  featured  speaker  for  the  meeting 
was  Mrs.  Hoyt  D.  Gardner,  of  Louisville, 
Director  of  the  Southern  Region  of  the 
AMA  Auxiliary.  She  addressed  the  group 
on  “Legislation,  IMPACT.”  Other  guest 
speakers  were  Dr.  John  H.  Saffold  of 
Knoxville,  President  of  TMA,  and  Mr.  Leon 
J.  Swatzell,  Assistant  Director  of  the  AMA 
Department  of  Field  Service,  Division  of 
Public  Affairs. 

Several  workshop  sessions  and  social 
events  were  held  in  conjunction  with  the 
meeting. 


PERSONAL  NEWS 


Dr.  Robert  G.  Allen,  Memphis,  was  the  fea- 
tured speaker  at  a conference,  sponsored  by  the 
West  Tennessee  Heart  Association,  for  registered 
nurses  from  20  West  Tennessee  counties  on  Sep- 
tember 30  at  the  Holiday  Inn  in  Jackson.  Dr. 
Allen,  Chief  of  Cardiovascular  Surgery  at  the 
LeBonheur  Children’s  Hospital  in  Memphis, 
spoke  on  “Congenital  Heart  Defect”  and  “Follow- 
up Care  of  the  Surgical  Patient  with  a Heart 
Defect.” 

Drs.  Robert  S.  Anderson,  Cullen  R.  Merritt, 


Addison  B.  Scoville,  E.  E.  Wilkinson,  and 
Lawrence  K.  Wolfe,  all  of  Nashville,  have  been 
named  to  the  Board  of  Directors  of  the  Middle 
Tennessee  Diabetes  Association. 

Drs.  George  F.  Bale  and  Bland  Cannon,  both 
of  Memphis,  contributed  the  article,  “Arachinoi- 
dal  Cyst  of  the  Third  Ventricle  with  Precocious 
Puberty,”  in  the  September,  1971  issue  of  the 
Southern  Medical  Journal. 

Dr.  James  H.  Barker,  Jackson,  has  been  elected 
to  the  Board  of  the  Tennessee  Division  of  the 
American  Cancer  Society. 

Dr.  Allan  Bass,  Nashville,  has  been  elected 
President  of  the  Nashville  Society  for  Internal 
Medicine. 

Dr.  Joe  F.  Bryant,  Lebanon,  has  announced 
his  candidacy  for  the  City  Council  in  Lebanon 
as  alderman  from  the  second  ward. 

Dr.  Harold  Butler,  Union  City,  was  a speaker 
at  a Conference  on  Emergency  Room  Care  on 
September  15-17  sponsored  by  the  Obion  Coun- 
ty General  Hospital,  Memphis  Regional  Medical 
Program,  and  UT  Medical  Units. 

Dr.  Richard  Cannon,  Nashville,  member  of  the 
AMA  Committee  on  Allied  Health  Education, 
gave  the  keynote  address  at  the  15th  Assembly 
of  the  World  Medical  Association  in  Ottawa, 
Canada. 

Dr.  Robert  Dunlap,  Oak  Ridge,  has  joined  the 
stroke  therapy  program  at  the  Daniel  Arther 
Rehabilitation  Center  in  Oak  Ridge  as  super- 
visor. 

Dr.  E.  Lowell  Edwards,  Oak  Ridge,  was  the 
guest  speaker  at  the  Oak  Ridge  Sertoma  Club 
on  Tuesday,  September  21.  Dr.  Edwards  is  an 
internist  and  chief  clinician  of  the  Medical  Di- 
vision, Oak  Ridge  Associated  Universities. 

Dr.  Blair  Erb,  Jackson,  was  the  speaker  at  a 
meeting  of  the  Chester  County  Lions  Club  in 
Henderson  on  Monday,  September  13.  He  dis- 
cussed modern  advances  in  the  field  of  medical 
science.  On  Tuesday,  September  14,  Dr.  Erb 
spoke  at  the  West  Tennessee  Medical  Assistants 
meeting  in  Jackson  on  “Exercise  and  the  Heart.” 

Dr.  Irvin  D.  Fleming,  Memphis,  directed  a 
Malignant  Diseases  Seminar  on  Thusday,  Sep- 
tember 30,  at  the  Jackson-Madison  County  Gen- 
eral Hospital.  Dr.  Fleming  is  clinical  associate 
professor  in  the  Department  of  Surgery,  Uni- 
versity of  Tennessee  Medical  Units. 

Dr.  James  W.  Gibson,  Jr.,  Johnson  City,  has 
been  appointed  chairman  of  the  Professional 
and  Individual  Division  for  this  year’s  United 
Appeal  campaign  in  Johnson  City.  Dr.  Gibson 
is  a radiologist  at  Johnson  City’s  Memorial  Hos- 
pital. 

Drs.  Carl  Godfry  and  John  Purvis,  both  of 
Knoxville,  served  on  a speakers  panel  at  the 
first  fall  meeting  of  the  Knoxville  Area  Coun- 
cil of  International  Reading  Association  on 
Monday,  September  27. 

Dr.  Alan  Graber,  Nashville,  spoke  on  “What 
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is  Control  in  Diabetes”  at  the  meeting  of  the 
Middle  Tennessee  Diabetes  Association  on  Thurs- 
day, September  9,  at  the  St.  Thomas  Nursing 
School  in  Nashville.  Dr.  Graber  was  chosen 
president-elect  of  the  Association  at  the  meeting. 

Dr.  Walter  S.  E.  Hardy,  Knoxville,  was  re- 
elected to  a second  term  as  president  of  the 
Knoxville  Area  Urban  League  on  Thursday,  Sep- 
tember 16.  Dr.  Hardy  is  a member  of  the  Knox 
County  Court. 

Dr.  Roger  L.  Hiatt,  Memphis,  has  received  a 
four-year  appointment  to  the  Sensory  Study 
Section  of  the  Social  and  Rehabilitation  Service 
of  the  U.S.  Department  of  Health,  Education  and 
Welfare.  Dr.  Hiatt  is  professor  and  chairman  of 
the  Department  of  Ophthalmology  at  the  Uni- 
versity of  Tennessee  Medical  Units. 

Dr.  Marc  Hollender,  Nashville,  addressed  the 
Woman’s  Auxiliary  to  the  Nashville  Academy 
of  Medicine  meeting  on  Friday,  October  1,  at  the 
Hillwood  Country  Club  in  Nashville.  Dr.  Hol- 
lender, a Vanderbilt  University  psychiatrist,  dis- 
cussed “Women.” 

Dr.  Pope  Holliday,  Chattanooga,  has  been  ap- 
pointed to  the  first  task  force  to  study  health 
statistics  information  in  Tennessee  by  the  State 
Health  Planning  Council. 

Dr.  Nasrul  Huq,  has  joined  Dr.  Axel  C.  Hansen 
of  Nashville  in  the  practice  of  Ophthalmology. 

Dr.  R.  H.  Hutcheson,  Jr.,  Nashville,  presented 
two  papers  at  the  13th  International  Congress  of 
Pediatrics  in  Vienna,  Austria,  last  month.  Dr. 
Hutcheson  is  the  Director  of  the  Bureau  of  Per- 
sonal Health  Services,  Tennessee  Department  of 
Public  Health. 

Dr.  A.  P.  Inclan,  Dyersburg,  presented  an  in- 
formative talk  on  the  “Castro  revolution  in  Cuba 
and  its  influence  on  the  present  day  American 
society”  at  the  Friday,  September  3,  meeting  of 
the  Dyersburg  Chapter  of  the  Northwest  Ten- 
nessee Medical  Auxiliary  at  the  Dyersburg  Coun- 
try Club. 

Dr.  Alvin  Keller,  Nashville,  has  been  elected 
vice-president  of  the  Nashville  Society  of  In- 
ternal Medicine. 

Dr.  Ralph  M.  Kniseley,  Oak  Ridge,  has  been 
named  a member  of  the  American  Board  of 
Nuclear  Medicine,  the  newest  specialty  board  in 
the  medical  profession.  Dr.  Kniseley  is  associate 
chairman  of  the  Medical  Division  of  Oak  Ridge 
Associated  Universities. 

Dr.  O.  S.  Luton,  Erin,  has  been  named  a char- 
ter member  of  the  American  Board  of  Family 
Practice. 

Dr.  John  P.  Nash,  Memphis,  has  been  named 
to  the  board  of  governors  of  the  University  of 
Tennessee  General  Alumni  Association.  He  is  a 
1956  graduate  of  University  of  Tennessee  Medical 
Units. 

Dr.  Fred  Ownby,  Nashville,  recently  served  as 
program  director  for  a three-day  symposium  on 
cardiovascular  nursing  at  the  University  of  Ten- 
nessee at  Nashville. 


Dr.  Robert  Roy,  Nashville,  has  been  elected 
secretary-treasurer  of  the  Nashville  Society  of 
Internal  Medicine. 

Dr.  Sam  H.  Sanders,  Memphis,  has  been  named 
to  the  University  of  Tennessee  Development 
Council.  Dr.  Sanders  is  professor  and  head  of 
the  Department  of  Otolaryngology  at  the  Uni- 
versity of  Tennessee  College  of  Medicine. 

Dr.  William  Noble  Smith,  New  Tazewell,  has 
been  named  a charter  diplomate  of  the  American 
Board  of  Family  Practice. 

Dr.  Dan  R.  Thomas,  Knoxville,  was  the  prin- 
cipal speaker  at  a meeting  in  Kingsport  on 
Saturday,  September  14,  honoring  Master  Masons. 
Dr.  Thomas  is  a Thirty-third  Degree  Mason. 

Dr.  Steven  Ulin,  Chattanooga,  spoke  at  an 
organizational  meeting  of  the  Chattanooga  Area 
Lay  Society  of  the  Tennessee  Diabetes  Associ- 
ation on  Wednesday,  September  15. 

Dr.  Stanley  Vermillion,  Johnson  City,  spoke 
at  a meeting  of  the  local  chapter  of  the  Ten- 
nessee Licensed  Practical  Nurses  Association  on 
Tuesday,  October  5,  in  Johnson  City. 

Dr.  C.  C.  Woodcock,  Nashville,  has  been  elected 
president-elect  of  the  Nashville  Society  of  In- 
ternal Medicine. 

Dr.  George  Young,  Chattanooga,  was  the 
speaker  at  the  September  20  meeting  of  the 
Signal  Mountain  B&PW  Club  at  the  Signal 
Mountain  Presbyterian  Church.  Dr.  Young’s 
topic  was  “Drug  Abuse.” 
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Calendar  of  Meetings 


1971-72 

State 

Nov.  18 

Middle  Tennessee  Medical  As- 
sociation, Bi-Annual  Meeting, 
Holiday  Inn,  Franklin 

National 

Nov.  28-Dec.  1 

American  Medical  Association, 
Roosevelt  Hotel,  New  Orleans 

Dec.  3-4 

American  College  of  Chemo- 
surgery,  Palmer  House,  Chicago 

Dec.  4-9 

American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 

Dec.  5-7 

American  Society  of  Hema- 
tology, 14th  Annual,  San  Fran- 
cisco-Hilton  Hotel 

Dec.  6-8 

Southern  Surgical  Association, 
The  Homestead,  Hot  Springs, 
Va. 

Jan.  29-Feb.  3 

American  Academy  of  Ortho- 
paedic Surgeons,  Sheraton  Park 
Hotel,  Washington,  D.C. 

ANNOUNCEMENTS 


989 


November,  1971 


Jan.  17-19 

American  College  of  Surgeons, 
Sheraton-Four  Ambassadors 
Hotel,  Miami,  Fla. 

Jan. 24-26 

Society  of  Thoracic  Surgeons, 
Hilton  Hotel,  San  Francisco 

Jan.  28-30 

Southern  Radiological  Con- 
ference, 16th  Annual,  Grand 
Hotel,  Point  Clear,  Ala. 

Feb.  3-5 

Association  for  Hospital  Medical 
Education,  Annual  Meeting, 
Palmer  House/Drake  Hotels, 
Chicago 

Feb.  4-12 

American  Society  of  Clinical 
Pathologists  and  College  of 
American  Pathologists  (Joint 
Interim  Meeting) , Regency 
Hyatt  House,  Atlanta 

Feb.  5-6 

AMA  Congress  on  Medical  Edu- 
cation (68th  Annual)  Palmer 
House,  Chicago 

Feb.  5-9 

American  Academy  of  Allergy, 
Hilton  Hotel,  San  Francisco 

Feb.  8-12 

American  Group  Psychotherapy 
Association,  Statler  Hilton  Ho- 
tel, New  York 

Feb.  9-11 

American  Academy  of  Occupa- 
tional Medicine,  Hilton  Hotel, 
Pittsburgh 

March  1-5 

American  College  of  Cardiology, 
Conrad  Hilton  Hotel,  Chicago 

March  4-9 

American  College  of  Allergists, 
Fairmont  Hotel,  Dallas 

March  11-18 

American  Association  of  Pa- 
thologists and  Bacteriologists, 
American  Association  of  Neuro- 
pathologists, and  Pediatric  Pa- 
thology Club  (Joint  Annual 
Meeting),  Netherland-Hilton 
Hotel,  Cincinnati. 

March  16-17 

AMA  National  Conference  on 
Rural  Health,  25th,  St.  Francis 
Hotel,  San  Francisco 

March  22-25 

Neurosurgical  Society  of  Ameri- 
ca, Delmonte  Lodge,  Pebble 
Beach,  Calif. 

March  25-26 

Southeastern  Dermatological 
Association,  Lexington,  Ky. 

March  27-30 

Southeastern  Surgical  Congress, 
Shoreham  Hotel,  Washington, 

D.C. 

Family  Practice  Exam 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  administer  its  next  exami- 
nation for  certification  in  various  centers 
throughout  the  United  States.  The  examination 
will  be  over  a two-day  period  on  April  29-30, 
1972.  Information  regarding  the  examination 
may  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practices,  Inc. 


University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
PLEASE  NOTE:  Deadline  for  receiving  com- 
pleted applications  in  the 
Board  office  is  February  1, 
1972. 


American  College  of  Nutrition 

The  Twelfth  Annual  Meeting  of  the  American 
College  of  Nutrition  will  be  held  in  New  Or- 
leans, Louisiana,  on  Sunday,  November  28,  1971, 
in  the  Grand  Ballroom  of  the  Royal  Sonesta 
Hotel.  The  one-day  program  includes  a sym- 
posium on  hyperlipidemias  and  atherosclerosis 
and  a discussion  of  nutrition  in  outer  space.  Hotel 
reservations  should  be  made  through  the  AMA 
Housing  Bureau. 


Atlanta  Graduate  Medical  Assembly 


The  twenty-ninth  annual  session  of  the  At- 
lanta Graduate  Medical  Assembly  will  be  held 
on  March  12-15,  1972  at  the  Marriott  Motor  Hotel 
in  downtown  Atlanta. 

The  program  will  feature  a faculty  of  twenty- 
seven  outstanding  speakers  from  many  areas 
of  the  United  States  and  one  from  McGill  Uni- 
versity in  Montreal.  There  will  also  be  an  in- 
formative and  well-programmed  display  of  tech- 
nical exhibits. 

For  further  information  contact:  Mrs.  Wyn- 
nell  S.  Hopkins,  Executive  Secretary,  Atlanta 
Graduate  Medical  Assembly,  875  W.  Peachtree 
St.,  N.E.,  Atlanta,  Georgia  30309. 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin' 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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The  Fallacy  of  Using  Selected  Statistics 
To  Measure  the  Effectiveness  of 
Medical  Care 

Jack  Schreiber,  M.D. 

The  present  medical  care  system  in  the 
United  States  is  being  challenged  by 
numerous  individuals  and  groups  who  often 
use  misleading  statistics  to  make  their  case. 

Who  are  those  that  have  been  working  so 
diligently  to  control  medical  care  in  this 
country?  For  the  past  20  years  or  so,  COPE 
of  the  AFL-CIO  has  been  turning  out 
pamphlets,  news  releases  and  misleading 
facts  and  figures.  During  this  same  period, 
and  especially  during  the  years  since 
Medicare,  entrenched  Civil  Service  em- 
ployees of  government  in  the  Department 
of  Health,  Education  and  Welfare,  and  in 
numerous  positions  in  the  legislative 
branch,  such  as  the  staff  of  Congressional 
Committees,  have  been  lobbying  against 
private  practice  and  for  a system  of  federal 
medicine. 

The  third  source  of  the  propaganda  has 
come  from  the  universities.  Most  of  the  so- 
called  research  into  health  care  has  been 
done  by  university  professors  and  their  as- 
sistants who  develop  their  premise  first, 
plan  projects  next,  and  write  their  conclu- 
sions last.  The  combined  efforts  of  much 
of  this  faulty  research  and  the  propaganda 
of  the  proponents  of  Socialized  Medicine  is 
to  convince  the  American  people  that  med- 
ical care  in  the  United  States  is  (1)  inferior, 
(2)  much  too  expensive,  and  (3)  not 
available  to  everybody  who  needs  it. 

Let’s  take  a close  look  at  these  allegations. 
Almost  daily  we  hear  that  medical  care  in 


Editor’s  Note:  This  is  one  of  a series  of  three 
articles  submitted  to  The  Journal  by  Dr.  Schrei- 
ber,  general  practitioner  in  Canfield,  member  of 
the  AMA  Speakers’  Bureau,  and  four-time  re- 
cipient of  the  Freedoms  Foundation  Award.  Dr. 
Schreiber  has  spoken  throughout  Ohio  and  nu- 
merous other  states  to  both  professional  and 
lay  audiences,  using  themes  similar  to  those 
presented  in  these  papers.  Watch  for  other  arti- 
cles in  coming  issue  of  The  Journal. 


this  country  is  second  rate.  The  CBS  Tele- 
vision special  “Don’t  Get  Sick  in  America” 
implied  that  the  quality  of  medical  care,  in 
this  country  may  be  the  worst  in  the  west- 
ern world.  Invariably,  infant  mortality 
figures  are  quoted  showing  United  States 
ranking  13th  in  the  world  behind  “progres- 
sive” countries  such  as  Sweden,  England, 
The  Netherlands,  West  Germany,  France, 
Finland,  etc.  The  source  of  this  information 
is  the  United  Nations  Demographic  Year- 
book. What  is  the  truth  behind  the  infant 
mortality  argument  in  trying  to  prove  that 
the  quality  of  medical  care  in  this  country 
is  inferior? 

Mortality  Standards  Differ 

I.  Those  who  quote  the  infant  mortality 
figures  from  the  United  Nations  Demo- 
graphic Yearbook  are  either  dishonest,  or 
haven’t  done  their  homework.  The  intro- 
ductory chapter  of  the  section  on  infant 
mortality  states  clearly  that  infant  mortal- 
ity statistics  of  different  countries  should 
not  be  used  for  comparison.  The  Yearbook 
points  out  that  there  are  different  standards 
of  measurement.  In  the  United  States,  for 
example,  a baby  is  listed  as  a live  birth  if 
there  is  any  sign  of  life,  such  as  a heart 
beat  in  the  umbilical  cord.  Some  countries 
do  not  record  a live  birth  unless  the  child 
takes  a breath.  Other  countries  do  not  list 
a live  birth  until  the  birth  has  been  regis- 
tered, and  this  can  occur  some  days  or  even 
weeks  after  birth. 

In  the  United  States,  the  responsibility 
of  reporting  births  and  deaths  is  clearly 
assigned  to  the  physician.  In  many  coun- 
tries of  the  world,  especially  in  Europe,  this 
responsibility  is  that  of  the  parents  or  of  the 
clergy.  With  no  uniform  method  of  mea- 
surement or  reporting,  comparing  infant 
mortality  figures  is  like  comparing  apples 
to  potatoes. 

II.  Even  if  there  were  uniform  methods 
of  measurement  of  these  figures,  infant  mor- 
tality statistics  are  not  a good  index  of  the 
health  care  delivery  system.  Infant  mor- 
tality is  a social,  rather  than  a medical 
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problem.  Such  factors  as  poor  housing, 
poverty,  malnutrition,  ignorance,  and  racial 
ethnic  differences  are  surely  much  more 
highly  correlated  with  infant  mortality  than 
such  factors  as  the  number  of  physicians 
and  hospitals,  or  how  medicine  is  practiced. 

III.  There  are  better  yardsticks  for  mea- 
suring the  status  of  health  in  a given  nation, 
other  than  infant  mortality. 

In  the  United  States,  in  1969,  70  percent 
of  all  deaths  were  related  to  heart  disease, 
strokes,  and  cancer.  Only  2.2  percent  of  all 
deaths  were  classified  as  infant  mortality. 

Where  the  U.S.  Ranks  High 

How  does  the  United  States  rank  with 
other  countries  in  regard  to  diseases  which 
can  be  more  easily  and  more  meaningfully 
measured?  Studying  those  countries  that 
supposedly  have  a better  standing  of  infant 
mortality  figures  according  to  the  United 
Nations  Yearbook , the  United  States,  for 
example,  has  a much  better  ranking  in  the 
mortality  of  tuberculosis,  still  the  world’s 
leading  killer  among  infectious  diseases. 
We  rank  higher  than  any  nation  except 
Denmark,  the  Netherlands,  and  Australia. 
In  deaths  from  pneumonia,  we  have  better 
results  than  half  the  countries  that  sup- 
posedly outrank  us  in  infant  mortality.  Our 
death  rates  from  pneumonia  in  1967  were  28 
per  1000  as  compared  to  51  per  1000  in 
Sweden  and  66  per  1000  in  England.  In 
mortality  from  bronchitis,  the  death  per 
100,000  in  1967  the  United  States  had  the 
lowest  mortality  in  the  world.  In  the  treat- 
ment of  ulcers  of  the  stomach,  our  mortality 
figures  were  almost  half  that  of  Socialist 
countries  of  the  western  world.  In  the  num- 
ber of  deaths  per  100,000  for  all  malignant 
tumors  in  1967,  United  States  ranked  higher 
than  Finland,  France,  West  Germany,  The 
Netherlands,  Sweden  and  England.  Only 
Japan  and  Australia  have  consistently  had 
better  results  in  the  cancer  mortality  figures 
over  the  years. 

Good  Health — the  Real  Standard 

IV.  All  of  these  figures,  so  far,  have  dealt 
with  mortality.  Let’s  take  a brief  look  at 
how  the  United  States  compares  with  other 
nations  in  terms  of  good  health.  The  De- 
partment of  HEW  recently  released  figures 
showing  American  children,  ages  6 through 


11,  are  taller  and  heavier  on  the  average, 
than  any  other  national  population  in  the 
world.  American  children,  according  to  this 
report,  have  increased  height  %"  each  de- 
cade for  the  past  90  years  and  increased 
weight  15  percent  to  30  percent.  An  average 
8 year  old  boy,  today,  is  almost  4.5"  taller 
and  8 pounds  to  19  pounds  heavier  than  his 
counterpart  of  90  years  ago.  Adults  cor- 
respondingly are  taller  and  heavier  than 
they  were  90  years  ago. 

If  health  care  here  is  the  worst  in  the 
western  world,  as  vociferous  critics  in  and 
out  of  the  medical  profession  claims,  then 
why  are  Americans  fast  becoming  the 
largest  people  on  earth? 

V.  Infant  mortality  is  not  a good  measure 
of  the  health  status  of  a population  or  the 
performance  of  the  health  delivery  system 
in  the  country.  If  it  is  to  be  used  at  all,  it 
should  be  used  for  the  discussion  of  a na- 
tion’s social  problems.  Even,  in  that  con- 
text, however,  it  should  not  be  used  alone; 
it  should  be  used  in  conjunction  with  other 
sources  of  indicators. 

If  one  is  interested  in  infant  mortality  as 
a social  problem  which  can  be  improved 
upon,  international  comparisons  are  not  par- 
ticularly useful.  The  relevant  information 
is  whether  the  United  States  infant  mor- 
tality record  is  improving  or  deteriorating. 
Obviously,  the  United  States  experience  in 
infant  mortality  has  been  improving.  In 
1940,  in  the  United  States,  the  infant  mor- 
tality rate  was  47  per  1000  live  births;  in 
1950  this  dropped  to  29.2;  in  1960  to  26  and 
in  1969  to  20.7.  In  less  than  30  years,  the 
rate  has  been  cut  in  half!  This  is  good,  but 
it  could  be  better.  However,  the  physicians 
and  other  health  professionals  in  the  United 
States  should  neither  be  exclusively  blamed 
for  the  fact  that  it  is  not  better,  nor  accept 
exclusive  responsibility  for  the  significant 
improvement  that  has  occurred  since  1940. 

In  conclusion  then,  infant  mortality  fig- 
ures have  been  misused  and  misinterpreted 
for  some  years.  It  is  time  to  dispel  the 
idea  that  it  is  a valid  indicator  of  the  health 
status  of  the  United  States  population — it 
is  not.  United  States  figures  are  often  com- 
pared to  Sweden,  who  has  the  lowest  infant 
mortality  rate  in  the  world.  The  implica- 
tions, comparing  the  two  countries,  although 
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it  is  not  usually  stated,  is  meant  to  imply 
that  the  United  States  should  adopt  the 
Swedish  health  system  and/or  social  sys- 
tem. This  is  an  absurd  line  of  reasoning 
to  follow  because  (1)  United  States  has 
over  200  million  people  and  Sweden  has 
about  8 million;  (2)  United  States  covers 
over  3.6  million  square  miles,  Sweden  cov- 
ers 170,000  square  miles,  or  slightly  more 
than  the  state  of  California;  (3)  United 
States  has  an  extremely  heterogeneous 
population,  Sweden  has  a relatively  homo- 
geneous population.  Both  United  States  and 
Sweden  are  at  approximately  the  same 


EQUIPMENT  FOR  SALE 

Everything  for  an  Eye,  Ear,  Nose  and  Throat  Specialist. 

Instruments — Eye  and  E.N.T. 

Examining  Room — l-S.M.R.  chair,  wall  cabinet  and  stools. 
I Audiometer  (Maico) 

I Reliance  Chair  (Electric,  almost  new) 

I Treatment  Cabinet  with  Motor  suction 
I Visual  Field 

I Letter  projector  and  screen 
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I Cabinet  with  Trial  Lens 

CONTACT:  Mrs.  Herbert  Duncan,  (Executrix) 
Nashville,  Tennessee 
Telephone:  352-8553 


point,  as  far  as  medical  knowledge  and 
technology  are  concerned. 

Given  the  above  points  which  country 
would  one  expect  to  have  the  lower  infant 
mortality  rate?  The  fact  is  that  the  United 
States  has  a much  larger  and  complex 
problem  to  deal  with.  By  this  reasoning, 
New  York  City  should  adopt  the  same  type 
of  public  transportation  system  as  Billings, 
Montana,  because  traffic  congestion  in  Bill- 
ings, is  much  less  than  in  New  York  City. 

(Reprinted  from  The  Ohio  State  Medical 
Journal,  June,  1971) 
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Both  the  medical  and  lay  press  give  headlines  to  adolescents  and  their  exploits  both  good  and 
bad.  In  that  shadow-land  between  childhood  with  dependency  upon  parents  and  the  evolution 
of  independence  with  rebellion  against  parents,  and  as  responsible  adulthood  is  approached,  lie 
the  confusing  problems  of  the  adolescent.  How  will  he  cope  with  insecurity,  frustration,  increas- 
ing responsibility  toward  the  actions  of  self,  displeasure  with  the  “establishment”  and  idealistic 
hopes  for  a better  world  than  that  of  his  parents!  Permissiveness,  hedonism,  drugs,  and  sexual 
experimentation  are  ways  of  meeting  the  disenchantment  of  which  our  youths  complain.  As 
they  do  so,  they  become  victims  of  diseases  or  conditions  which  fall  into  the  physician’s  sphere. 
The  President  of  the  Upper  Cumberland  Medical  Society,  Dr.  Fred  Goldner,  developed  a scientific 
program  to  consider  these  medical  problems  of  the  adolescent  at  the  76th  Annual  Program  of  the 
Society  for  its  meeting  in  June  of  this  year  at  Red  Boiling  Springs,  Tennessee.  These  presenta- 
tions follow. 


SYMPOSIUM  ON 
YOUTH  MEDICINE 


I.  Introduction 

FRED  GOLDNER,  M.D.,*  Nashville,  Tenn. 


On  behalf  of  the  Upper  Cumberland 
Medical  Society,  I welcome  you  to  the 
77th  Annual  Meeting.  Because  of  the  needs 
of  our  times,  we  have  decided  to  devote 
the  entire  first  day  of  our  program  to  the 
problems  of  Youth  Medicine,  in  an  area  we 
have  arbitrarily  defined  as  between  the  ages 
of  12  to  24.  This  is  more  inclusive  than  the 
term  “Adolescent  Medicine,”  and  more  ac- 
curately defines  this  category  of  “medical 
misfits.”  This  represents  the  true  genera- 
tion gap  in  medical  practice.  This  gap  be- 
gins at  puberty  and  often  does  not  end  until 
after  several  years  of  marriage. 

In  this  country,  we  are  desperately  try- 
ing to  emphasize  preventive  medicine  as  the 
way  for  the  future.  To  this  end,  we  are 
endeavoring  to  make  the  entire  philosophy 
of  preventive  medicine  just  as  exciting  to 
both  patient  and  doctor  as  illness  itself.  The 
intrinsic  beauty  of  health  and  its  preserva- 
tion with  the  help  of  a physician  is  truly 
exciting.  In  both  the  geriatric  age  group 

*President  Upper  Cumberland  Medical  So- 
ciety. From  the  Deparment  of  Medicine,  Van- 
derbilt University  School  of  Medicine,  Nashville, 
Tenn.  37203. 


and  the  pediatric  age  group,  preventive 
medicine  is  more  entrenched  as  a philoso- 
phy than  it  has  been  in  the  past.  In  the 
youth  medicine  group  (ages  12-24)  there 
is  reluctance  on  the  part  of  the  patient  to 
seek  the  aid  of  a pediatrician  any  longer, 
and  also  hesitance  to  go  to  the  office  of  an 
internist.  When  he  does  arrive  in  either  of 
these  two  places,  he  often  is  poorly  man- 
aged. This  may  be  tragic  because  in  these 
formative  years  of  seeking  medical  care,  an 
incorrect  mental  attitude  may  thereby  be 
instilled  in  the  patient.  During  these  years 
the  young  patient  undergoes  a preventive 
medicine  generation  gap,  and  medical  care 
becomes  a habit  of  crisis  medical  care. 
Crisis  medicine  has  been  proven  to  be  both 
expensive  and  wasteful.  The  patient  in  this 
age  group  sees  the  physician  only  after  his 
critical  problem  exists.  The  patient  may  be 
brought  to  the  physician’s  office  unconscious 
after  an  automobile  accident,  or  because  of 
an  unwanted  pregnancy.  He  may  secretly 
seek  the  attention  of  his  physician  after  he 
has  his  venereal  disease  or  after  he  is 
plagued  by  drugs.  Consequently,  the  entire 
purpose  of  the  Youth  Medical  Program  is  to 
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highlight  two  concepts  in  the  area  of  Youth 
Medicine: 

(1)  We  must  develop  better  means  of 
dealing  with  these  patients  in  our  offices. 

(2)  We  must  emphasize  the  philosophy 
of  preventive  medicine  in  ways  which  are 
palatable  to  the  youthful  patient. 

Preventive  Exercise  Programs 

The  salubrious  effects  of  exercise  on  var- 
ious diseases  are  gradually  being  demon- 
strated in  field  studies.  In  the  area  of 
cardiology,  we  are  seeing  the  most  dra- 
matic effects  of  exercise  as  a preventive 
therapeutic  measure.  We  have  good  reason 
now  to  believe  that  exercise  reduces  cho- 
lesterol and  triglyceride  levels  in  the  serum, 
as  well  as  the  frequency  and  severity  of 
myocardial  infarctions.  Some  studies  have 
demonstrated  improvement  in  hypertension 
with  graded  exercise.  Beneficial  effects  in 
other  diseases  also  are  being  studied.  One 
proven  effect,  however,  is  the  reduction  in 
anxiety,  tension  and  perhaps  a tendency 
toward  depression;  a feeling  of  good  health 
is  another  aspect  which  has  been  proven 
without  equivocation.  In  my  judgment, 
exercise  programs  will  reduce  the  need  for 
drugs  and  for  cigarettes. 


With  these  needs  in  mind,  as  an  urgent 
necessity  in  most  secondary  schools  and 
colleges  in  the  country,  we  need  to  educate 
more  instructors  for  physical  education. 
They  must  be  instructed  in  a different 
philosophy  than  that  which  currently  exists. 
At  the  present,  the  coaches  are  most  in- 
terested in  the  superior  performers — the 
ones  who  will  make  good  publicity  for  the 
school  and  coach.  These  programs  largely 
eliminate  most  of  the  students,  and  it  is 
these  other  students,  the  ones  who  are  not 
superior  performers,  who  desperately  need 
to  learn  the  habits  of  exercise.  These  are 
habits  which  possibly  will  prevent  disease 
and  reduce  the  costs  of  their  medical  care. 
To  this  end,  we  need  coaches  who  are  able 
to  teach  the  “why”  of  exercise,  who  will 
know  about  the  heart  and  the  blood  pres- 
sure and  the  circulation,  and  coaches  who 
know  about  kinetics  and  who  know  about 
health  itself  and  its  relationship  to  exercise. 

Because  of  the  desperateness  of  the  need 
to  close  the  youth  medical  generation  gap, 
and  our  second  need  to  develop  more 
coaches,  and  the  type  of  education  which  I 
have  mentioned,  I have  taken  time  in  this 
introduction  to  bring  these  points  to  your 
attention. 


II.  The  Value  and  Importance  of  Marriage 
And  Family  Counseling  to  the  Physician 

E.  RAY  JERKINS,  Nashville,  Tenn. 


Probably  every  physician  experiences  the 
following  incident  quite  often.  A patient 
comes  in  and  says,  “Doctor,  I have  a head- 
ache. I am  so  irritable  and  I just  want  to 
eat  all  of  the  time,  but  nothing  seems  to 
satisfy  me.  I go  to  bed  tired  and  I get  up 
tired.  I just  don’t  know  what  is  wrong!” 
He  looks  to  you  for  an  answer  and  hopes 
that  you  will  tell  him  that  a particular  part 
of  his  body  is  not  functioning.  However, 
after  you  have  made  your  examination,  you 
find  nothing  wrong,  so  you  ask,  “What 
seems  to  be  bothering  you?”  It  is  frustrat- 
ing upon  your  part  to  tell  your  patient  that 


it  is  “just  your  nerves,”  since  you  realize 
that  something  is  upsetting  him  emotionally 
and  is  making  him  sick. 

At  the  time  you  ask  the  probing  question 
and  await  an  answer,  you  realize  that  the 
phone  is  ringing,  that  there  are  thirty  more 
patients  to  be  seen,  hospital  rounds  to  make, 
reports  to  dictate,  letters  to  answer  but  this 
person  has  a problem  and  needs  to  talk 
about  it.  Time  does  not  permit  you  to  spend 
an  hour  or  more  getting  these  pent  up 
frustrations  out.  If  your  patient  says  he  is 
having  family  problems,  you  will  only  hear 
his  side — and  not  very  quickly  or  pointedly, 
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at  that.  “Family  problems”  can  involve 
spouse,  children,  parents,  in-laws,  occupa- 
tion or  religion. 

It  is  at  this  point  that  the  family  and 
marriage  counselor  can  be  effective  in  work- 
ing with  you.  We  recognize  that  probably 
50%  of  your  patients  consult  you  because 
of  emotions,  tensions,  frustrations,  nerves 
and  anxiety.  They  come  to  you  depressed, 
frustrated,  irritable  and  in  a highly  nervous 
state.  It  is  not  enough  to  say  that  it  is 
“just  your  nerves.”  It  takes  more  time  than 
you  have  available  for  each  patient  to  get 
to  the  root  of  the  problem,  and  teach  them 
HOW  to  handle  it. 

Often  a married  couple  is  having  difficul- 
ties and  one  suggests  that  the  other  go  to 
the  doctor  because,  “maybe  he  will  give 
you  a pill  and  that  will  make  you  feel 
better.”  There  are  drugs  that  can  relieve 
the  depressed  feeling,  but  if  the  source  of 
the  unhappiness,  frustration  or  depression  is 
not  removed  or  an  adjustment  made,  the 
situation  remains  almost  unchanged. 

What  is  really  bothering  the  couple — 
sex,  finances,  children,  boredom,  anxiety, 
parents,  occupation,  over-activity,  religion, 
an  extramarital  affair — and  when  they  be- 
gin to  tell  you  the  problem,  will  it  be  the 
real  problem  or  just  a “cover-up”?  Coun- 
seling can  help  you  to  assist  your  patients 
by  working  with  them  and  then  keeping 
you  well  informed. 

Suppose  that  your  patient  says  they  are 
having  sex  problems.  This  statement  in- 
volves many  different  areas.  Counseling  can 
be  effective  here.  It  will  become  a teaching 
process,  not  merely  a recitation  of  birth 
control  methods  or  descriptions  of  sex,  but 
will  involve  an  investigation  into  the  at- 
titudes of  both  husband  and  wife.  Attitudes 
which  may  have  been  formed  over  many 
years  and  maybe  incorrect.  Sex  education 
in  school  often  deals  only  with  the  biologic 
aspect  of  human  reproduction  and  does 
not  discuss  the  beauty  and  function  of 
married  love. 

I find  that  a lot  of  direction  is  needed 
in  this  area  of  sex  or  as  most  people  refer 
to  it — “love.”  There  are  many  who  do  not 
know  how  to  express  love  or  to  respond  to 
it.  They  may  feel  that  any  outward  ex- 


pression of  emotion  is  being  “phony.”  So 
the  spouse  tends  to  think  of  his  partner  as 
being  “cold”  and  when  this  “coldness”  con- 
tinues there  will  develop  problems  of  frus- 
trations, depressions  and  irritability.  There 
is  nothing  wrong  with  the  person  biological- 
ly, but  some  emotional  adjustments  will 
need  to  be  made,  possibly  through  compe- 
tent counseling. 

If  you  were  to  talk  with  the  patient,  it 
would  take  hours  to  really  explore  the  at- 
titudes of  the  patient  and  spouse.  However, 
these  attitudes  are  the  determining  factors 
of  why  they  act  and  respond  as  they  do. 
To  get  to  the  heart  of  the  matter  quickly,  I 
use  a temperament  analysis  test  that  per- 
mits me  to  determine  a profile  of  the  couple 
against  more  than  six  thousand  others. 
Thereby  their  attitudes  are  projected  and 
the  problem  areas  usually  become  quite  ap- 
parent. One  area  deals  with  the  ability  to 
express  love  and  receive  it,  and  also  the 
degree  of  inhibition  in  this  area. 

Just  getting  the  profile  is  not  sufficient. 
After  it  is  completed,  there  is  the  follow 
up  to  make  specific  suggestions  as  to  what 
to  do  and  how  the  person  can  react  to  make 
the  significant  changes  that  will  reduce 
tensions,  depressions,  and  anxiety.  When 
this  profile  is  returned  to  the  physician, 
he  has  a good  picture  of  the  patient  and 
the  influences  of  the  spouse  and  family. 

As  the  age  of  marriage  drops,  a much 
younger  group  is  marrying  and  there  will 
be  problems  in  sex.  These  young  people  are 
the  product  of  an  age  that  has  tended  to 
overemphasize  sex.  Therefore  many  of 
them,  when  they  have  failed  sexually,  feel 
that  all  of  life  is  ruined  and  they  are 
failures.  They  have  come  into  marriage 
with  an  almost  “unreal”  attitude  about 
something  that  is  supposed  to  happen.  Then 
when  it  does  not,  frustration  begins, 
temper  problems  arise,  and  they  actually 
become  ill. 

Counseling  with  this  age  group  and 
with  both  husband  and  wife  is  definitely 
needed.  In  these  sessions,  we  would  deal 
with  the  difference  between  functional  sex 
and  married  love,  presenting  it  as  it  really 
is  out  of  the  context  of  the  movie  or  tele- 
vision script. 

At  times,  the  “What’s  bothering  you?” 
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may  be  financial.  Not  only  the  spending  of 
money  has  caused  nervousness,  frustrations, 
depressions  and  resentment,  but  the  at- 
titude of  the  spouse  as  well.  Any  banker 
could  go  over  the  budget  and  put  figures 
in  their  proper  place,  but  what  do  you  do 
with  the  attitude  that  caused  this?  I often 
find  that  finances  and  its  problems  is  only 
a common  battleground  and  that  the  real 
problem  of  attitudes  is  much  deeper.  Few 
parents  train  their  children  in  matters  of 
finances  as  to  how  to  make  debts  and  how 
to  repay  them. 

Merely  spending  money  in  appropriate 
areas  does  not  relieve  the  tensions.  So  there 
must  be  an  investigation  of  attitudes  of 
dominance,  submissiveness,  hostility,  or  im- 
pulsiveness. When  these  are  ascertained, 
we  begin  the  teaching  process  of  counseling. 

When  your  patient  complains  of  stomach 
problems  and  you  find  an  ulcer,  again  you 
ask  “what’s  bothering  you?”  It  could  be 
that  they  are  having  family  problems  in- 
volving domineering  in-laws,  parents  living 
with  the  couple,  support  of  the  parents  of 
one  or  both,  or  resentment  on  the  part  of 
in-laws.  Merely  because  they  have  family 
problems  does  not  mean  patients  can  be 
satisfied  by  saying  “it’s  just  your  nerves.” 
But,  how  long  does  one  have  to  listen  to  the 
story  and  piece  it  together?  Then,  do  you 
have  time  for  the  patient  to  come  back  with 
the  spouse  and  spend  another  couple  of 
hours  and  for  suggestions?  This  is  an 
area  in  which  the  family  and  marriage 
counselor  can  be  effective  by  giving  you 
another  side  of  the  person.  Maybe  the 
attitude  of  possessiveness  needs  to  be  re- 
duced. One  must  spend  time  showing  that 
this  is  causing  a problem  and  then  show 
how  this  can  be  removed. 

Often  one  finds  a housewife  who  is  bored, 
which  is  making  her  sick.  You  suggest 
hobbies,  outside  activities,  involvement  and 
etc.,  but  do  you  know  the  attitude  of  her 
husband  about  these  matters?  This  bore- 
dom usually  is  not  the  result  of  just  the 
“lack  of  something  to  do”  but  more  often 
the  attitude  of  the  person,  the  environment 
of  the  home,  and  the  interfamily  relation- 
ships. Counseling  permits  exploration  of 
these  attitudes  and  making  adjustments. 
One  cannot  be  judgmental,  but  one  can 


teach  that  successful  adjustments  can  be 
made. 

The  difficulties  with  children  often  is  the 
cause  of  migrane  headaches,  “upset 
stomachs,”  etc.  It  is  not  enough  to  say  the 
patient  should  control  the  child  because 
there  is  the  unknown  factor  of  the  attitude 
of  the  spouse.  Children  see  how  marriage 
works  or  how  people  act,  and  they  will  take 
these  attitudes  into  their  own  homes.  How- 
ever, the  parent  asks  the  physician,  “What 
shall  I do  about  my  child?”  Is  it  a drug 
problem,  stealing,  sex,  indifference  or  rebel- 
lion? In  counseling,  we  are  able  to  view  the 
entire  family  and  see  the  problems  and  their 
causes.  With  this  report  in  your  file,  you 
are  better  able  to  understand  why  your 
patient  acts  or  reacts  in  a certain  way. 

The  young  clients  I work  with  usually 
are  in  need  of  someone  to  talk  seriously 
with  them.  Parents  seemingly  have,  or 
take,  too  little  time  just  to  talk  with  their 
children.  When  they  are  brought  to  you 
they  usually  are  in  fairly  good  health,  but 
quite  mixed  up  emotionally.  I have  found 
these  young  people  must  be  dealt  with 
quite  patiently.  No  pronouncements  can  be 
given  quickly,  but  rather  must  be  a teach- 
ing process.  There  must  be  the  “rap”  sys- 
tem effectively  employed  to  reach  young 
people  and  assist  them  emotionally.  This, 
however,  takes  time  which  is  at  a premium 
in  your  office.  You  would  need  to  delve  into 
the  attitudes  of  the  parents,  young  people, 
peer  groups,  school  and  religion.  The  family 
counselor  can  be  quite  effective  in  working 
with  them  in  these  areas. 

I have  referred  to  the  use  of  your  time 
several  times,  and  rightfully  so.  When  you 
have  a patient  who  has  been  developing 
certain  attitudes  for  many  years  and  also  a 
way  of  life,  you  will  not  bring  about  a 
change  in  a matter  of  a few  minutes,  and 
certainly  not  by  telling  them  they  need  to 
change.  Unfortunately,  the  change  does  not 
come  in  the  form  of  a pill,  but  only  after 
an  honest  introspection  of  one’s  real  self. 
It  is  at  this  point  that  the  family  and  mar- 
riage counselor  can  be  an  effective  asset  to 
you  in  your  practice,  but  at  the  same  time 
you  must  be  kept  fully  aware  of  the  sessions 
so  you  may  be  able  to  minister  to  the  whole 
man. 
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III.  Certain  Aspects  of  Proteinuria 

And 

Urinary  Tract  Infections  in  Adolescence 

JOSEPH  A.  ROTHSCHILD,  M.D.,  Memphis,  Tenn. 


When  Dr.  Goldner  called  a few  weeks  ago 
and  asked  me  to  participate  in  this  program, 
he  read  a list  of  subjects  for  my  considera- 
tion as  possible  topics  for  discussion.  When 
he  came  to  “urinary  tract  infection,”  I con- 
sidered this  a safe  enough  subject  for  a 
general  pediatrician,  and  we  quickly  agreed 
upon  the  matter.  Later,  came  the  time  to 
prepare  my  talk  and  the  simplicity  of  pre- 
paring the  subject  into  an  interesting,  time- 
ly and  useful  presentation  soon  faded. 
Whereas,  we  pediatricians  see  many  urinary 
tract  infections,  in  practice  most  of  these 
are  in  infants,  and  the  problem  is  different 
in  many  respects  from  that  of  urinary 
tract  infection  in  adolescents.  Thus,  partly 
because  the  month  of  June  is  check-up  time 
for  adolescents  before  school  and  camp 
(and  since  I am  seeing  a lot  of  patients  with 
proteinuria  on  routine  urinalysis),  I have 
modified  the  title  of  my  talk  to  include 
this  problem.  I also  will  emphasize  certain 
aspects  of  urinary  tract  infections  which  I 
consider  timely. 

Children  spill  more  protein  in  the  urine 
than  adults.  In  a study  by  Wagner  and 
associates1  in  which  urinalyses  were  done 
on  a large  group  of  school  children  of  mixed 
socio-economic  background,  there  was  an 
overall  percentage  of  5.4  with  proteinuria 
of  1+  or  greater  using  the  “combistik” 
(Ames)  on  a single  specimen.  In  their 
series,  the  maximum  age  of  spilling  protein 
was  16  years  for  boys  and  13  years  for  girls. 
In  the  maximum  age  groups,  11%  have  1+ 
or  greater  proteinuria;  the  11%  became 
less  than  1%  after  rest.  Thus,  exercise  is 
important  in  producing  proteinuria.  A 
higher  percentage  of  girls  than  boys  has 
proteinuria  and  this  seems  to  be  true  even 
when  contamination  from  vaginal  secre- 
tions is  not  a factor. 

Robinson2  has  classified  proteinuria,  and 
in  a discussion  by  Robson  and  Manley3  in 


“Current  Problems  in  Pediatrics,”  a regi- 
men for  management  of  the  problem  is 
discussed.  The  5 categories  of  proteinuria 
are: 

(1)  Persistent — consistently  present,  but  with- 
out the  effect  of  posture  having  been  controlled. 

(2)  Intermittent — present  in  many  but  not  all 
urine  samples.  Again,  the  patient’s  posture  is 
not  controlled. 

(3)  Constant — present  upon  repeated  urinaly- 
sis, even  with  maneuvers. 

(4)  Fixed  orthostatic — present  consistently  in 
samples  taken  in  the  upright  position. 

(5)  Transient  orthostatic — present  intermit- 
tently in  urine  collected  in  the  upright  position 
but  never  in  urine  collected  with  the  patient  in 
a supine  position. 

With  careful  observation,  the  so-called 
“persistent  proteinuria”  is  a redundant 
classification. 

There  is  no  satisfactory  study  of  “con- 
stant” proteinuria  in  adolescents,  but  in  a 
largely  adult  series,  some  75%  have  ab- 
normal kidney  biopsies.  Perhaps  patients 
with  “transient  orthostatic  albuminuria” 
have  nothing  wrong  with  their  kidneys, 
but  patients  with  “fixed  orthostatic  albu- 
minuria” may  have  renal  disease.  Ten  per- 
cent of  patients  with  “fixed  orthostatic 
albuminuria”  have  questionable  abnormali- 
ties on  kidney  biopsy.  Good  follow-up 
studies  on  these  adolescents  are  not  avail- 
able, but  some  5 year  adult  studies  indicate 
that  while  the  condition  is  not  transient,  the 
prognosis  is  good. 

How  might  the  patient  with  proteinuria 
and  without  other  evidence  of  renal  disease 
be  studied?  If  proteinuria  is  persistent,  the 
physician  should: 

(1)  Examine  the  sediment  for  cells  and  bac- 
teria, and  culture  the  urine. 

(2)  If  a urine  culture  is  positive,  or  if  there 
is  a significant  increase  in  cellular  elements,  an 
IVP,  voiding  cystourethrogram,  and  clearance 
tests  should  be  done. 

(3)  If  the  culture  and  examination  of  sedi- 
ment are  negative,  the  patient  should  void  be- 
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fore  going  to  bed  and  early  morning  urine 
samples  should  be  checked  for  1 week. 

(4)  If  the  morning  specimens  contain  protein, 
a 24-hour  protein  excretion  at  rest  and  other 
renal  studies  should  be  done.  If  there  is  a 
spill  of  greater  than  0.5  gm/24  hours,  Robson 
and  Manley:’  would  do  a renal  biopsy. 

Urinary  Tract  Infections 

Over  the  past  15  years,  Kass  and  others 
have  defined  the  concept  of  bacteriuria. 
Techniques  of  culturing  urine  after  collect- 
ing a mid-stream  specimen  by  the  “clean- 
catch”  method  have  been  devised.  This  is 
helpful  in  distinguishing  the  bacteria  mul- 
tiplying in  the  urine  from  the  organisms 
derived  from  contamination  from  body  tis- 
sues or  from  the  collecting  container.  The 
finding  of  100,000  organisms/ml  of  urine  is 
about  90%  accurate.  If  there  are  from  1,000 
to  10,000  organisms/ml,  it  represents  con- 
tamination. There  are  occasionally  (5%) 
true  bacteriuric  patients  with  10,000  to 
100,000  organisms/ml,  and  these  are  more 
apt  to  be  gram-positive  infections  or  pre- 
viously treated  infections.  The  number  of 
organisms  may  vary  with  the  time  of  col- 
lection. Early  morning  urines  will  have 
more  growth  since  urine  is  a good  culture 
media.  Dilution  in  a well  hydrated  patient 
may  result  in  an  abnormally  low  count. 

We,  in  pediatrics,  use  suprapubic  aspira- 
tion fairly  often,  particularly  in  infants. 
Presumably,  if  good  technique  is  used,  any 
bacteria  found  will  be  significant. 

There  have  been  a number  of  papers  in 
the  past  decrying  the  use  of  catheters  in 
obtaining  specimens,  and  in  my  opinion  the 
danger  has  been  exaggerated.  I am  not 
recommending  routine  catheterization,  but 
in  certain  cases  where  there  is  difficulty  in 
getting  a specimen,  or  if  the  culture  and 
colony  count  is  questionable,  a well  exe- 
cuted quick  catheterization  carries  an  ex- 
tremely small  risk  of  introducing  infection. 

Certain  microscopic  methods  for  diagnos- 
ing urinary  tract  infections  have  a high 
degree  of  correlation  with  a significant 
colony  count.  A Gram  stain  of  an  uncen- 
trifuged specimen  of  urine  and  the  finding 
of  a single  species  of  bacteria  is  significant. 
An  examination  of  an  unstained  centrifuged 
specimen  which  reveals  20  bacteria/field 
under  high  dry  is  significant.  This  same 


specimen  which  totals  more  than  10  WBC/ 
field  means  pyuria. 

E.  coli  is  the  cause  of  more  than  80%  of 
acute  urinary  tract  infections  in  uncompli- 
cated cases.  Proteus,  Pseudomonas,  Kleb- 
siella, Enterococci,  and  S.  aureus  are  more 
likely  found  in  complicated  or  recurrent 
cases.  The  latter  listed  organisms  are  the 
ones  which  receive  so  much  attention  in  the 
literature  because  they  often  are  difficult  to 
treat.  Serratia  marcescens,  Mina-Herella, 
Candida  albicans  are  sometimes  found  in 
diabetics  or  when  corticosteriods  and 
immunosuppressive  agents  are  used. 

Whereas  the  infant  with  urinary  tract 
infection  usually  presents  with  high  fever 
and  obvious  acute  illness,  the  adolescent 
frequently  goes  to  the  physician  with  vague 
symptoms  of  abdominal  pain  or  backache, 
lethargy  and  low  grade  fever.  There  may 
or  may  not  be  symptoms  directly  referable 
to  the  lower  urinary  tract.  The  incidence 
of  urinary  tract  infections  is  low  in  this 
age  group.  In  fact,  even  in  girls  with  a 
history  of  recurrent  urinary  tract  infec- 
tion, adolescence  is  a period  of  relatively 
low  recurrence  rates.  On  the  other  hand, 
in  patients  with  a history  of  recurrences, 
marriage,  sexual  intercourse,  and  preg- 
nancy are  well  known  precipitating  factors 
in  urinary  infections.  In  one  series  of  cases 
cited  by  Kunin,4  65%  of  girls  with  a history 
of  recent  sexual  intercourse,  marriage,  or 
pregnancy,  had  developed  infection  after 
having  been  infection  free  for  a period  of  3 
years.  If  a patient  with  recurrent  bacte- 
riuria has  been  free  of  infection  for  3 years, 
the  recurrence  rate  is  ordinarily  very  low. 

The  old  custom  of  doing  radiographic 
studies  on  boys  with  the  first  urinary  tract 
infection  or  girls  with  the  second  is  no 
longer  valid.  Neither  is  the  habit  of  trying 
to  distinguish  between  various  locales  of 
involvement  of  the  urinary  tract.  If  there 
is  urinary  infection,  the  entire  tract  must 
be  assumed  to  be  involved.  If  urinalysis  re- 
veals pyuria  or  bacteriuria  using  the  meth- 
ods described  here,  a urine  culture  and 
colony  count  is  done  and  treatment  is  in- 
stituted. Ordinarily,  radiographic  studies 
are  delayed  3 to  4 weeks  to  allow  certain 
functional  changes  which  result  from  acute 
infection  to  subside.  Usually  I treat  acute 
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urinary  tract  infections  for  2 weeks. 

I might  state  here  that  the  office  use  of  a 
disposable  unit  called  “Testuria”  (Ayerst) 
is  acceptable,  comparable  in  sensitivity  to 
about  90%  of  the  standard  pour  plate.  I 
have  had  no  personal  experience  with  this 
technique. 

The  findings  on  radiographic  examination 
may  be  positive,  and  if  so,  a urological 
consultant  should  be  called.  There  may  be 
anatomic  or  functional  obstruction  at  one 
of  a number  of  sites.  In  pediatrics,  perhaps 
the  most  common  site  of  obstruction  is  at 
the  bladder  neck;  there  has  been  much 
controversy  in  the  past  few  years  as  to 
the  frequency  and  treatment  of  this  lesion. 
It  has  not  been  my  experience  to  find 
bladder  neck  obstruction  in  adolescent 
patients.  A finding  on  x-ray  which  often 
is  disturbing  is  reflux,  demonstrated  on 
voiding  cystourethrograms.  In  some,  reflux 
clears  following  antibiotics.  In  others,  re- 
flux is  a factor  in  perpetuating  chronic  or 
recurring  urinary  tract  infection.  In  still 
others,  the  reflux  clears  and  the  patient 
still  has  recurrent  infections.  Thus,  the 
management  of  this  enigma  is  not  easy. 
Operation  is  best  reserved  for  patients  in 
whom  the  reflux  does  not  clear  after  ade- 
quate antibiotic  therapy.  Careful  post- 
operative therapy  and  follow-up  is 
indicated,  but  despite  all  this,  the  patient 
may  develop  renal  insufficiency. 

The  plan  of  therapy  for  urinary  tract  in- 
fection should  be  individualized.  In  acute 
urinary  tract  infection,  treatment  is  begun 
if  the  patient  is  acutely  ill,  before  the 
sensitivity  is  known.  Ampicillin  is  a good 
choice  here,  but  other  drugs  may  be  used. 
If  the  patient  does  not  respond  promptly 
to  appropriate  therapy,  repeat  culture  and 
radiographs  are  made.  Urine  cultures  are 
repeated  at  the  end  of  therapy  and  every  2 
months  for  a total  of  6 months. 

If  there  is  a patient  with  recurrent  acute 
infection,  or  if  follow-up  cultures  on  acute 
infections  reveal  bacteriuria,  the  patient 
should  be  treated  2 weeks  with  a drug 
showing  sensitivity,  preferably  a bacteri- 
cidal drug.4  After  2 weeks  of  therapy,  as- 
suming good  clinical  response,  a follow-up 
culture  is  done  and  these  are  repeated  every 
3 months  for  2 years.  Some  workers  would 


treat  a patient  with  recurrent  acute  in- 
fection for  6 months.  They  would  give  the 
most  effective  drug,  determined  in  the 
laboratory,  for  2 weeks  and  then  switch  to 
a sulfonamide  or  nitrofurantoin  for  a total 
of  6 months.  The  argument  for  the  2 weeks 
only  of  therapy  is  that  each  infection  of 
the  urinary  tract  in  these  patients  is  caused 
by  a different  organism  and  this  is  not  a 
matter  of  attaining  a sterilized  urinary 
tract.  Besides,  there  is  the  risk  and  expense 
of  6 months  of  drug  therapy. 

Chronic  urinary  tract  infection  is  some- 
times silent.  Usually  there  is  some  situa- 
tion which  cannot  be  remedied  and  the 
patient  must  be  kept  as  comfortable  as 
possible  and  the  kidneys  must  be  preserved 
as  well  as  possible.  Thus,  one  is  committed 
to  long-term  therapy  as  for  6 to  12  months 
at  a time,  usually  using  sulfonamide, 
nitrofurantoin,  nalidexic  acid  or  methe- 
namine  maleate. 

In  addition  to  the  drugs  mentioned  above, 
which  have  been  used  for  a number  of 
years,  there  is  a rather  imposing  list  of 
drugs  of  value  in  urinary  tract  infection, 
including  ampicillin,  cephalosporins,  kana- 
mycin,  penicillin  G,  polymyxin  B.,  chloram- 
phenicol and  the  tetracyclines.  It  might  be 
mentioned  here  under  “what’s  new”  three 
drugs:  (1)  cephalothin  (Keflin),  a new 

cephalosporin  which  is  absorbed  from  the 
gastrointestinal  tract  and  useful  in  treating 
proteus  infection;  (2)  garamycin  (Genta- 
micin) , probably  the  drug  of  choice  for 
Pseudomonas  infection;  and  (3)  Carbeni- 
cillin,  also  useful  in  the  management  of 
Pseudomonas. 

I might  mention  here  that  tuberculous 
urinary  tract  infection  presents  primarily 
with  hematuria,  with  or  without  pyuria. 
Treatment  consists  of  INH  and  PAS  in 
combination  for  1 to  2 years. 

Other  measures  used  in  the  treatment  of 
urinary  tract  infection  are  a generous  in- 
take of  fluids,  suprapubic  pressure  in 
patients  who  have  a poor  emptying  pattern, 
and  shower  instead  of  tub  baths  for  those 
females  with  recurrent  acute  or  chronic 
infections. 
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IY.  Diabetes  in  Adolescence 

IAN  BURR,  M.D.,*  Nashville,  Tenn. 


As  the  title  of  this  topic  would  suggest, 
the  management  of  the  adolescent  diabetic 
provides  challenges  not  found  in  diabetes  of 
other  age  groups,  not  because  of  the  nature 
of  the  disease,  the  principles  of  manage- 
ment being  the  same  as  at  other  ages,  but 
rather  because  of  the  difficulties  encoun- 
tered in  the  management  of  any  chronic 
disease  during  the  peripubertal  period.  At 
no  other  stage  in  life  does  the  presence  of 
appropriate  interplay  between  physician, 
patient,  and  parent  play  such  an  important 
role  in  the  adequacy  of  subsequent  manage- 
ment, nor  are  the  problems  so  apparently 
different  as  those  posed  by  the  independent 
adolescent  on  the  one  hand  and  the  still 
dependent  adolescent  on  the  other.  Thus, 
it  becomes  particularly  important  that:  (a) 
both  the  parent  and  the  patient  be  treated 
as  responsible  people  involved  in  the  man- 
agement of  the  disorder;  and  (b)  that  the 
parents  be  confident  both  in  their  own 
ability  to  assist  in  management  but  more 
importantly,  confident  in  their  child’s 
ability  to  handle  his  own  disorder.  Thus, 
education  must  be  aimed  at  both  parents 
and  patient  equally,  the  aim  being  for  the 
former  to  adopt  a supporting  role  (with 
the  minimum  of  interference) , the  latter  to 
undertake  the  primary  role. 

Incidence  and  Type  of  Diabetes 

Some  8%  of  all  diabetes  has  its  onset  in 
the  age  group  from  12  to  24  years,  i.e.,  be- 
tween 2 to  4 per  1,000  people  in  this  age 
group  or  up  to  300,000  Americans.  At  the 
lower  end  of  this  age  scale,  some  95%  of 
patients  are  insulin  dependent  and  5% 

*From  the  Department  of  Pediatrics,  Vander- 
bilt University  School  of  Medicine,  Nashville, 
Tenn.  37203 


have  diabetes  of  the  “maturity  onset”  type; 
at  the  upper  end  of  the  age  span  these 
figures  become  85%  and  15%  respectively. 

Effect  of  Puberty  on  Diabetes  and  Vice  Versa 

There  is  no  apparent  increase  in  the  age 
incidence  of  diabetes  over  the  pubertal  pe- 
riod suggesting  that  the  hormonal  changes 
associated  with  puberty  do  not  of  them- 
selves act  as  initiating  or  acutely  predis- 
posing factors  in  the  genesis  of  the  disease. 
Conversely,  puberty  may  be  delayed  in  on- 
set and  its  rate  of  progression  slowed  in  the 
presence  of  diabetes.  However,  such 
changes  are  usually  within  accepted  limits 
and,  thus,  are  rarely  a cause  for  concern. 

Management 

As  indicated  earlier,  the  basic  principles 
of  management  of  diabetes  in  this  age 
group  do  not  differ  from  those  used  in  the 
management  of  diabetes  of  any  age  group. 
That  is,  education  (where  both  patient  and 
parent  must  achieve  self  confidence) , diet, 
insulin  (when  required)  and  advice  in  re- 
gard to  exercise,  etc.  The  following  com- 
ments reflect  my  personal  bias  and  at  best 
represents  reasonable  guidelines. 

(a)  Education.  Although  the  manage- 
ment of  the  “virgin”  diabetic  in  those  pre- 
senting with  but  mild  acidosis  can  be  done 
at  home  it  generally  is  desirable,  for  both 
convenience  and  for  the  “protection”  pro- 
vided by  the  environment,  for  the  initial 
management  and  education  to  be  conducted 
in  a hospital  setting.  Routinely,  very  little 
in  the  way  of  detailed  discussion  is  under- 
taken over  the  first  2 to  3 days,  both 
parent  (s)  and  patient  (when  able)  are 
given  a brief  printed  review  of  manage- 


December,  1971 


SYMPOSIUM  ON  YOUTH  MEDICINE 


1039 


ment  aims  and  means,  and  allowed  to  con- 
sider these  for  24  to  48  hours  before  daily 
sessions  during  which  as  many  aspects  of 
the  disease  as  is  reasonable  are  covered. 
While  it  is  not  our  intent  to  “hide”  the 
long-term  actuarial  “facts”  from  the  pa- 
tient and  parent,  such  considerations  are 
placed  in  as  optimistic  a light  as  possible, 
i.e.,  it  is  stressed  that  diabetics  can,  do,  and 
should,  lead  as  active  and  productive  a life 
as  they  would  wish  for  themselves  had 
they  not  had  the  disorder.  To  this  end,  men- 
tion of  leading  figures  in  the  sporting  and 
professional  world  who  have  the  disorder 
is  often  a telling  point  in  the  acceptance 
of  the  disease. 

During  this  phase  of  the  admission,  both 
patient  and  parent  are  taught  the  basics  of 
dietary  management,  how  to  test  urine  for 
glucose  and  ketones  and  how  to  inject  in- 
sulin. In  this  latter  regard  the  majority,  in 
my  experience,  all  patients  wish  to  and  are 
able  to  administer  their  own  insulin  be- 
fore discharge.  Time  of  discharge  is  dic- 
tated more  by  the  physician’s  assessment  of 
the  knowledge  and  confidence  of  his  patient 
rather  than  by  consideration  of  the  control 
attained  (this  with  but  rare  exceptions  is 
good  within  4 to  6 days  of  admission),  and 
averages  7 days  from  admission. 

(b)  Insulin  Dosage  and  Type.  For  in- 
sulin types  and  kinetics  of  action  see  table 
1. 


Table  I 

INSULIN- 

TYPES  AND  KINETICS  OF  ACTION 


Type 

Actrapid 

Onset 

1/2-1 

Action 

Peak 

3-4 

Duration 

6-8 

Regular 

Semilente 

2 

6-8 

10-12 

NPH 

Lente  70% 
30% 

U/L 

S/L 

1/1/2-2 

9-11 

16-24 

Rapitard 
Globin  Zin 
Protamine 
Ultralente 

An 

3-4 

15-20 

24-36 

Although  preprandial  administration  of 
regular  insulin  may  be  the  most  physiologic 
and  ultimately  prove  to  be  the  most  effi- 
cacious insulin  regimen,  practical  considera- 
tions have  dictated  the  general  aim  of  a 


single  close  regimen  in  most  patients.  Acute 
management  of  ketosis  with  dehydration 
and  acidosis  will  require  frequent  adminis- 
tration of  regular  insulin  best  given  on  a 
sliding  scale  basis  with  an  initial  maximum 
dose  of  0.5  to  2 U per  kg,  depending  on  the 
severity  of  the  metabolic  upset,  subsequent 
dosage  being  monitored  according  to  blood 
and  urine  sugars.  Even  in  the  initially 
severely  acidotic  patients,  it  is  generally 
possible  to  commence  a “depot”  insulin, 
e.g.  NPH,  on  the  3rd  day  equal  to  2/3  to  3/4 
of  the  previous  24  hour  requirement  and 
supplemented  with  regular  insulin  (max. 
dose  for  ++  ++  sugar  and  ketones  = 1/3 
or  14  of  previous  24  hour  dose)  according  to 
the  preprandial  tests  at  breakfast,  lunch 
and  dinner.  Daily  reduction  of  dosage  ac- 
cording to  this  schedule  usually  results  in 
stabilization,  without  regular  insulin,  using 
approximately  0.5  U/kg/day  of  depot  in- 
sulin, by  or  before  day  7.  A further  dec- 
rement in  insulin  requirement  can  be 
anticipated  on  return  to  a more  active  home 
life  but  can  be  minimized  by  encouraging 
activity  in  hospital  (e.g.  half  day  leaves) 
over  the  last  few  days.  We  expect  to  be 
called  each  day  in  regard  to  insulin  re- 
quirements over  the  first  3 to  4 days  of  the 
patient’s  return  home,  with  follow-up  visit 
one  week  after  discharge.  In  some  adoles- 
cent patients,  insulin  requirement  may 
continue  to  fall  for  some  months  and  even 
reach  zero,  staying  at  this  low  level  for 
some  months,  before  again  rising  toward 
0.5  U/kg.  However,  this  is  seen  less  fre- 
quently in  this  age  group  than  in  infancy. 

(c)  Diet.  While  dietary  control  remains 
an  essential  component  of  the  management 
regimen  it  remains  as  potentially  the  least 
well  managed,  particularly  by  the  adoles- 
cent. The  physician  can  reduce  the  number 
of  dietary  failures  by  first,  not  insisting  on 
rigid  weighed  systems  (the  advantages  of 
which  are  at  best  debatable),  and  second, 
by  stressing  the  fact  that  the  diet  to  be 
recommended  is  essentially  an  “ideal  diet” 
which  could  be  adhered  to  by  all  citizens 
with  probable  benefit.  This  latter  point 
often  appears  to  be  the  one  most  likely  to 
lead  to  ready  acceptance  of  the  discipline 
involved.  Basically,  we  aim  for  1/gm/kg/ 
day  protein,  a minimum  of  1/gm  carbohy- 
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drate  per  100  cal  per  day  with  a total  caloric 
intake  of  35  cal/kg  per  day.  Fat/carbohy- 
drate  intake  is  determined  by  alloting  to 
each,  half  of  the  calories  remaining  after 
the  protein  requirement  is  accounted  for. 
Allowance  should  be  made  for  school  snacks 
and  after  school  drinks  and  a bed-time 
snack,  so  these  patients  are  not  deprived  of 
anything  their  peers  may  have. 

(d)  Exercise.  In  general,  a regular 
regimen  or,  as  near  regular  as  possible,  is 
encouraged.  Both  patients  and  parents  are 
warned  regarding  the  decreased  insulin 
requirement  associated  with  prolonged 
exercise.  In  general,  for  those  with  a 
tendency  toward  obesity,  insulin  require- 


ment is  reduced  on  the  days  in  which  such 
exercise  occurs,  for  the  remainder,  in- 
creased calories  are  allowed.  Of  importance 
in  recreation  is  the  establishment  of  super- 
vised “diabetic  camps”  which  allow  diabetic 
children  to  enjoy  the  benefits  of  camp  in 
the  same  manner  as  their  peers. 

Conclusion 

Much  of  the  above  discussion  is  of  a gen- 
eral nature  and  necessarily  stresses  that 
which  may  be  “obvious.”  However,  it  is 
the  attention  to  such  obvious  factors  as 
parent-patient  education  that  reduces  the 
incidence  of  later  problems  and  in  all  but 
the  rarest  instances,  leads  to  avoidance  of 
the  “brittle”  diabetic  syndrome. 


Y.  Teen-Age  Obesity 

WILLIAM  DOAK,  M.D.,*  Donelson,  Tenn. 


During  the  past  twenty  or  thirty  years, 
aside  from  aspects  of  health,  the  American 
culture  has  become  increasingly  preoccu- 
pied with  problems  of  obesity  until  now 
it  is  considered  socially  passe  for  an  in- 
dividual to  be  even  moderately  obese.1 

Even  the  physician,  is  apt  to  react  in  a 
negative  way  when,  in  the  middle  of  an 
otherwise  tranquil  morning,  he  finds  him- 
self confronted  with  a terribly  obese  child 
and  an  opening  gambit  like  “Arliss  Ray  is 
too  fat,  doctor,  and  I want  you  to  talk  to 
him  and  put  him  on  a diet.”  As  all  of  you 
know  too  well,  this  simply  holds  up  more 
hoops  than  most  of  us  are  willing  to  jump 
through,  and  I will  not  belabor  an  already 
worn  out  and  unproductive  subject  by 
spending  time  in  discussing  the  treatment 
of  obesity  this  morning. 

Rather,  I will  summarize  and  put  in  per- 
spective some  of  the  hard  data  available 
which  may  help  differentiate  what  is  fac- 
tual from  what  is  so  often  mythologic  re- 
garding this  subject. 

*From  the  Department  of  Pediatrics,  Vander- 
bilt University,  School  of  Medicine,  Nashville, 
Tenn.  37203 


Risks 

Historically,  in  1930  Dublin  and  Marks2 
documented,  by  a large  scale  study,  what 
everybody  knew,  that  it  is  unhealthy  to  be 
extremely  obese:  cardiovascular  disease  = 
1.62  times  in  obese  persons;  diabetes  = 2.57 
times  in  obese  persons. 

In  addition,  they  found  that  obese  in- 
dividuals who  reduced  their  weight  to  a 
normal  state  to  qualify  for  lower  insurance 
rates,  reduced  their  mortality  rates  by 
20%.  So  it  would  seem  that  anxiety  re- 
garding the  extremely  obese  state,  at  least, 
is  probably  justified.  In  this  context,  we 
might  consider  what  happens  to  the  obese 
child.  Studies  in  this  regard  simply  docu- 
ment again  what  one  would  suspect — that 
obese  children  turn  out  to  be  obese  adults. 

Comparison  of  the  weights  of  obese 
adolescent  with  the  weights  of  the  same 
individuals  20  years  later,  reveal  that  86% 
of  the  obese  males  and  80%  of  the  obese 
females  remain  overweight,  whereas,  of 
adolescent  in  the  “normal”  weight  range, 
only  18%  of  females  and  42%  of  males  be- 
came overweight  as  adults.3  On  reviewing 
similar  data  retrospectively,  of  373  obese 
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adults  seen  in  a London  clinic,  one-third 
had  a history  of  obesity  since  childhood, 
and  in  addition,  this  one-third  responded 
most  poorly  to  treatment.4  So,  to  state  it 
simply,  the  prognosis  for  the  significantly 
overweight  child  is  poor,  and  whatever  can 
be  done  to  help  him  should  be  done. 

In  starting  to  consider  the  very  complex 
causes  of  the  obese  state,  one  immediately 
encounters  the  simplistic  pronouncement 
that,  “the  reason  a person  becomes  too  fat 
is  that  he  eats  too  much.”  That  is  analogous 
and  just  about  as  useful  and  enlightening 
as  the  statement  that,  “the  cause  of  alco- 
holism is  alcohol.”  Unfortunately,  the 
etiologies  are  multiple  and  hopelessly 
complex. 

Anatomically,  the  hypothalamus  seems 
to  be  involved.  It  has  been  demonstrated 
that  lateral  lesions  produce  increased  eat- 
ing and  that  medial  lesions  produce  satiety. 
Furthermore,  these  hypothalamic  centers 
are  controlled  by  the  interaction  of  com- 
plex reflexes  involving  all  of  the  sensual 
modes,  visual,  auditory,  olfactory,  tactile, 
and  gustatory. 

Incidentally,  in  regard  to  the  taste  re- 
flexes is  the  fact,  unknown  to  me  at  least 
until  I read  it  last  week,  that  there  is  a 
direct  connection  between  food  aversions 
and  obesity.  Mall5,  in  1947,  found  that  thin 
individuals  admitted  to  twice  as  many  food 
dislikes  as  obese  persons.  In  addition,  he 
found  that  the  thin  individual,  in  general, 
has  a lower  taste  threshold  to  certain  test 
chemicals  such  as  quinidine  and  6-n-propyl- 
thiouracil. 

The  classical  “glucostatic”  theory  which 
holds  that  appetite  is  controlled  by  a re- 
flex triggered  by  blood  glucose  levels  is 
now  known  to  be  an  oversimplification,  and 
other  substances  in  the  blood  such  as  amino 
acids  also  play  a significant  role. 

Endocrinologists  have  found  that  certain 
metabolic  derangements  do,  in  fact,  exist 
in  obese  individuals.  Of  course,  whether 
these  are  causes  or  effects  of  obesity  is  open 
to  debate.  These  changes  are  as  follows: 

(1)  Decrease  glomerular  filtration  rate;  in- 
crease in  antidiuretic  hormone;  decreased  renal 
clearance  of  water;  and  decreased  ability  to 
excrete  a sodium  load. 

(2)  The  rate  of  oxidation  of  glucose  palmitate 
is  decreased.  This  may,  incidentally,  be  in- 


creased by  the  injection  of  growth  hormone, 
which  I suppose  provided  the  rationale  for  the 
rash  of  “fat  shots”  which  were  given  in  our 
community  a couple  of  years  ago;  and  which, 
so  far  as  I could  tell,  produced  no  effect  what- 
soever. 

(3)  The  adrenal  glands  in  obese  individuals 

show:  (a)  an  increased  excretion  of  17- 

hydroxycorticosteroids  in  urine;  (b)  an  in- 
creased cortisol  production,  and  (c)  an  increased 
excretion  of  17-ketogenic  steroids  and  of  aldos- 
terone in  the  urine.6 

(4)  Insulin  levels  are  higher  in  obese  per- 
sons, and  this  is  thought  by  many  to  be  a key 
factor  in  the  higher  conversion  rate  of  calories 
to  fat. 

Timing  of  caloric  intake  has  been  found 
to  play  a role.  In  animals,  at  least,  con- 
centration of  the  entire  day’s  calories  into 
one  meal  definitely  leads  to  increased 
lipogenesis.  This,  obviously,  may  have  im- 
plications for  therapy  and  probably  relates 
well  to  the  observation  that  many  extreme- 
ly obese  individuals  follow  a pattern  of 
eating  little  during  the  day,  stuffing  them- 
selves from  dinner  until  bedtime. 

Genetic  factors  affect  body  weight  great- 
ly: 60  to  80%  of  parents  of  obese  children 
are  obese;  if  one  parent  is  obese  = one-half 
of  the  offsprings  are  obese;  and  if  both  par- 
ents obese  = two-third  offsprings  are  obese.7 

Also,  studies  of  identical  twins  reared  in 
dissimilar  feeding  environments  show  that 
their  weights  remain  very  similar.  While 
the  weights  of  fraternal  twins  showed  much 
higher  weight  differences.  Possibly  to  be 
mentioned  in  this  context  is  the  observation 
of  differences  of  body  composition,  employ- 
ing the  term  obese  to  refer  to  an  individual 
overweight  because  of  adipose  accumulation 
and  “overweight”  to  refer  to  an  individual 
overweight  because  of  increase  in  both 
adipose  and  lean  body  mass.  Many  ex- 
athletes, e.g.,  fall  into  this  category.  This 
point  could  have  practical  implication  if 
it  could  be  shown,  for  instance,  that  the 
overweight  person  has  a better  mortality 
rate  than  the  merely  obese. 

As  is  well  known,  emotional  factors  often 
contribute  significantly  to  the  development 
of  obesity.  Under  conditions  of  stress,  the 
obese  person  reacts  by  eating  more  and  the 
thin  person  by  eating  less. 

Bruch8  has  distinguished  two  emotional- 
ly different  obese  types:  The  “conditional” 
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obese  person  is  one  who  has  been  obese 
since  early  childhood  and  usually  is 
“genetically”  obese.  These  individuals 
generally  are  socially  well  adjusted  unless 
an  arbitrary  scheme  of  weight  loss  is  im- 
posed upon  them.  The  “developmentally” 
obese  individual  on  the  other  hand  usually 
becomes  obese  in  later  childhood  and,  gen- 
erally, is  not  well  adjusted  socially. 

Returning  to  the  problem  of  the  obese 
child  as  it  presents  itself  in  the  physician’s 
office, — what  can  be  done  to  help  the  obese 
child  lose  weight  and  to  ask  a further  and 
perhaps  more  relevant  question,  should 
anything  be  done?  Probably  the  most  im- 
portant factor  of  all  in  helping  an  individual 
lose  weight  is  motivation  and,  sadly,  this 
is  the  factor  which  is  difficult  for  anyone 
to  influence  except  the  individual  himself. 
Mechanically  there  are  several  therapeutic 
approaches  available,  some  of  which  are 
perhaps  useful  to  the  well  motivated  child. 
These  are  well  known,  of  course,  to  all  of 
you,  but  I will  go  through  them  rapidly  and 
comment  briefly. 

The  first,  of  course,  is  dietary  therapy. 
To  quote  Dr.  Gilbert  Forbes,  Professor  of 
Pediatrics  at  Rochester  Medical  School,  in 
a recent  Ross  Roundtable;  “at  the  outset,  I 
would  like  to  question  the  desirability  of 
dietary  therapy  in  treatment  of  the  obese 
patient.  It  seems  undesirable  because: 

(1)  It  doesn’t  work. 

(2)  Obesity  may  be  a more  acceptable  means 
of  coping  with  emotional  problems  than  other 
escapes  such  as  through  alcohol  or  drugs. 

(3)  The  hazards  of  obesity  may  not  be  as 
great  as  we  have  thought.” 

It  was  more  fashionable  to  use  sympa- 
thamimetic  drugs  in  treating  obesity  10 
years  ago,  than  now.  These  drugs,  mainly 
dextroamphetamine  (Dexadrine) , and  the 
like,  are  thought  to  curb  appetite  by  their 
psychologic  lift  rather  than  by  any  direct 
effect  of  the  appetite  centers.  Again,  as  well 
as,  from  the  obvious  disadvantages  of  ner- 
vousness, loquaciousness,  and  the  varying 
cardiovascular  derangements  which  these 
drugs  produce,  they  do  not  work  very  well. 
For  instance,  from  a three  and  one-half 
year  study  involving  84  children  treated 
with  drugs,  2 remained  normal  weight  at 
the  end  of  the  study.9 

Fasting  has  been  used  widely  of  late  in 


treating  adult  obesity,  but  not  much  in 
children.  Interestingly  enough  in  this  re- 
gard, it  has  been  found  that  in  fasting  as 
much  as  65%  of  the  weight  loss  may  be 
lean  body  mass  and  only  35%  adipose  tis- 
sue.10 Also,  aside  from  an  intuitive  belief 
that  severe  caloric  limitation  would  not  be 
a good  way  to  help  a child  lose  weight,  it 
has  been  found  that  it  is  almost  impossible 
to  maintain  a positive  nitrogen  balance 
while  on  a severe  caloric  limitation,  even 
though  large  amounts  of  additional  pro- 
tein are  supplied.  Also,  during  severe 
dieting,  it  has  been  found  that  growth  in 
height  is  significantly  retarded. 

Exercise,  of  course,  will  expend  calories 
and  burn  up  fat,  but  not  very  rapidly.  For 
instance,  a one-half  hour  walk  per  day 
will  burn  up  1.3  pounds  of  fat  per  month.11 

So  now  the  question  remains:  How  far 
should  the  physician  go  in  attacking  a 
weight  problem  in  a child  or  adolescent? 
How  agressive  should  he  be?  Is  being 
obese  such  a threat  to  health  and  well  be- 
ing that  the  physician  should  “pull  out  all 
the  stops”  and  prescribe  diets,  fasting, 
drugs  and  vigorous  regimens  for  weight 
loss. 

My  own  opinion,  which  frankly  has 
changed  somewhat  of  late,  is  that  he  should 
not,  largely  for  the  reasons  already  partially 
stated. 

For  one  thing,  it  does  not  work  in  the 
long  run.  Judging  from  the  studies  I have 
examined  which  used  long  term  follow-up, 
and  judging  from  my  own  experiences  with 
obese  children,  the  success  rate  of  trying 
to  get  a child  to  reduce  and  stay  reduced, 
by  any  means,  is  dreadfully  low. 

Secondly,  most  of  the  time  the  obese 
child  has  enough  problems  already  without 
the  doctor  adding  to  them.  The  chdd  usual- 
ly has  a poor  self  image  of  himself  phys- 
ically and  feels  a failure  in  most  other 
respects.  He  is  often  ostracized  into  a real 
minority  group  by  his  peers,  and  not  in- 
frequently finds  himself  low  in  the  “pecking 
order”  within  his  own  family.  Then  to  cap 
it  off,  he  is  taken  to  the  doctor,  is  given  a 
“pep  talk,”  a diet  list,  perhaps  “pep  pills” 
and  then,  after  an  initially  successful 
weight  loss,  he  runs  out  of  motivation,  re- 
lapses and  begins  to  gain,  often  at  a more 
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rapid  rate  than  before.  The  only  thing 
different  is  that  he  has  added  to  his  laurels 
and  his  family  can  now  say  “even  the  doc- 
tor couldn’t  help  him.” 

However,  when  faced  head-on  with  the 
obese  child  in  an  office  situation,  the  phy- 
sician cannot  simply  throw  up  his  hands. 
He  needs  to  do  something.  In  whatever  he 
does  though,  I feel  he  should  maintain  a 
low  profile  and  that  his  role  should  be  some- 
what passive  and  developed  with  these 
principles  in  mind: 

(1)  To  help  the  child  develop  motivation. 

(2)  Help  him  establish  realistic  goals. 

(3)  Provide  him  with  sound  nutritional  data. 

(4)  Offer  him  psychologic  support. 

In  the  final  analysis,  the  doctor  really 
can  do  little  more  than  this. 

Finally,  and  probably  more  pertinent  to 
the  ultimate  prevention  of  obesity  is  the 
thought  put  forth  by  Dr.  Donald  Cheek  of 
Johns  Hopkins,  to  the  effect  that  obese 
children  of  long  standing  have  metabolic 
patterns  dating  back  to  early  infancy  which 
involve  high  insulin  levels  and  low  circulat- 
ing growth  hormone.  He  believes  that  in- 
fants who  demand  maximal  amounts  of 
food  are  already  putting  out  large  amounts 
of  insulin  and  getting  hungrier  and  there- 
fore establishing  a vicious  cycle.  “The 
message”  he  says,  “I  have  for  practitioners 
is  to  prevent  excessive  weight  gain  in  early 
infancy  lest  this  produce  an  excessive  num- 
ber of  cells  which  in  turn  ‘programs’  the 


release  of  insulin  and  starts  the  cycle  of 
obesity  in  some  infants  who  are  genetically 
susceptible.”12 
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YI.  The  Drug  Culture 

KENT  KYGER,  M.D.,*  Nashville,  Tenn. 


To  Shakespeare’s  condemnation  that 
adolescents  do  “nothing  but  fight,  drink  and 
get  wench  with  child,”  must  now  be  added, 
“and  sometimes  take  drugs.”  As  an  effort  to 
understand  this,  impressions  gained  from 
listening  to  too  many  of  them  will  be  ab- 
stracted. The  material  is  from  my  private 
and  clinical  practice  of  child  psychiatry.  The 
patients  involved  were  mostly  13  to  18 

*From  the  Department  of  Psychiatry,  Vander- 
bilt University  School  of  Medicine,  Nashville, 
Tenn.  37203 


years  of  age.  The  majority  had  no  com- 
plaint except  having  been  caught  with 
drugs.  The  drugs  were:  (1)  marihuana 

(“grass” — the  most  commonly  used)  and 
rarely  hash-hish;  (2)  sedatives,  tranquiliz- 
ers and  barbiturates  (“downers”) ; (3) 

stimulants  (amphetamine,  etc. — “uppers  or 
speed”) ; (4)  psychotomimetics  (LSD, 

Mescaline  and  Psilocybin — “trippers”) . The 
specific  effects  are  covered  elsewhere  and 
will  not  be  repeated  here.1-7 

Surveys8'9  indicate  that  17  to  27%  of  our 
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youth  admit  to  using  one  or  more  of  these 
drugs  by  college  age.  About  half  apparently 
stop  after  a few  trials  and  the  rest  become 
chronic  users.  Dissuasion  is  resisted  because 
of  the  supposed  absence  of  serious,  perma- 
nent effects.  Apparently,  some  have  used 
these  drugs  without  showing  such  signs, 
just  as  some  adults  can  “handle  alcohol.” 
Except  for  marihuana,  most  of  the  above 
drugs  do  however,  lead  to  serious  physical 
and/or  psychologic  effects.  This  is  becom- 
ing generally  known  in  the  teenage  popu- 
lation in  this  area  and  the  trend  seems  to  be 
to  “turn  off”  these  in  favor  of  marihuana. 

It  is  not  known,  of  course,  what  percent- 
age of  marihuana  users  do  get  into  trouble. 
In  sufficient  dosage,  it  can  cause  acute 
panics,  depression  or  confused  psychotic 
states  in  a susceptible  individual — similar  to 
the  effects  more  commonly  produced  by  the 
psychotomimetics  and  stimulants.  This  re- 
sults most  commonly  in  the  immature,  un- 
stable or  schizoid  type  of  personality — much 
as  with  alcohol.  Less  dramatic  effects  of 
chronic  use  are  the  “amotivational”  syn- 
drome1 and  academic  failure.10 

The  son  of  a successful  busy  father  is 
the  most  likely  candidate  for  drug  abuse. 
He,  usually,  has  suffered  paternal  neglect 
and  has  the  money  to  buy  drugs.  When 
finally  caught,  paternal  discipline  is  ineffec- 
tive, primarily  because  there  is  no  pre- 
existing affectionate  relationship  as  a basis. 

Individual  Factors 

Curiosity  is  a cause  applicable  to  all  the 
above  groups  of  drugs.  The  desire  to  ex- 
perience new  and  altered  sensations,  ex- 
pand consciousness  and  increase  self 
knowledge  (a  short,  easy  trip  to  “know 
thyself”)  are  common  reasons  for  use  of 
the  LSD  group.  Many  have  experienced 
everything  by  the  age  of  13  or  14  years 
and  nothing  new  is  left.  They  fail  to  be 
“turned  on”  by  the  world’s  real  challenges 
(or  run  from  them) . 

The  “socializing”  effects  usually  are  the 
aim  of  the  marihuana  users.  The  inebriat- 
ing effects  are  desired  to  make  the  shy  and 
inhibited  more  at  ease  socially  (much  as 
adults  use  alcohol).  Most  adolescents  want 
to  be  a member  of  some  group.  Having 
failed  to  be  admitted  to  other  groups,  the 


socially  inadequate  can  join  the  drug  group 
by  the  simple  act  of  taking  drugs.  Some 
simply  conform  to  what  they  think  is  the 
current  “in”  thing  to  do. 

A significant  number  use  drugs  to  treat 
themselves  for  emotional  symptoms  such 
as:  “Speed”  for  depression,  “Downers”  for 
insomnia,  “Grass”  and  tranquilizers  for 
tension,  anxiety,  introversion,  fears  and  im- 
pending psychosis.  Not  only  is  proper  treat- 
ment delayed  but  the  underlying  condition 
often  is  worsened. 

Then  there  are  those  who  use  “speed”  in 
an  effort  to  learn  much  in  a shorter  time 
with  less  effort.  This  idea  of  making  the 
mind  “super-normal”  with  less  work  has 
spread  to  the  athletes  who  get  “up”  for  a 
game,  not  by  hard  work  and  good  condition- 
ing but  by  “speed.” 

Cultural  Causes 

We  are  a drug  and  gimmick  oriented, 
gadget  and  science  worshipping,  quick  and 
easy  way  loving,  indulged  and  bored  so- 
ciety. We  still  seek  the  philosopher’s  stone 
in  a twisted  “mod”  way.  Drugs  have  been 
overvalued  since  the  advent  of  the  “mir- 
acle” drugs  such  as  penicillin  and  other 
antibiotics.  Even  before  that,  we  were  sus- 
ceptible to  the  sales  pitch  made  at  the 
Indian  medicine  shows  and  far  various 
patent  medicines.  Modern  versions  of  the 
same  assail  us  daily  in  TV  commercials. 
Although  such  advertisements  may  not 
make  us  think  the  way  we  do,  their  success 
certainly  indicate  how  we  think  as  a people. 

We  consume  more  drugs  of  all  kinds  than 
any  nation  on  earth.  Our  medicine  cabinets 
are  chock  full!  Is  it  any  wonder  some 
youngsters  grow  up  with  the  idea  that  drugs 
can  improve  the  function  of  the  mind  and 
body  over  the  normal  or  “straight  condi- 
tion”? Do  they  not  watch  their  parents  eat 
tons  of  unprescribed  laxatives,  vitamins, 
antacids,  aspirin  and  tranquilizers  as  well 
as  allergy,  cold,  sinus,  diet,  sleeping  and 
no-sleep  pills!  Many  students  really  believe 
they  can  improve  their  functioning  with 
“uppers”  (to  study  faster) , with  “downers” 
(to  get  to  sleep  quicker  and  more  soundly) , 
over  their  natural  state.  We  are  led  to  be- 
lieve that  we  should  never  suffer  a mo- 
ment’s discomfort  even  if  it  results  from  our 
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own  deliberate  acts,  i.e.,  overeating  or 
drinking.  Believing  “drugs  always  make 
you  feel  better”  becomes  “only  drugs  make 
you  feel  good.” 

Only  the  “dumb  sucker”  who  is  not  in 
the  know  ever  gains  anything  by  effort. 
There  is  an  easy,  effortless  way  to  do  every- 
thing from  washing  the  dishes  to  mowing 
the  grass.  Good  grades  come  almost  with- 
out effort  to  buyers  of  this  typewriter,  that 
set  of  books,  or  the  graduate  of  an  easy 
reading  or  memory  course.  Tape  players 
with  pillow  speakers  were  used  a genera- 
tion ago  to  allow  you  to  even  sleep  while 
learning!  Is  it  so  surprising  that  this  kind 
of  thinking  is  extended  to  the  use  of  mind 
stimulating  drugs  in  an  effort  to  speed  and 
ease  learning?  Or,  that  the  same  young  peo- 
ple are  shocked  to  learn  that  higher  educa- 
tion is  hard  and  really  does  call  for  work 
and  that  school  drop-outs  are  so  common? 

Peaceful  sleep  comes  too  often  from  a pill 
for  all  age  groups  rather  than  from  having 
spent  a useful  day.  Inner  peace  comes 
artifically  from  “grass”  for  the  young  and 
alcohol  for  their  elders — instead  of  from 
being  the  kind  of  person  they  should  be. 
Confidence  is  ingested  rather  than  earned. 
Objective  self-observation,  study,  and 
analysis  are  thought  to  be  no  longer  re- 
quired to  “know  thyself.”  Mind  revealing 
drugs  are  falsely  believed  to  do  so  on  a 
“trip.”  Euphoric  states  come  from  “speed” 
rather  than  the  joy  of  living  a full  and 
meaningful  life.  Personality  does  not  have 
to  be  developed — instant  overwhelming  so- 
cial success  comes  through  the  purchase  of 
a certain  car  or  use  of  a special  after-shave, 
toothpaste,  or  mouthwash.  Only  externals 
are  important! 

With  increasing  frequency  the  conse- 
quences of  an  act  can  be  avoided.  Contra- 
ceptive pills  allow  premarital  sex  without 
pregnancy.  Abortion  ends  pregnancy.  Few 
of  those  “busted”  or  arrested  for  any  crime 
go  to  trial,  fewer  are  sentenced,  and  the 
fewest  actually  serve  time.  Few  drug  ex- 
perimenters think  they  will  get  “hooked” 
(magical  infantile  omnipotence?)  but  be- 
lieve if  they  do,  medical  science  will  come 
up  with  an  easy  cure — like  many  of  their 
cigarette  smoking  parents  assume  for  can- 
cer cures.  For  the  same  reasons  they  feel 


they  will  not  get  “busted,”  but  if  they  do  a 
“slick  lawyer”  will  get  them  “off.” 

Except  for  the  very  poor,  this  is  an  over- 
indulged population.  Material  desires  rarely 
go  unsatisfied  while  the  emotional  needs 
commonly  do.  Ads  tell  us  we  owe  ourselves 
a trip  to  Hawaii  or  a more  powerful  car 
even  if  we  haven’t  earned  it! 

The  clear  message  of  the  credit  card  cul- 
ture is  to  indulge,  now,  freely,  completely, 
and  pay  for  it — someday.  “Play  now — pay 
later” — if  at  all.  Does  “now-generation” 
only  mean  indulge  any  desire  now  without 
earning  it?  Premature  and  excessive  ma- 
terial indulgence  do  not  develop  patterns  of 
self  control  and  restraint.  Generally,  drug 
users  are  not  used  to  a “No”  from  them- 
selves or  their  parents.  Ads  stimulate  con- 
sumption and  the  young  are  hungry  to  do 
so.  They  are  too  often  materially  spoiled 
and  emotionally  deprived.  Successful  par- 
ents are  busy.  Two  generations  of  depres- 
sion and  war  deprived  elders,  generously 
supply  the  material  means,  fan  the  hunger 
and  vicariously  enjoy  watching.  Can  we 
really  expect  all  the  young  to  deny  them- 
selves for  essentially  the  first  time  in  their 
lives  when  they  come  to  drugs? 

Simultaneously,  there  are  new  stresses 
and  pressures  on  the  adolescent.  They  are 
generally  one  to  two  years  ahead  of  their 
parents  in  academic  progress  and  physical 
maturation.  But  emotional  development 
and  maturity  takes  time  and  cannot  be 
pushed.  The  young  are  pushed  to  do  every- 
thing from  toilet  training,  preschool  read- 
ing, “pro”  type  competetive  “mini-football,” 
dating,  marrying  and  drinking  to  voting. 
We  are  pushing  and  over  stimulating  them. 
They  get  motorcycles,  cars  and  alcohol  be- 
fore the  legal  age  along  with  the  above 
demands.  We  glorify  the  exceptional,  the 
“super  stars”  in  every  field.  Superlatives 
have  become  trite.  “Average”  is  almost  con- 
sidered a relative  failure.  Many  cannot 
comply  with  the  pressures  to  achieve,  nor 
the  premature  experiences.  They  may  de- 
velop emotional  symptoms,  run  away  or 
turn  to  drugs.  The  young  men  face  growing 
up  to  die  in  a war  whose  morality  is  ques- 
tioned. It  is  not  surprising  to  see  some  try 
to  seek  relief  and  escape,  even  mistakenly 
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in  drugs.  Besides  a drug  record  may  result 
in  draft  ineligibility! 

The  above  apply  mainly  to  those  in  the 
economically  middle  and  upper  classes,  our 
predominant  drug  users.  The  poor  hear  and 
receive  the  same  messages.  However,  they 
are  blocked  and  frustrated  in  their  efforts 
to  gain  their  share  of  our  material  wealth. 
Often  the  deprived  turn  to  drugs  in  a vain 
effort  to  gain  and  escape  from  their  misery 
even  if  only  for  a few  hours.  Unfortunately, 
the  use  of  milder  drugs  may  more  com- 
monly lead  to  the  use  of  harder  drugs  (the 
“stepping  stone”  idea)  in  this  group. 

Recommendations 

Traditional  psychotherapy  is  generally 
indicated  only  for  those  with  primary  emo- 
tional illness  in  which  the  use  of  drugs  is 
only  secondary.  In  my  case,  these  represent 
about  half  of  those  seeking  help.  The  rest 
are  simply  drug  users  with  no  complaint 
except  they  were  caught.  Most  can  be 
helped  by  modified  approaches  that  can  be 
used  by  the  informed,  interested  and  patient 
family  physician.  After  becoming  as  in- 
formed as  possible,  he  must  be  open  enough 
to  allow  his  patients  to  inform  him  about 
the  illicit  drug  world. 

The  first  step  in  helping  the  drug  abuser 
is  adequate  care  of  his  physical  problems. 
Medical  treatment  of  adverse  drug  reac- 
tions aid  the  relationship.  Simply  put,  the 
physician  should  then  take  all  the  time 
necessary  to  establish  a sound,  mutual 
trusting  relationship  with  the  patient.  All 
criticism  should  be  avoided.  After  rapport 
is  established,  most  adolescents  will  begin 
to  ask  questions  about  effects  and  admit 
their  fears  and  concern.  Now,  the  phy- 
sician assumes  an  educational  role,  being 
careful  to  give  only  unbiased  facts.  It  is  a 
combined  medical,  relationship,  supportive 
and  educational  therapy.  A great  deal  of 
casework  is  generally  necessary  with  the 
parents.  Obviously,  the  family  physician 
should  be  the  prime  source  of  correct  drug 
information  for  both  parents  and  the  local 
schools. 

The  group  “drug  school”  approach  com- 
bining educational  and  peer  influence  seems 
to  be  reasonably  effective.  It  may  depend 
primarily  on  the  personality  of  the  group 


leader  and  the  balance  in  the  group  of 
reformed  and  active  drug  users.  These  same 
influences  are  used  in  various  “store-front” 
clinics  manned  by  ex-addicts  who  supposed- 
ly can  talk  the  user’s  language.  (One  has 
to  be  sure  such  personnel  are  indeed  ex- 
users and  not  current  pushers!)  Dedicated, 
trained  peer  volunteers  are  very  effective  in 
helping  abusers  in  such  walk-in  centers  as 
“Rap  House.”  Follow-up,  supportive, 
recreational  and  occupational  help  is  given 
after  the  acute  drug  crisis.  A large  number 
of  youth  problems  of  all  kinds  are  cared 
for.  Patients  are  referred  on  for  psychiatric 
or  medical  care  as  indicated. 

We  desperately  need  comprehensive 
treatment  centers  for  the  ever  mounting 
drug  casualties  we  already  have.  Ideally, 
these  should  be  established  in  conjunction 
with  existing  psychiatric  facilities  of  our 
medical  school  hospitals.  The  simple  an- 
swer there  is  money. 

The  “Jesus  Freaks”  have  helped  some  in- 
dividuals. However,  it  is  very  difficult  to 
maintain  a “high”  no  matter  what  its 
source — drugs  or  religion.  After  awhile  you 
have  to  come  down,  and  if  you’ve  been  up 
too  high,  even  normal  seems  down. 

All  the  above  apply  to  those  already  us- 
ing drugs,  i.e.,  secondary  and  tertiary  pre- 
vention. Primary  prevention  is  education 
before  drug  exposure.  Drug  abuse  started 
in  college  ages  and  has  gradually  spread 
down  to  the  junior  high  level.  Most  of  the 
students  in  these  grades  already  have  con- 
fronted drugs  and  made  their  choice.  To  be 
really  effective  educational  programs 
should  be  given  to  grade-schoolers  (as 
should  sex  education)  while  adults  still 
have  their  ear,  before  it  is  lost  to  their  peers 
as  teenagers.  Must  the  schools  assume  this 
burden?  Parents  have  largely  failed  in  sex 
education  (something  they  know  from  ex- 
perience) so  it  is  doubtful  they  will  teach 
their  children  something  they  know  noth- 
ing about!  Schools  have  been  as  reluctant 
as  parents.  Since  advertising,  especially  on 
TV,  seems  to  be  more  influential  than  Sun- 
day morning  sermons  in  church,  it  would 
seem  wise  to  enlist  their  help.  TV  ads  and 
programs  are  of  considerable  importance  in 
shaping  our  culture.  Their  influence  must 
be  used  wisely.  Their  anti-smoking  com- 
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mercials  have  been  very  effective,  especial- 
ly as  a preventive  measure  in  the 
grade-schoolers.  Anti-drug  ads  and  pro- 
grams are  finally  beginning  to  appear  and 
should  be  encouraged.  An  aroused,  in- 
formed public  can  promote  this  by  ex- 
pressing their  views  to  the  local  stations. 
TV  can  sell  almost  anything — so  why  not 
a continent,  “straight,”  drug-free  life? 

The  last  factor  to  be  discussed  in  the  drug 
equation  is  the  parents.  What  can  ever  be 
done  to  help  them  improve  as  parents?  The 
problem  ones  are  not  the  types  to  attend 
PTA,  Church,  or  most  club  sponsored 
drug  or  other  educational  programs  for 
parents.  If  such  a program  comes  on  TV 
they  usually  switch  channels,  (if  they  are 
still  awake) . There  is  no  easy  answer.  Pro- 
grams to  reach  this  too  large  minority  will 
simply  have  to  be  so  massive  as  to  be 
unavoidable! 

How  well  a child  is  reared  largely  de- 
termines what  kind  of  parent  he  or  she  will 
become.  So,  where  can  one  start  to  effect 
healthy  change  in  this  circle?  It  would  help 
if  fathers  acted  like  fathers,  mothers  like 
mothers,  and  both  kept  their  roles  and 
identities  straight.  It  is  difficult  to  get 
parenting  from  a father  who  acts  as  im- 
mature as  his  child,  wants  to  avoid  a real 
paternal  responsibility  and  be  only  an  oc- 
casional “buddy.”  It  is  very  difficult  to 
get  any  mothering  from  a 40  year  old  in  a 
mini-skirt  who  is  on  a perpetual  pursuit  of 
trying  to  be  mistaken  for  her  own  daughter. 

Too  many  parents  fall  for  the  same 
propaganda  as  their  children  and  float  along 
with  the  youth  cult’s  quest  for  Ponce  de 
Leon’s  fountain.  “Keeping  up,”  “being  in,” 
“with  it,”  and  “mod”  can  be  distorted  into 
a falsely  plausible  reason  to  dispense  with 
any  sensible  moral  standards  at  all  and 
backslide  into  an  “anything  goes”  society. 
Maturing  is  a forward  moving  process  that 
brings  strength  and  stability.  There  is  true 
joy  and  serenity  in  growing  old  gratefully. 
Why  shouldn’t  parents  be  proud  of  the  ex- 
ternal signs  their  years  of  experience  have 
earned  them? 

It  would  be  beneficial  if  parents  learned 
how  to  listen  to  their  teenagers  and  accept 
the  expression  of  some  different  thoughts 
from  their  own  without  lecturing  or  explod- 


ing (i.e.,  if  the  parents  were  ever  home 
long  enough  to  hold  a conversation) . If 
they  were  home  earlier  themselves  they 
might  also  know  more  about  what  time,  in 
what  condition  and  with  whom  their  adoles- 
cents arrived  home.  We  must  cultivate  and 
guide,  not  condemn  or  just  correct,  our  cur- 
rent marvelous  younger  generation. 

Conclusion 

Why  is  a psychiatrist  opposed  to  drug 
abuse? 

Because  the  effects  of  the  above  drugs  are 
directly  opposite  to  his  wishes  for  his  pa- 
tients and  society.  He  desires  early  treat- 
ment, emotional  growth  and  facing  reality. 
Drugs  delay  treatment,  cause  emotional 
regression  and  provide  an  escape  from 
reality.  They  generally  produce  an  un- 
productive withdrawal  from  society.  Ini- 
tiative, striving,  competing  and  constructive 
aggression  are  smothered.  There  is  dissolu- 
tion instead  of  strengthening  of  the  adaptive 
and  coping  mechanisms.  The  last  is  a selfish 
reason.  The  mental  health  facilities  of  this 
country  were  already  overwhelmed  before 
the  drug  crisis  began.  Our  Brave  New 
World’s  “Soma”  is  doubling,  not  decreasing 
the  demands  on  those  facilities. 

Procedures  for  law  enforcement  designed 
to  decrease  the  availability  of  illicit  drugs 
have  not  been  mentioned.  Why?  Because 
if  we  dried  up  all  sources  without  changing 
our  children  they  can  still  “shoot”  mayon- 
naise and  peanut  butter,  or  “sniff”  glue  or 
gasoline!  Pushers  should  be  punished 
severely,  but  more  importantly,  we  should 
help  our  children  not  want  their  wares. 
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YII.  What’s  New  in  Drug  Abuse 

BARBARA  L.  EISENSTADT,  M.A.  Ed.  Psy.,*  Memphis,  Tenn. 


Let  me  start  out  by  giving  you  some 
background  about  myself  that  is  not  in- 
cluded in  my  professional  resume.  I ran 
away  from  home  when  I was  16  to  go  to  San 
Francisco  to  be  with  a man  with  whom  I 
was  very  much  in  love;  and  when  I was 
living  with  him,  I got  involved  with  drugs; 
not  because  I was  a hippie,  not  because  I 
was  a radical,  not  because  I was  a com- 
munist, merely  because  I loved  this  guy,  I 
wanted  to  be  a part  of  his  world.  I ex- 
perimented with  drugs  with  him  for  about 
one  and  one-half  years  and  during  this  time 
I never  saw  anything  wrong  with  drugs. 
I was  going  to  school,  we  weren’t  hippies; 
it  was  part  of  our  way  of  life.  I did  not 
become  addicted  to  anything,  although  I 
think  I probably  would  have  except  that 
he  died  of  an  overdose  of  heroin.  This 
frightened  me  and  freaked  me  out  and  I 
ran  back  to  my  parents  in  Miami  Beach.  I 
told  them  that  I was  ready  to  be  a good 
daughter,  (that  God  had  shown  me  the 
light)  and  because  they  are  good  people, 
they  forgave  me  and  sent  me  to  the  Uni- 
versity of  Florida  where  I proceeded  to  join 
a sorority  and  tried  to  live  a straight  life. 

After  about  nine  and  one-half  months  of 
this  existence,  I became  extremely  bored 
and  extremely  dissatisfied  with  the  life  I 
was  living,  but  particularly  with  the  values 
of  the  people  around  me.  It  seemed  to  me 
that  there  were  a lot  more  important  things 
in  life  to  worry  about  than  whether  or  not 
my  date  would  ask  me  out  again  or  if  I 
wore  the  right  color  shoes.  I was  aware 
that  there  were  a lot  of  things  happening  in 

*Chief  Therapist,  Drug  Addiction  Program 
of  Tennessee  Psychiatric  Hospital,  Memphis, 
Tenn.,  and  Special  Consultant  to  NIMH. 


the  world  that  my  generation  could  be  con- 
cerned with  and  could  do  something  about. 
I was  aware  of  a new  social  conscience, 
feelings  of  restlessness,  a desire  to  want  to 
do  something  meaningful,  so  I moved  off  of 
campus  into  a hippie  commune  ghetto  type 
of  situation  where  I started  running  what 
turned  out  to  be  one  of  the  first  free  clinic 
type  of  operation  in  the  country.  I had  no 
medical  training,  but  I knew  of  some  con- 
cerned doctors  and  lawyers  who  volun- 
teered their  time  two  nights  a week  to  come 
and  talk  with  the  kids  who  were  in  trouble, 
without  lecturing  and  without  “hasseling” 
the  kids.  This  was  the  first  real  break  into 
the  drug  culture  because  at  this  time,  the 
minute  any  kid  with  long  hair  went  into  a 
doctor’s  office,  whether  it  be  for  venereal 
disease,  or  pneumonia,  or  what  have  you, 
before  the  doctor  would  treat  the  child,  he 
would  give  a child  a two-hour  lecture  on, 
“how  could  you  do  this  to  your  family,  don’t 
you  have  any  respect,  etc.”  The  terrible 
thing  was  that  kids  who  got  into  a drug 
culture  did  not  want  to  hear  this  kind  of 
a lecture  and  would  much  rather  suffer 
with  the  venereal  disease  or  pneumonia 
than  go  for  help,  if  help  meant  putting  up 
with  this  kind  of  a moral  sermon.  The  kids 
desperately  needed  medical  help  and  also 
legal  help;  so  I began  running  an  “under- 
ground railway,”  putting  kids  in  trouble  in 
touch  with  professional  people  who  could 
help  them. 

After  I had  gotten  the  trust  of  the  kids, 
which  took  about  one  and  one-half  years, 
because  they  thought  I was  a narcotic 
agent;  (they  could  not  understand  why  I 
wanted  to  wear  their  clothes  and  live  their 
scenes,  if  I wasn’t  going  to  do  their  drugs) , 
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it  got  to  the  point  where  the  kids  began 
saying,  “Wow!,  we  want  to  help  other  kids, 
we  want  to  get  to  our  younger  brothers  and 
sisters  before  they  get  into  dope,  what  can 
we  do?”  This  began  to  give  me  my  first  real 
insight  into  what  was  happening  in  the 
drug  scene,  as  far  as  what  might  be  effective 
in  helping  these  kids  pull  themselves  out 
of  the  drug  scene,  this  being  their  respon- 
sibility to,  and  love  for  their  younger 
brothers  and  sisters,  and  younger  kids  in 
general.  The  college  kids  who  had  started 
the  current  drug  scene  in  this  country  were 
beginning  to  get  “up-tight”  with  some  of 
the  drugs  and  although  they  felt  “drugs  are 
OK  for  me,  I don’t  want  my  kid  brother 
getting  into  this.”  It  is  very  funny  but 
kids  sometimes  have  this  crazy  logic  that  it 
is  all  right  for  them  to  do  something  wrong, 
illegal  or  immoral,  while  at  the  same  time, 
they  want  to  protect  the  people  they  care 
about  from  getting  into  the  same  scene. 

What  we  began  to  create  were  rap  ses- 
sions involving  very  little  professional  help 
and  which  stemmed  from  this  desire  of  the 
kids  to  help  other  kids.  Phamphlets  such 
as  those  which  were  pointed  out  in  the 
previous  speech  are  very  fine  for  adults  but 
they  don’t  mean  a thing  to  kids.  Kids  know 
about  drugs — they  know  about  them  from 
their  friends  and  this  is  the  drug  scene  that 
is  real  to  them — and  reading  factual  infor- 
mation from  a phamphlet  isn’t  going  to  do 
one  thing  for  them.  The  most  important 
thing  I think  the  country,  particularly  the 
physicians  need  to  realize,  is  that  the  drug 
scene  is  not  going  to  go  away  over  night.  It 
is  not  the  kind  of  “disease”  you  can  treat 
as  you  would  treat  any  other  illness.  There 
are  an  awful  lot  of  roots  in  the  drug  scene 
that  few  people  in  this  society  want  to  face 
up  to. 

I think  the  one  that  is  most  important 
and  most  misunderstood  by  the  adults  of 
this  society  is  exactly  what  the  kids  are 
finding  in  a drug  scene.  It  is  not  the  “high,” 
at  least  not  initially,  or  weird  sexual  fan- 
tasies and  hallucinations.  In  America  to- 
day, we  have  a whole  generation  of  kids 
who  have  been  raised,  who  have  been  re- 
inforced for  all  kinds  of  materialistic  things. 
They  have  grown  up  with  people  saying  to 
them,  “Gee,  you  are  a great  kid,  you  make 


all  A’s  in  school,”  or,  “I  really  want  to  go 
out  with  that  guy,  he  is  a sharp  dresser,” 
but  very  rarely  do  we,  as  parents,  educa- 
tors, or  maybe  just  neighbors  take  the  time 
to  just  hold  our  kids  and  just  look  at  them 
and  re-inforce  them  for  what  they  are,  not 
for  the  outward  materialistic  appearance 
they  present.  We  never  stop  and  tell  our 
kids  that  we  think  they  are  pretty  special 
just  because  they  are  very  unique  human 
beings.  I know  my  father  loves  me,  but  if  he 
were  to  look  at  me  and  say,  “I  love  you  very 
much,”  it  would  really  embarrass  me,  and 
there  is  something  very  wrong  in  this  in  the 
fact  that  somewhere  along  the  way  we,  as 
a society,  have  lost  the  ability  to  honestly 
and  openly  share  our  feelings  with  each 
other.  The  kids  are  picking  up  on  this, 
particularly  kids  who  have  been  raised  in 
this  kind  of  environment;  they  are  insecure 
and  unsure  about  their  identity  and  want 
people  to  like  them.  The  first  time  they  get 
into  a drug  scene,  the  first  time  they  try 
drugs,  the  drug  is  usually  “the  evil”  Mari- 
huana, and  the  experience  is  usually  an 
intimate  one  taking  place  with  people  they 
trust.  They  are  given  a cigarette  or  a pipe 
to  take  a puff,  and  low  and  behold  they  do 
not  get  stoned,  they  do  not  have  visions.  If 
anything  odd  does  happen,  their  throat  be- 
comes sore,  but  what  does  happen  is  that 
the  people  around  them  begin  to  look  at 
them  and  smile  and  say  things  like,  “Wow, 
you  are  wonderful.”  The  child  says  some- 
thing like,  “the  sun  is  shining,”  and  the 
kids  around  him  respond  with,  “what  fan- 
tastic insight  you  have,  what  great  per- 
ceptual powers,”  and  for  the  first  time  in 
the  child’s  life,  the  child  is  positively  re- 
inforced for  being  himself  for  nothing  more 
than  what  he  is  thinking  and  what  he  is 
feeling. 

This  is  what  America  is  finding  in  the 
drug  scene.  It  is  not  the  drugs  as  much  as 
the  good  feelings  our  kids  are  finding.  It 
is  feelings  of  self-confidence  and  worth 
that  apparently  we  are  not  offering  our 
kids  anywhere  else  in  American  society. 
This  is  a pretty  terrible  thing  to  say.  I 
have  done  most  of  my  professional  work  in 
educational  psychology  and  the  one  thing 
I have  seen  over  and  over  are  kids  who 
really  want  to  reach  out  to  someone  and 
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really  want  to  be  honest  with  people  about 
what  they  are  feeling  and  really  want  the 
adults  to  be  models  for  them,  but  these 
people  just  do  not  exist.  I don’t  know  if 
it  is  because  we  have  gotten  into  city  living 
or  that  we  have  become  a technologic  so- 
ciety, but  what  I am  seeing  are  kids  who 
really  need  love  but  who  have  never  been 
taught  what  love  is  all  about  or  what  re- 
spect is  all  about,  kids  who  really  want  to 
do  things  that  are  meaningful  but  have 
been  taught  that  the  only  meaningful  things 
are  the  things  from  which  you  make  money 
and  this  confuses  them.  They  know  their 
parents  are  making  money  and  they  also 
know  their  parents  are  miserable.  Daddy 
is  having  an  affair  with  his  secretary, 
Mommy  is  on  tranquilizers;  the  kids  sense 
something  is  terribly  wrong  and  aren’t 
sure  what  it  is,  but  don’t  want  to  grow  up 
to  be  like  their  parents.  This  is  one  of  the 
reasons  the  drug  scene  exists — kids  that 
are  searching  for  meaning.  We  have  got 
one  of  the  most  intelligent  and  healthiest 
generation  of  kids  that  have  ever  existed 
on  this  planet,  but  they  also  are  the  most 
hopelessly  frustrated  generation.  They 
need  people,  particularly  adults,  who  listen 
to  them  and  most  adults  are  just  too  busy. 

The  kind  of  programs  of  drug  education 
that  seem  to  be  working  are  the  kind  where 
kids  can  freely  and  openly  talk  with  adults 
and  other  kids  about  any  subject  they  want 
to;  where  doctors  come  in  and  say,  “I  know 
all  about  drugs,  but  I don’t  know  about  the 
drug  scene;  what  can  you  kids  share  with 
me  to  understand  what  is  happening.”  This 
is  definitely  more  effective  than  the  kind  of 
approach  where  very  well-meaning  doctors, 
lawyers,  and  pharmacists  come  into  a 
school  and  say,  “OK  kids,  here  are  reasons 
why  drugs  are  bad.  Don’t  do  drugs.”  It  is 
unfair  for  people  who  sit  there  with  mar- 
tini’s or  beer  cans  in  their  hands  each  night 
to  look  at  their  kids  and  say,  “Booze  is 
all  right  but  grass  isn’t.  We  are  older  than 
you  and,  therefore,  we  can  get  high,  but 
you  can’t.”  Kids  don’t  buy  this.  What  it 
does  is  make  kids  hostile  and  untrusting 
and  re-inforces  their  alienation  from  the 
adult  society. 

I guess  that  what  I want  to  get  across 
to  you  as  physicians  is,  that  the  most  im- 


portant thing  you  can  do  is  to  be  a friend 
to  some  young  person.  I know  that  sounds 
very  simplistic  and  old  fashioned,  but  it  is 
the  most  important  thing  in  the  world  we 
can  do  for  our  kids.  The  majority  of  the 
children  that  are  growing  up  today  have 
no  role  models.  There  are  no  adults  in 
their  lives  whom  they  want  to  emulate  or 
be  like.  Daddy  is  always  at  the  office, 
Mommy  is  always  playing  cards  or  at  the 
country  club,  there  are  no  neighbors  the 
child  is  close  to,  grandmother  and  grand- 
father are  in  an  old  age  home,  and  aunts 
and  uncles  usually  are  living  in  other 
towns.  We  do  not  have  the  kind  of  adult 
society  that  kids  can  get  close  to.  It  is 
frightening  to  realize  that  our  society  is 
built  around  youth  worship.  We  don’t 
strive  for  the  maturity  and  dignity  of  age, 
we  strive  to  be  young  and  cool.  There  is  a 
human  warmth  that  American  society  in 
particular  is  losing,  and  our  kids  are  the 
barometers  of  this  loss. 

This  is  why  the  kids  are  doing  drugs, 
not  because  they  are  communists  or  hippies 
or  sexual  degenerates,  merely  because  they 
are  alienated  and  bored.  They  want  to 
belong  to  something  but  they  don’t  know 
what,  they  want  to  be  proud  of  something 
but  they  don’t  know  what. 

The  one  approach  that  seems  to  be  work- 
ing in  helping  these  kids  and  particularly 
in  helping  the  drug  addict,  (who  is  ex- 
tremely different  from  a normal  American 
teenage  drug  user) , is  some  kind  of  reality 
therapy,  a human  approach  which  puts  the 
individual  in  touch  with  feelings  and  per- 
ceptions and  the  realities  of  life  from  which 
this  technologic  society  has  protected  him 
the  entire  time  he  has  been  in  it.  It  is 
extremely  important  that  we  realize  the 
many  angles  involved  in  the  drug  scene. 
This  is  why  so  many  programs  which  have 
treated  the  addict  medically  have  been  so 
unsuccessful;  because  they  have  avoided 
dealing  with  what  happens  to  the  addict 
when  he  gets  back  to  his  home  ground  and 
the  only  patterns  he  knows  are  of  scoring 
and  shooting  dope.  By  the  time  kids  be- 
come addicted,  the  one  thing  they  know 
and  feel  at  ease  with  is  the  act  of  conning 
and  using  people.  They  will  con  anybody 
they  get  near  because  this  is  the  one  be- 
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havior  with  which  they  feel  comfortable. 
They  have  extremely  negative  self-concepts 
and  to  get  by,  this  someone,  who  is  trying 
to  help  them,  has  to  really  get  into  their 
heads  and  by-pass  all  the  malarkey  and 
games.  The  one  thing  we  see,  the  only 
thing  I have  seen  that  really  seems  to  work 
is  having  someone  really  care  about  these 
kids,  not  necessarily  on  a professional  basis 
but  as  one  human  being  caring  for  another 
human  being. 

It  is  not  a matter  of  age,  it  is  not  that 
someone  over  forty  is  “out  of  it”;  it  all 
depends  on  what’s  in  your  head.  There  is 
something  inside  people,  something  called, 
I am  not  sure,  maybe  heart  or  maybe  soul, 
but  it  is  a feeling  of  reaching  out  and  caring 
and  this  is  the  one  thing  to  which  these 
kids  possibly  will  respond.  This  is  difficult 
because  our  kids  have  built  up  defenses, 
but  it  can  be  done.  We  must  realize  our 
kids  are  not  like  we  were  and  that  they 
do  not  know  what  it’s  like  to  go  through  a 
depression  or  to  worry  about  where  the 
next  meal  is  coming  from.  They  have  been 
taught  and  conditioned  to  expect  anything 
they  want.  We  really  don’t  let  our  kids 
grow  up.  We  rush  them  from  high  schools 
to  college  to  graduate  schools,  never  really 
giving  them  any  responsibility  or  anything 
they  can  succeed  at.  They  are  sheltered 
their  entire  lives  and  given  a very  distorted 
picture  of  what  life  is  really  like.  It  seems 
we  have  got  to  start  teaching  our  kids 
about  responsibility  and  respect  for  them- 
selves. I hate  to  use  the  word  discipline 
but  maybe  discipline  is  what  we  are  lack- 
ing because  discipline  is  a form  of  love. 

I have  never  seen  kids  from  a truly  lov- 
ing home  do  anything  more  than  experi- 
ment with  marihuana  for  two  or  three 
months.  The  only  trouble  is,  I think  I have 
only  seen  five  or  six  truly  loving  homes  in 
my  lifetime.  I cannot  define  loving  homes 
for  you,  but  I think  all  of  you  know  what 
I’m  talking  about.  It  is  a caring,  a concern 
and  a joy  that  you  sense — I wish  there  was 
some  way  of  transplanting  this  feeling  into 
the  majority  of  American  homes. 

There  are  no  real  answers  to  the  drug 
scene,  but  again  I think  it  is  most  important 
for  physicians  to  realize,  if  anything,  that 
the  drug  scene  is  on  the  rise.  Different 


drugs  will  come  and  go  but  the  need  in  our 
kids  to  use  drugs  is  very  much  here.  Your 
older  kids  are  giving  up  acid,  your  younger 
kids  are  getting  into  heroin,  (check  over 
local  police  records  and  see  in  how  many 
cities  the  heroin  dealers  are  never  touched 
but  marihuana  users  are  constantly  being 
busted) . There  is  also  the  very  horrifying 
fact  that  we  are  not  telling  our  kids  the 
truth  about  the  drug  scene.  Ask  any  Ameri- 
can kid  what  an  addict  is  like  and  the  child 
will  probably  say,  “a  terrible,  shaky,  dis- 
gusting person  who  is  always  looking  to 
hurt  people.”  God  forbid  if  this  child 
should  ever  watch  anyone  shoot  heroin  be- 
cause the  act  of  shooting,  what  happens  to 
the  person  who  is  injecting  the  drug,  is  a 
beautiful  thing  to  watch.  The  kids  don’t 
see  the  craving  and  they  do  not  see  the 
viciousness  of  withdrawal,  but  they  do  see 
the  paradise  heroine  takes  someone  to.  We 
have  got  to  tell  them  about  this  paradise 
and  emphasize  some  down-to-earth  rea- 
sons why  they  shouldn’t  do  drugs  but  not 
scare  them  with  horror  stories.  We  have 
got  to  turn  them  on  to  the  real  things  in 
life  which  will  be  worthwhile  and  worth 
the  struggling  for,  but  all  we  are  doing 
with  horror  show  scare  techniques  is  driv- 
ing them  further  into  a drug  scene. 

I think  all  American  kids,  if  they  are 
normal,  if  they  are  in  a normal  school 
system,  will  be  exposed  to  drugs  and  this 
is  the  reality  we  should  deal  with.  We 
have  got  to  make  life  important  enough 
for  these  kids  that  they  just  have  no  use 
for  the  drugs  and  we  cannot  do  it  by  shov- 
ing toys  and  money  down  their  throats.  It 
is  also  essential  to  realize  that  the  answer 
to  the  drug  problem  does  not  lie  solely 
with  the  professionals.  We  must  draw  into 
our  programs  kids  who  have  been  there 
and  kids  who  are  there,  because  these  are 
the  people  who  can  best  relate  with  their 
peers — not  necessarily  addicts,  (I  personal- 
ly have  very  funny  feelings  about  ex- 
addicts), but  kids  and  adults  who  know 
the  drug  scene,  the  beauty  as  well  as  the 
horror  of  it.  These  people  are  essential 
in  getting  the  trust  of  the  kids,  since 
kids  in  a drug  scene  are  usually  very 
rapidly  turned  off  by  people  in  white  coats 
who  use  long  words. 
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If  I am  successful  with  kids,  it  is  only 
because  I think  I am  part  of  them.  I un- 
derstand what  they  are  saying  and  I feel 
for  what  they  are  trying  to  find.  Kids 
respect  honesty  and  empathy  and  we  have 
got  to  start  providing  them  with  adults  who 
have  these  qualities.  We  have  got  some 
programs  started  in  Memphis,  particularly 
a new  mental  health  center  called  Tran- 
quilaire,  which  is  trying  and,  thus  far, 
successfully  integrating  these  ideas  to  the 
treatment  of  adolescent  drug  users,  putting 
adolescents  in  peer  group  situations,  con- 
fronting them  with  the  realities  of  their 
family’s  demands  and  own  needs,  and 
working  to  change  their  self-concepts  so 
they  begin  to  feel  good  about  themselves 
and  want  to  find  something  worthwhile 
from  life  and  not  from  a needle.  These  are 
the  kind  of  things  that  I am  involved  with 


and  they  are  terribly  exciting  in  that  they 
really  seem  to  be  working.  If  any  of  you 
have  any  centers  such  as  these  near  you,  do 
utilize  them  to  the  fullest.  If  not,  do  con- 
tact us  in  Memphis.  There  are  too  few 
treatment  programs  specifically  designed 
for  adolescents  and  a desperate  need  for 
such  programs. 

We  owe  it  to  the  future  of  this  country 
to  try  to  pick  up  the  pieces  and  give  our 
kids  every  possible  chance  at  a rich,  full, 
and  rewarding  life.  Again,  the  answer  is 
maybe  as  simple  as  loving  our  kids  and 
maybe  as  complex  as  changing  the  entire 
structure  of  American  society.  I wish  I did 
not  feel  the  two  were  at  opposite  ends  of 
the  technologic  society  we  have  got  to  now. 
Let  me  shut  up  and  open  the  floor  for  your 
questions  and  comments. 


VIII.  Gonorrhea  in  the  Adolescent 

ROBERT  SANDERS,  M.D.,*  Murfreesboro,  Tenn. 


Gonorrhea  among  adolescents  and  young 
adults  accounts  for  more  than  half  the 
reported  cases  in  our  country.  As  the  dis- 
ease is  now  considered  pandemic,  with  an 
estimated  2 million  cases  in  1970  in  the 
U.S.,1  and  65  million  yearly  in  the  world,2 
we  face  an  almost  insurmountable  prob- 
lem. Reported  case  rates  per  100,000  popu- 
lation recently  ranked  the  state  of 
Tennessee  7th  in  the  nation;  among  cities, 
Memphis  was  11th,  Nashville  12th.3 

In  Rutherford  County,  Tennessee,  (popu- 
lation 60,000)  185  cases  of  gonorrhea  were 
reported  in  1970  (Table  1).  Almost  all  these 

Table  I 

REPORTED  CASES  OF  GONORRHEA 


IN  RUTHERFORD 

COUNTY,  TENNESSEE, 

1970 

Total 

White  Nonwhite 

Age  Group 

M-F 

M-F 

M- 

-F 

15  yrs. 

14 

8 6 

- - 

8 

6 

15-19  yrs. 

77 

64  13 

8 4 

56 

9 

20  yrs.  & Over 

94 

74  20 

21  8 

53 

12 

185 

146  39 

29  12 

117 

27 

* Director,  Rutherford  County  Health  Depart- 
ment, Murfreesboro,  Tenn.  37130 


patients  were  seen  and  treated  in  the 
Rutherford  County  Health  Department. 
About  half  of  those  seen  were  19  years  old 
and  under;  80%  were  male  and  78%  were 
black.  It  is  estimated  1,500  cases  of  gonor- 
rhea occurred  in  Rutherford  County  in 
1970. 

Causes  For  The  Epidemic 

The  causes  for  the  gonorrhea  epidemic 
are  many  and  varied  (Table  2).  The  large 
reservoir  in  asymptomatic  women,  esti- 
mated to  be  600,000  in  the  tJ.S.,  is  likely 
the  most  significant  epidemiologic  factor. 
And,  recent  studies  in  Memphis  indicate 

Table  2 

CAUSE  OF  GONORRHEA  EPIDEMIC 

1.  Asymptomatic  female  (&  male) 

2.  Lack  of  immunity 

3.  Inadequate  therapy 

4.  Drug  resistance 

5.  Inadequate  lab  tools 

6.  Sexual  laxity  and  peer  complex 

7.  Pill 

8.  Thwarted,  inadequate  VD  Education 

9.  Inadequate  budgets 

10.  Lack  of  reporting 
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approximately  20%  of  infected  males  may 
also  be  asymptomatic;  this  startling  finding 
alters  the  usual  therapeutic  approach  to 
male  contacts.4 

The  lack  of  development  of  host  im- 
munity after  infection  is  well  recognized; 
hence,  repeated,  even  monthly  infections 
are  not  uncommon  in  certain  sexually  active 
individuals. 

Although  the  gonococcal  organism  may 
have  developed  some  resistance,  it  is  gen- 
erally agreed  that  the  current  drug  recom- 
mendations by  the  Public  Health  Service 
usually  are  adequate.  These  recommenda- 
tions include  large  doses  of  aqueous  sus- 
pension of  penicillin  G in  procaine  (2.4 
million  units  for  the  male,  4.8  million  units 
for  the  female)  to  be  administered  on  a 
single  occasion.  This  permits  assurance  of 
high  blood  levels  of  the  antibiotic  and 
minimizes  the  difficulty  in  having  the 
patient  honor  a more  staggered  therapeutic 
schedule.  Furthermore,  this  amount  of 
penicillin  destroys  the  T.  pallidum  of  syphi- 
lis that  may  be  concomitantly  incubating  in 
the  individual  with  acute  gonorrhea.7 
Tetracycline  is  recommended  for  penicillin 
sensitive  patients,  as  2.0  gm  daily  for  4 days 
in  the  male,  and  for  10  days  in  the  female. 

There  is  still  no  vaccine,  no  available 
blood  test,  no  reliable  smear  technique  (in 
women) , and  the  new  culture  media 
(Thayer-Martin  or  “Transgrow”)  is  not 
used  by  most  practitioners,  nor  available  in 
most  health  departments. 

It  is  generally  conceded  the  sexual  mores 
of  the  young  have  changed,  that  acceptance 
by  their  peers  requires  sexual  laxity,  that 
the  pill  has  encouraged  sexual  freedom. 
Others  point  out  the  actual  increase  in 
gonorrhea  rates  began  several  years  before 
the  pill  became  available  to  young  women, 
including  teenagers. 

VD  education  currently  is  inadequate,  not 
appropriately  directed  toward  the  young 
teenager,  often  misunderstood  and  even 
thwarted  by  parents  and  educators. 

In  the  past  several  years  the  budget  for 
VD  control  in  Tennessee’s  Public  Health 
program  has  been  cut;  this  is  remarkable 
in  the  face  of  the  notable  rise  in  incidence. 
In  1970,  our  Division  of  VD  Control  could 
employ  but  6 VD  investigators  to  cover  the 


entire  state  outside  the  4 large  metropoli- 
tan areas.  Thus,  with  responsibility  in  14 
to  16  counties,  each  man  could  pursue  only 
cases  of  syphilis  and  contacts. 

Finally,  private  physicians  report  only 
about  12%  of  gonorrhea  cases  seen;  this 
position  is  considered  defensible  by  some 
inasmuch  as  there  is  usually  no  public 
health  pursuit  of  contacts,  physicians  often 
fear  a breakdown  in  confidentiality,  and 
some  hesitate  to  report  a case  where  the 
diagnosis  is  not  always  certain. 

Progress  Toward  Control 

Although  the  problem  seems  hopeless, 
some  progress  toward  control  should  be 
recognized.  The  “Transgrow”  media,  now 
available  commercially,  contains  specific 
drugs  to  inhibit  the  usual  bacterial  and 
fungal  contaminants;  furthermore,  the 
medium  provides  its  own  carbon  dioxide 
environment,  and  if  properly  packaged,  its 
stability  permits  mailing.  Wider  clinical 
use  of  this  material  should  be  encouraged 
in  detecting  infection  in  not  only  known 
asymptomatic  male  and  female  contacts, 
but  also  in  routine  screening  of  women  in 
certain  public  clinics  and  private  offices. 
Recent  surveys  have  shown  substantial 
numbers  of  infected  women  may  thus  be 
found.56  Cultures  from  multiple  sites  are 
recommended.  In  infected  women,  there 
is  an  82%  recovery  rate  from  a single  cervi- 
cal culture;  one  can  expect  a 90%  recovery 
rate  when  both  the  cervix  and  anal  canal 
are  cultured.5 

Extragenital  gonococcal  disease  is  now 
being  detected  and  reported.  Gonococcal 
arthritis  is  currently  the  most  common 
cause  of  infectious  arthritis  in  the  Charity 
Hospital  of  New  Orleans.8  Physicians  should 
be  alert  to  consider  the  gonococcus  as  a 
possible  cause  of  tenosynovitis,  periostitis, 
pericarditis,  meningitis,  perihepatitis,  oph- 
thalmia neonatorum,  proctitis,  and  even 
pharyngitis. 

Lucas,  and  co-workers9  have  demon- 
strated gonococcal  urethritis  can  be  trans- 
ferred from  man  to  the  chimpanzee,  thus 
providing  an  animal  model  for  studying  the 
immune  response.  From  this  may  come  the 
development  of  a standard  method  for  de- 
termining complement  fixing  antibodies,  a 
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means  for  in  vivo  studies  of  antibiotic 
sensitivity,  and,  eventually,  studies  of  vac- 
cines. 

In  1969,  the  Tennessee  Legislature 
amended  our  Public  Health  Laws  (House 
Bill  278  to  amend  Sec.  53-1104,  Tennessee 
Code  Annotated)  to  permit  physicians  to 
examine,  diagnose  and  treat  minors  with 
venereal  disease  without  the  knowledge  or 
counsel  of  parents.  This  has  allowed  a more 
vigorous  approach  toward  therapy  for  our 
infected  youth. 

The  Tennessee  Legislature,  in  1971,  ap- 
proved a substantial  budget  increase  for 
our  Venereal  Disease  Control  Program. 
Hence,  there  are  current  plans  for  our  state 
laboratories  to  supply  local  public  health 
departments  with  “Transgrow”  media  and 
to  serve  as  a diagnostic  center  for  receiving 
and  reporting  results  of  these  cultures.  This 
will  permit  routine  screening  for  not  only 
asymptomatic  contact  cases  but  also  for 
patients  in  our  prenatal  and  family  plan- 
ning clinics.  Local  health  departments  will 
continue  to  be  supplied  appropriate  anti- 
biotics for  therapy,  and,  it  is  hoped  the  VD 
investigator  staff  will  be  enlarged  to  permit 
more  effective  pursuit  and  treatment  of 
named  contacts. 

Finally,  it  is  hoped  private  practitioners, 
who  see  and  treat  most  of  the  nation’s 
gonorrhea  will,  indeed,  report  the  disease, 
as  this  will  permit  at  least  a more  accurate 


assessment  of  the  epidemic.  Certainly, 
private  medicine,  public  health,  and  our 
educational  institutions  must  join  hands  in 
developing  an  extensive  educational  pro- 
gram, beamed  especially  at  the  young 
adolescent.  This  program  must  be  labeled 
a health  education  or  disease  issue  rather 
than  “sex  education,”  thus  permitting 
broader  acceptance  by  not  only  parents  but 
educators  as  well. 
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IX.  Teenage  Pregnancy 

LARRY  T.  ARNOLD,  M.D,*  Nashville,  Tenn. 


When  you  think  of  teenage  pregnancy 
you  think  of  unwed  mothers,  illegitimate 
babies,  abortions,  adoptions,  etc.,  all  of 
which  are  associated  with  teenage  preg- 
nancy. The  magnitude  of  these  problems 
is  increasing  dramatically  and  has  been 
over  the  last  several  years. 

In  the  late  1940’s  and  early  1950’s,  3 to  4% 
of  all  births  were  illegitimate.  By  1968, 

*From  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University  School  of  Medicine, 
Nashville,  Tenn.  37203 


this  had  increased  until  9.7%  of  all  births 
were  illegitimate;  and  is  even  higher  at  this 
time.  An  even  more  staggering  figure  is 
found  if  you  consider  the  illegitimate  birth- 
rate for  girls  age  15  through  19.  This  is  the 
age  group  that  has  demonstrated  the  great- 
est increase.  According  to  the  Current 
Population  Report  of  the  U.  S.  Bureau  of 
the  Census,  during  1968  more  than  one- 
fourth  of  all  children  born  to  women  age 
15  to  19  years  old  were  illegitimate.  More 
recent  figures  are  not  yet  available.  To 
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give  you  an  idea  of  what  this  means,  it 
represents  339,000  illegitimate  births  during 
1968.  This  does  not  include  girls  who  be- 
came pregnant  and  got  married,  nor  does  it 
include  the  ones  who  had  abortions.  It  re- 
mains to  be  seen  whether  relaxing  the 
therapeutic  abortion  laws  will  have  any 
effect  on  this  figure. 

Now  that  we  recognize  that  illegitimate 
teenage  pregnancy  is  increasing  rapidly  and 
is  a problem,  let  us  stop  and  think  for  a 
moment  about  why  this  is  occurring. 

In  the  last  year  or  two,  we  have  seen  a 
lot  of  publicity  about  sex  education,  or 
rather  the  lack  of  sex  education.  The  legis- 
lators and  schools  say  “it”  should  be  taught 
in  church  or  at  home.  Church  and  home 
“pass  the  buck”  back  to  the  school.  Con- 
sequently, sex  education  is  taught  by  any- 
one who  is  a year  older  than  the  one 
learning,  or  by  anyone  who  could  sneak  into 
an  X-rated  movie.  But  mainly  it  is  taught 
by  passing  on  dirty  jokes.  I enjoy  risque 
jokes  as  well  as  anyone  but  it  is  a poor  way 
to  learn  about  such  an  important  subject. 

Alcohol,  drugs,  sexy  TV  commercials  and 
almost  everything  else  has  been  blamed  for 
the  increasing  problem. 

I wish  to  propose  still  another  cause  for 
the  increase  in  the  pregnancy  rate  among 
teenagers,  namely  the  birth  control  pill.  I 
believe  the  pill  is  also  one  of  the  main 
causes  for  the  increase  in  venereal  disease. 

Boys  and  girls  are  going  to  have  inter- 
course, they  always  have  and  I know  of  no 
way  to  stop  them  now.  The  only  difference 
is  that  in  the  last  ten  years  the  burden  of 
protection  has  shifted  from  the  boy  to  the 
girl.  The  boys,  as  they  are  growing  up,  are 
not  learning  about  condoms  from  the  older 
boys.  These  kids’  parents  are  not  using 
condoms  so  they  never  see  them  around 
the  house,  nor  sneak  them  out.  In  addition 
to  this,  the  birth  control  pills  are  relatively 
inaccessible  to  the  teenage  girls.  The  girls 
cannot  get  birth  control  pills  without  see- 
ing a doctor.  I imagine  it  would  be  pretty 
difficult  for  a single  teenager  to  go  into  a 
doctor’s  office  and  say  she  thinks  she  is 
getting  big  enough  to  start  playing  around 
and  wants  to  take  pills.  Even  if  they  do, 
and  the  doctor  gives  them  pills  and  they 
are  under  18  years  of  age  (changed  from  21 


recently) , and  the  parents  have  not  con- 
sented to  it,  the  doctor  is  guilty  of  con- 
tributing to  the  delinquency  of  a minor. 
If  he  obtains  a pap  smear,  which  he  should, 
he  is  guilty  of  assault  and  battery.  There 
have  been  judgments  against  doctors  for 
this  very  thing.  The  result  of  all  of  this  is 
that  teenagers  are  having  intercourse  with- 
out protection  and  are  getting  pregnant. 
This  is  why  more  than  one-fourth  of  all 
babies  born  to  girls  age  15  to  19  are  illegiti- 
mate. 

Once  the  girl  is  pregnant  she  is  faced 
with  a real  problem.  She  can:  (1)  get 

married  and  have  the  baby;  (2)  have  an 
abortion;  or  (3)  not  get  married  and  have 
the  baby. 

Getting  married  is  the  easiest  and  sim- 
plest thing  to  do.  This  traditionally  has 
been  socially  acceptable,  and  most  of  the 
time  only  the  involved  couple  knew  she  was 
pregnant  before  marriage.  People  may 
count  the  months  on  their  fingers  but  they 
say,  “well  at  least  they  got  married.”  Even 
though  the  marriage  may  end  in  divorce  it 
still  is  socially  acceptable  and  “the  thing 
to  do”  according  to  many  people.  Many  of 
the  marriages  under  these  circumstances 
are  stable  happy  marriages. 

One  alternative  to  getting  married  is  to 
have  an  abortion.  As  you  know,  abortion 
laws  in  some  states  have  been  liberalized 
to  the  extent  that  abortion  on  request  is 
possible.  Agencies  are  set  up  which  make 
arrangements  for  anyone  to  have  a thera- 
peutic abortion  in  New  York  or  other  cities 
where  it  is  legal.  They  can  arrange  for  the 
girl  to  go  to  New  York,  have  a therapeutic 
abortion  and  return  home  the  same  day. 
The  cost  of  this,  including  transportation, 
hospital  and  surgeon’s  fee  ranges  from  $300- 
$500  depending  on  the  stage  of  gestation 
and  the  procedure  which  must  be  done. 
In  spite  of  this  service,  criminal  abortions 
are  still  sought  and  obtained  by  far  too 
many  of  these  girls.  We  still  see  a number 
of  girls  who  have  had  criminal  abortions 
and  develop  complications. 

Psychologic  problems,  including  suicide 
attempts,  etc.,  are  not  seen  very  often  in 
girls  who  have  early  therapeutic  abortions. 
Thirteen  percent  of  girls  who  deliver  term 
infants  will  attempt  suicide  according  to 
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Dr.  Gabrielson  at  the  University  of  Cali- 
fornia. 

Another  alternative  these  pregnant  teen- 
agers have  is  to  have  their  baby  and  not  get 
married.  This  is,  by  far,  the  most  difficult 
thing  to  do.  For  the  past  4 years  I have 
been  associated  with  an  organization  called 
AGAPE,  The  Association  for  Guidance  Aid 
Placement  and  Empathy.  This  is  a church 
sponsored  non-profit  organization  which 
deals  mainly  with  unwed  mothers  and  their 
babies.  The  girls  are  offered  medical  care, 
foster  boarding  homes,  counselling  by  quali- 
fied social  workers,  etc.,  and  the  babies  are 
placed  for  adoption  if  the  mother  so  desires. 
These  girls  are  not  pressured  in  any  way 
to  either  place  the  baby  for  adoption  or  to 
keep  it. 

Since  1967,  146  girls  have  been  cared  for 
through  AGAPE.  Most  of  the  girls  arrive 
during  the  5th  or  6th  month  of  pregnancy, 
or  when  they  reach  the  point  they  can  no 
longer  physically  hide  the  fact  that  they 
are  pregnant.  For  the  first  5 or  6 months, 
they  have  been  living  in  fear  that  someone 
would  find  out.  They  have  been  wearing 
tight  girdles,  full  skirts,  been  on  diets,  etc., 
hiding  the  pregnancy,  and  have  been  liv- 
ing with  guilt  feelings.  Everytime  they  see 
their  parents  they  think  how  disappointed 
their  parents  are  in  them,  and  how  they 
have  “let  them  down.”  Many  times  they  are 
reminded  of  this  by  their  parents’  actions  or 
by  things  they  say. 

When  they  come  to  AGAPE  they  come 
into  an  atmosphere  where  everyone 
“knows.”  This  is  in  itself  a tremendous  re- 
lief to  many  of  these  girls.  They  do  not 
have  to  hide  it  any  longer.  They  can  talk 
openly  about  it  with  the  foster  family,  with 
the  counselors  and  with  other  girls  in  the 
program.  They  have  periodic  meetings 
with  the  other  girls  in  the  program  and  also 
have  individual  sessions  with  the  counsel- 
ors. They  are  shown  movies  about  the 
physiology  of  pregnancy,  visit  labor  and 
delivery  rooms,  and  in  general  learn  what 
to  expect  for  the  remainder  of  the  preg- 
nancy and  delivery.  They  receive  prac- 
tically the  same  information  that  married 
mothers  receive  by  attending  any  of  the 
prenatal  classes  at  the  hospitals  or  at  the 
Red  Cross  centers. 


In  the  office  they  are  treated  just  as  any 
married  pregnant  woman  would  be  treated. 
They  are  not  pampered  any  more  than 
other  patients.  They  are  well  aware  of 
their  situation  and  do  not  need  to  be  re- 
minded of  it  every  time  they  come  to  the 
office  either  by  actions  or  words.  They  are 
not  given  special  appointments  so  they  will 
not  see  other  pregnant  women;  to  the  con- 
trary, they  sometimes  are  intentionally 
given  appointments  so  they  will  be  in  the 
office  with  other  pregnant  women  to  see 
that  they  are  experiencing  the  same  prob- 
lems and  changes  that  married  women 
experience. 

Usually  by  the  time  they  have  made  2 or 
3 visits  they  begin  to  open  up,  they  realize 
no  one  is  fussing  at  them  or  making  a “big 
deal”  about  their  being  pregnant.  They  be- 
gin asking  questions,  seeking  information 
about  pregnancy,  and  more  importantly 
seeking  advice  about  their  next  big  de- 
cision, which  is  whether  to  keep  the  baby 
or  not,  and  even  whether  to  see  the  baby 
or  not.  They  are  never  given  a direct 
answer  to  these  questions.  The  alternatives 
are  discussed  in  great  detail,  but  the  de- 
cision is  strictly  left  to  the  individual  girl. 

I personally  feel  they  should  see  the  baby 
even  if  they  place  it  for  adoption.  They  are 
then  aware  that  they  did  produce  a healthy 
baby,  except  in  rare  instances,  and  this 
seems  to  calm  fears  about  having  children 
in  the  future.  They  then  know  that  they 
can  have  other  children. 

In  about  the  last  year,  I can  recall  only 
one  or  two  who  did  not  see  their  baby. 
These  involved  special  circumstances  and 
probably  was  the  better.  In  the  first  year  or 
two  of  AGAPE  most  girls  did  not  see  their 
babies.  There  has  been  a definite  change 
of  thinking  in  this  area. 

Another  trend  that  has  definitely  been 
established  is  that  the  number  of  girls  keep- 
ing their  babies  is  increasing.  In  1967-68, 
10%  of  the  girls  kept  their  babies.  In  1968- 
69,  14%  kept  their  babies.  In  1969-70,  20% 
kept  their  babies,  while  in  1970-71,  25%  kept 
theirs.  Possibly  the  psychiatrists  can  shed 
more  light  on  the  reasons  for  this  than  I 
can.  Apparently,  we  are  witnessing  a 
change  in  the  basic  morals,  or  at  least  a 
change  in  sense  of  responsibility  among  the 
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younger  girls.  I will  leave  this  area  to  the 
psychiatrist  if  they  wish  to  comment  about 
it. 

Another  interesting  change  that  has  been 
noticed  is  that  more  and  more  of  the 
fathers  of  these  pregnancies  are  accepting 
responsibility  and  providing  some  financial 
assistance  to  the  mothers.  It  is  interesting 
to  see  these  changes  occurring  when  you 
see  and  read  so  much  in  the  news  about 
the  irresponsible  generation. 

So  far  we  have  discussed  the  problem  of 
teenage  pregnancy  and  to  some  extent  how 
these  girls  can  be  managed.  Now  let  us 
turn  to  what  can  be  done,  and  is  beginning 
to  be  done  to  prevent  this  from  happening. 
First  of  all,  I know  of  no  way  to  prevent 
intercourse.  If  any  one  does,  I would  like 
to  know.  This  leaves  us  with  the  problem 
of  preventing  pregnancy.  Liberalization  of 
abortion  laws,  plus  liberalization  of  peo- 
ple’s thinking  about  abortion  will  help 
some.  But  facilities  are  not  yet  available  in 
the  areas  where  abortion  is  legal  to  take 
care  of  350,000  therapeutic  abortions.  As 
more  states  revise  their  laws,  progress  will 
be  made  in  this  area. 

I feel  that  one  of  the  most  progressive 
steps  taken  has  been  here  in  Tennessee, 
and  other  states  are  in  the  process  of  doing 


it  now.  That  is  lowering  the  age  of  emanci- 
pation from  21  to  18.  This  opens  the  door 
for  a large  group  of  girls  to  seek  and  obtain 
contraceptive  advice  without  having  to  get 
parental  consent  and  without  leaving  the 
doctor  open  to  criticism  and  possible  legal 
action  by  the  parents. 

The  most  important  and  most  effective 
area  to  decrease  teenage  pregnancy  is 
going  to  be  education.  By  education  I mean, 
— (1)  education  of  the  girls  and  boys  in 
matters  of  sex  and  birth  control,  (2)  edu- 
cation of  parents  to  recognize  this  problem 
and  discuss  it  with  their  children  both  girls 
and  boys,  and  (3)  education  of  the  doctors 
to  recognize  the  problem.  Physicians  must 
not  only  provide  contraception  to  those  who 
seek  it,  but  must  be  able  to  recognize  and 
offer  it  to  those  who  need  it.  Many  girls 
come  in  with  a vague  complaint  usually 
related  to  the  pelvis,  who  really  want  con- 
traceptive advice  but  are  embarrassed  to 
ask  for  it.  They  must  be  recognized  and 
treated  accordingly. 

Only  through  a combined  effort  to  liberal- 
ize abortion,  provide  contraception  and  edu- 
cation of  the  people  to  accept  these  things, 
can  the  number  of  illegitimate  teenage 
pregnancies  be  decreased,  probably  never 
eliminated,  but  they  can  be  reduced. 


X.  The  Meaning  of  the  Automobile  to  the 

Adolescent 

W.  R.  C.  STEWART,  JR,  M.D,  Nashville,  Tenn. 


In  Africa  the  Masai  tribe,  whose  primary 
source  of  nourishment  is  milk  and  meat 
from  their  herds  of  cattle,  formerly  made  a 
practice  of  accepting  a male  youth  as  a 
man  when  he  single  handedly  slew  a lion 
with  his  spear.  American  Indians  sent  their 
youths  into  the  wilderness  with  only  a 
knife  and  the  injunction  to  survive  for  a 
month  and  prove  their  manhood. 

*From  the  Departments  of  Psychiatry,  Meharry 
Medical  College  and  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn. 


The  process  of  achieving  adulthood  has 
never  been  an  easy  one  in  our  country.  It 
is  generally  agreed  that  the  period  we  re- 
fer to  as  adolescence  occurs  sometime  with- 
in the  age  span  of  10  to  22.  There  are 
milestones  in  this  process  referred  to  as 
adolescence  such  as:  (1)  the  onset  of  men- 
struation, (2)  development  of  secondary 
sexual  characteristics,  (3)  the  growth  spurt 
which  may  be  sudden  and  dramatic  in  many 
instances  and  may  occur  at  variable  times, 
(4)  religious  ceremonies  which  signify  the 
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willingness  of  the  child  to  accept  responsi- 
bilities for  his  religious  life,  or  (5)  age  16 
and  eligibility  to  enter  a driver’s  training 
course,  procure  a license  and  perhaps  use 
the  family  car.  At  this  point,  the  adolescent 
still  has  various  tasks  before  obtaining 
adulthood.  At  the  age  of  18,  he  may  now 
vote,  buy  alcohol,  and  run  for  certain  pub- 
lic offices.  At  the  age  of  19,  he  is  privileged 
to  serve  his  country  in  the  Armed  Services 
if  he  is  chosen  by  lot. 

Age  18  is  probably  the  median  age  for 
graduation  from  high  school.  This  brings 
the  dilemma  of  beginning  a vocation  or  con- 
tinuing schooling.  The  individual  who  con- 
tinues school  remains  dependent  upon 
parents  for  support,  and  in  this  matter 
prolongs  his  adolescence.  The  single  male 
driver  under  age  25  discovers  the  cost  of 
liability  insurance  to  be  exceedingly  high 
and  feels  discriminated  against  because  of 
this.  This  information  serves  to  point  to  the 
paradoxical  communication  we  transmit  to 
our  adolescents.  In  essence,  we  say  “be  an 
obedient  child,  but  act  like  a responsible 
adult.”  In  the  words  of  Richard  Armour,1 

“Sons  and  daughters  in  their  teens 
Think  their  parents  don’t  know  beans. 

This  is  bad  enough,  although 
Even  worse,  it’s  often  so.”1 

Dr.  Seymour  Halleck,2  in  a somewhat 
more  serious  light,  points  out  that  we  must 
help  youth  look  for  alternatives  in  what 
seems  a world  without  a future. 

Traditionally,  a boy  has  learned  to  be- 
come a man  by  modeling  himself  after  his 
father.  Now  it  is  unusual  for  a boy  to  be 
able  to  observe  his  father  at  work.  In  the 
not  too  distant  past,  the  boy  also  acquired 
heroes  whom  he  would  attempt  to  emulate. 
The  guy  in  the  white  hat  no  longer  neces- 
sarily represents  bravery,  loyalty,  honesty, 
etc.  Star  athletes  hedge  on  contracts,  or 
receive  suspension  for  betting.  The  news 
media  frequently  question  the  credulity 
and  judgment  of  our  national  leaders.  I 
raise  the  issue  of  the  confused  path  from 
childhood  to  adulthood  to  point  out  the 
instantaneous  sensation  of  power  obtained 
by  the  individual  who  climbs  behind  the 
wheel  of  an  automobile.  He  becomes  the 
equal  of  almost  anyone  else  in  the  world. 

Although  adolescents  become  depressed, 


they  frequently  do  not  exhibit  the  symp- 
toms one  would  expect  from  adults  such  as 
weeping,  expression  of  feelings  of  hopeless- 
ness, worthlessness  and  insomnia.  The 
adolescent  is  more  prone  to  take  action  to 
enhance  his  self-esteem.  These  acts  may  be 
running  away  from  home,  sexual  promis- 
cuity, shoplifting  or  perhaps  auto  theft.  It 
is  logical  that  a boy  with  a lowered  self- 
esteem might  take  this  last  method  of 
almost  instantaneously  procuring  power 
and  mobility  for  himself. 

Most  adults  think  of  autos  as  means  of 
getting  from  place  to  place.  The  teenager 
shares  this  view,  but  has  a need  to  prove 
himself  and  challenge  fate,  and  may  abuse 
his  driving  privilege  by  speeding,  playing 
chicken  or  hood  surfing.  “Chicken”  is  a 
game  in  which  the  drivers  of  two  cars 
approach  each  other  at  a high  rate  of  speed 
until  the  “chicken”  veers  off.  “Hood  surf- 
ing” is  accomplished  by  standing  on  the 
hood  of  a rapidly  moving  automobile. 

I take  this  occasion  to  repeat  two  brief 
quotes  to  illustrate  the  thinking  of  others 
concerning  the  relationship  between  per- 
sonality characteristics  and  driving. 

“A  pilot  sample  of  288  unmarried  male  driv- 
ers aged  16  to  24  years  were  interviewed 
concerning  their  driving  habits,  attitudes, 
accidents,  and  violations.  Differences  be- 
tween successive  age  groups  indicated  dis- 
tinct developmental  changes:  graduation  of 
the  inexperienced,  impulsive,  but  cautious 
beginner  to  a self-confident,  financially  in- 
dependent, heavier  drinking,  and  more 
dangerous  young  adult.  Both  accident-prone 
and  violation-prone  drivers  appeared  to  use 
the  automobile  to  express  impulses.  Both 
sets  were  more  likely  to  have  ‘working 
class’  characteristics.  Accidents  also  rose 
simply  with  exposure  (miles  driven),  but 
violations  did  not.”3 

While  youth  has  the  advantage  of  supe- 
rior reflexes,  age  does  not  automatically 
confer  wisdom  and  good  judgment.  To  de- 
part from  specific  dealings  with  adolescents 
to  drivers,  in  general,  let  us  consider  this 
view. 

“Generally  agreed  is  that  many  people 
drive  as  they  live,  and  take  their  anger  or 
timidity,  impatience  or  carelessness,  with 
them  behind  the  wheel.  Discourtesy  in  a 
driver  may  stem  from  emotional  instability, 
overaggressiveness,  impatience;  the  result 
is  the  ‘road  hog’  who  prevents  others  from 
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legitimately  passing,  the  ‘king  of  the  road’ 
who  is  possessed  by  the  desire  to  pass  every- 
one else.  Impatience  is  the  hallmark  of  the 
chronic  hornblower  and,  more  dangerously, 
the  weaver  from  lane  to  lane  and  the  ‘tail 
gater’  who  drives  too  close  to  the  car  in 
front.  The  personality  that  wishes  to  defy 
the  law  in  everyday  situations  is  inclined  to 
pass  on  hills,  ignore  stop  lights,  maintain 
speeds  far  in  excess  of  the  posted  limits.”4 
As  is  the  case  with  television  advertising 
of  soap,  house  paint,  and  soft  drinks,  sex 
appeal  has  been  widely  used  in  connection 
with  the  automobile.  Those  of  us  who  are 
young  enough  to  remember  our  feelings  at 
the  age  of  16,  would  acknowledge  the 
probable  influence  on  the  youth  of  today. 
Another  psychologic  aspect  of  the  auto- 
mobile may  be  rapidly  acquired  by  con- 
sideration of  the  names  which  the 
manufacturers  have  chosen  to  label  the 
products.  Those  which  are  not  beast  of 
prey  are  often  aggressive  or  destructive  in 
other  ways.  A teenager  who  desires  power 


would  naturally  choose  to  drive  a Saber 
Tooth  Tiger  or  Mammoth  in  preference  to  a 
Pussy  Cat  or  Pekingese.  Perhaps  the  most 
cogent  summation  I can  offer  you,  would  be 
found  in  the  following  quotation: 

“If  you  are  careless,  impetuous  and  have 
imperfect  judgment  and  self-discipline  in 
your  daily  life,  these  traits  will  be  reflected 
in  your  driving.  The  damned  fool  in  life 
is  a menace  on  the  road.”5 
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XI.  Auto  Insurance  Problems  of  the  Teenager 

HERBERT  W.  LUTON,  JR,  CPCU,  CLU,  Nashville,  Tenn.* 


I have  thought  long  and  hard  on  how  to 
present  a few  words  on  “Auto  Insurance 
Problems  of  the  Teenager”  to  you,  a group 
of  people  whom  I respect.  I started  out  in 
college  as  a “pre-med”  student  and  realized 
I did  not  have  the  true  motivation  to  “make 
it”  and  changed  my  major  to  Business  Ad- 
ministration. As  two  of  the  last  strongholds 
of  free  enterprise,  my  profession,  “insur- 
ance,” and  your  more  august  one,  “med- 
icine,” perhaps  have  a lot  in  common.  Your 
evolution  from  general  medicine  to  the  age 
of  specialization  caused  your  practice  to 
become  more  complicated.  Most  of  your 
income  used  to  come  from  individuals  who 
paid  you  from  current  income.  Now  it  has 
changed,  hasn’t  it?  Most  of  your  income 
comes  from  group  insurance  companies  or 
the  U.S.  government.  Part  of  our  general 
insurance  dollar  still  comes  from  individ- 
uals, but  most  of  our  income  comes  from 

*Executive  Vice-President,  Security  Insurance, 
Inc,  Nashville,  Tenn.  37211. 


corporations  or  associations  rather  than  in- 
dividuals. Auto  insurance  and  homeowner 
policies  (personal  lines) , are  a “loser  for 
most  local  independent  agents.”  We  write 
such  coverage  because  we  must.  It  is  neces- 
sary for  us  to  handle  this  in  order  to  write 
the  more  lucrative  commercial  and  profes- 
sional accounts.  The  public  demands  we 
handle  this  in  order  to  be  eligible  to  handle 
their  business  accounts. 

The  70%  of  American  family  units  who 
make  under  $8,000  a year  are  now  demand- 
ing greater  efficiency  and  less  cost  for  their 
automobile  insurance.  Greater  efficiency 
should  provide  a more  equitable  distribu- 
tion of  the  premium  dollar.  For  this  group 
of  people,  our  present  system  of  “tort”  lia- 
bility seems  unjust,  rewarding  some  claim- 
ants with  unnecessary  generosity  while 
many  more  receive  nothing. 

This  introduction  sets  the  stage  for  my 
subject,  “Auto  Insurance  Problems  of  the 
Teenager.”  Auto  insurance  problems  of  the 
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teenager  are  but  an  extreme  example  of 
the  problems  of  the  auto  insurance  industry 
generally — the  underwriting  of  auto  insur- 
ance for  100  million  people,  (70  million  of 
which  are  private  passenger  auto  risks) . In 
1970,  the  statistics  show  17.4  million  traffic 
accidents;  55,300  killed,  5 million  injured. 
This  appalling  toll  is  costly  for  any  industry 
to  attempt  to  underwrite. 

There  are  two  parts  to  the  problem: 

First : Attempt  to  reduce  the  costs  of 

bodily  injury  (BI)  and  property  damage 
(PD)  by — (a)  accident  prevention,  (b)  re- 
ducing the  cost  of  repair  of  the  auto  (c) 
reducing  the  agent’s  acquisition  costs,  (d) 
adequate  law  enforcement,  and  (e)  elimi- 
nating some  of  the  costs  of  state  insurance 
departments. 

Second:  Reduce  the  costs  of  getting  the 
dollars  into  the  hands  of  the  injured  party, 
the  person  with  bodily  injury  or  property 
damage.  The  biggest  offender,  some  say,  is 
our  present  system  of  “tort”  liability.  Some 
say  that  30%  of  the  premium  dollar  goes 
to  lawyers  or  courts.  They  say  that  “tort” 
liability  is  too  expensive,  together  with  its 
concomitant  awards  for  punitive  damages. 
The  Massachusetts  “No  Fault”  Plan  for  its 
first  3 months,  costs  36%  less  for  BI  claims. 
Under  this  plan,  bodily  injury  and  property 
damage  claims  are  paid  directly  to  the  in- 
jured person,  regardless  of  fault.  Also,  the 
insurance  company  reimburses  (on  a pri- 
mary basis)  medical  costs,  has  a death 
benefit  and  provides  for  loss  of  income.  The 
injured  party  may  sue  if  the  BI  is  greater 
than  $500  in  the  Massachusetts  plan,  but  no 
suit  is  possible  in  the  PD  liability  if  the 
insured  is  dissatisfied.  Two  other  proposed 
plans  have  BI  payment  schedules,  and  per- 
mit BI  suits  over  $2,000.  Under  PD,  you  are 
paid  for  damage  to  your  own  car.  So,  (1) 
It  is  paid  directly  by  insurance  company  to 
the  insured,  (2)  Insured  can  purchase  full 
collision  from  his  insurance  company  (with 
deductible)  which  provides  coverage  even 
if  no  other  party  is  involved. 

Many  objections  have  been  voiced  to  the 
plan.  For  example:  (a)  Objection — Under 

“no-fault” — the  guilty,  including  drunken 
drivers,  are  paid  as  well  as  innocent  ones. 
Answer — The  medical  bills  and  economic 
needs  of  “at-fault”  drivers  are  now  being 


paid  by  society  in  some  way,  either  by  in- 
surance or  welfare  funds.  The  use  of  “no- 
fault” plans  does  not  eliminate  this  burden 
which  society  has  always  borne,  (b)  Objec- 
tion— The  guilty  driver  under  “no-fault” 
does  not  have  to  pay  for  the  injury  or 
damage  he  has  caused  to  his  innocent  vic- 
tim. Answer — Under  the  present  “Tort 
Adversary”  plan,  the  guilty  party’s  insur- 
ance usually  pays  damages  for  which  he  is 
found  responsible.  Thus,  there  is  little 
punitive  effect  in  leveling  responsibility  for 
damages  against  him.  (c)  Objection — Al- 
leged inadequate  compensation;  (d)  Objec- 
tion— Collision  costs  are  alleged  to  be  more 
because  of  no  subrogation;  (e)  Objection — 
Many  insurance  companies  oppose  this  sys- 
tem. Answer — Some  companies  apparently 
feel  their  competitive  position  would  be 
weakened  by  the  “no-fault”  plan. 

In  conclusion:  There  are  no  simple,  per- 
fect answers.  My  prediction  for  the  future 
is  that:  (1)  Some  “no-fault”  plan  will  defi- 
nitely be  in  effect  in  the  next  5 years.  It  is 
inevitable  in  Tennessee  even  though  some 
oppose  it.  (2)  Private  passenger  auto  in- 
surance, underwritten  by  independent 
agents  dealing  with  individual  customers, 
will  cease  to  be  a major  method  of  insuring 
autos  in  the  next  5 years,  especially  individ- 
uals with  an  annual  income  less  than  $8,000. 

Private  passenger  auto  insurance  will  be 
sold  wholesale  through  employers,  and  will 
be  written  on  a payroll  deduction  plan. 
These  people  will  be  willing  to  fill  out  forms 
for  themselves  and  pay  computerized  bills 
in  consideration  of  a reduced  premium. 
They  will  forego  some  personal  services  in 
order  to  be  able  to  buy  their  insurance  at 
less  cost. 


PHYSICIANS  NEEDED 

General  Practitioners,  Internists,  Orthopedic 
Surgeon,  Urologist  and  Psychiatrist  needed 
in  community  of  75,000.  200  bed,  fully  ac- 
credited hospital.  37  physicians.  For  infor- 
mation, call  collect:  Carney  W.  Wright,  Ad- 
ministrator, or  Dr.  B.  T.  Iglehart,  Chairman, 
Recruitment  Committee,  MEMORIAL  HOS- 
PITAL, Clarksville,  Tennessee  37040. 

Phone:  (615)  647-1541. 


HIGHLIGHTS  OF  BOARD  OF  TRUSTEES  MEETING,  OCTOBER  10,  1971-BOARD  IN  BUSY 
SESSION  . . . The  business  of  the  Board  required  nine  hours  and  was  one 
of  the  longest  meetings  in  years  ...  38  items  on  the  Agenda  required 
action  of  the  Board  • • • The  Trustees  acted  upon  reports  on  plans  for 
Community  Health  Week;  the  newspaper  series  sponsored  on  the  subject 
"The  Making  of  a Doctor  of  Medicine,"  and  appearing  in  daily  newspapers 
across  the  state  ; reports  from  the  Rural  Health  Conference  and  Health 
Project  Contest  activities,  and  plans  for  the  Annual  Meeting  of  the 
Committee  on  Medicine  and  Religion  • . . Other  reports  were  acted  upon 
from  the  conference  in  which  TMA  participated  between  physicians, 
hospital  administrators  and  nurses.  ACTION : The  Board  adopted  a motion 
to  go  on  record  as  opposing  any  change  in  the  Nurse  Practice  Act  that 
would  make  it  legal  for  nurses  to  diagnose  and  treat  patients  ... 

The  Board  was  briefed  on  the  conference  held  November  14th  on  Manage- 
ment of  the  Socio-Economics  of  Health  Care  . • . Replacements  and 
appointments  were  made  on  four  important  committees,  and  nominations 
submitted  to  the  Governor  for  his  consideration  and  appointment  for  two 
State  of  Tennessee  boards. 

* * * 


MEDICAL  CARE  FOUNDATIONS  ...  A final  review  of  the  program  presented 
at  the  November  14th  special  session  of  the  House  of  Delegates,  and 
the  Conference  on  Socio-Economics  of  Health  Care,  was  reviewed  for  the 
Board  and  a broad  discussion  of  the  purposes  of  a medical  care 
foundation, 

* * ❖ 

ACTIVITIES  . . . The  Board  was  presented  with  the  format  and  program  for 
the  1972  Annual  Meeting  . . • The  Executive  Director  reported  on  the 
participants  for  the  general  program  in  the  subject  area  of  "How  Will 
Government  Medicine  and  National  Health  Insurance  Affect  Physician’s 
Practice"  ...  The  Board  adopted  an  action  that  the  Trustees  and 
Officers  inform  all  county  medical  societies  of  the  willingness  of  TMA 
officials  to  visit  the  county  society's  meetings  for  the  purpose  of 
reporting  TMA  work  and  activities  . . . Members  of  the  IMPACT  Board  of 
Directors  were  appointed  for  1972  . . . The  Board  adopted  an  action  and 
assigned  to  the  Committee  on  Communications  and  Public  Service,  the 
responsibility  of  the  study  for,  and  the  needs  involved  with  the  health 
care  of  the  poor  . . . Agreed  to  co-sponsor  a conference  on  relation- 
ships between  state  medical  associations  and  voluntary  health  agencies. 

* ❖ ❖ 

! 

OTHER  KEY  ACTIONS  . . . Approved  TMA’ s sponsoring  a charter  flight  for  a 
Mediterranean  cruise  in  1972  ...  Discussed  methods  of  how  to  ef- 
fectively sponsor  Dr.  Tom  Nesbitt  for  Vice-Speaker  of  the  AMA  House  of 
Delegates,  and  adopted  a motion  that  the  TMA  Committee  on  Continuing 


Medical  Education  be  the  certifying  agent  for  medical  education  programs 
in  the  community  hospitals  throughout  the  state,  beginning  in  1972  • • . 
Approved  an  action  to  initiate  in  strategically  located  county  medical 
societies,  a speakers  bureau  on  health  care  costs  • . . Discussed  a 
letter  from  the  Tennessee  Osteopathic  Association  concerning  a uniform 
medical  practice  law,  and  referred  this  matter  to  the  TMA  Interprofes- 
sional Liaison  Committee  for  further  study  . • . Appointed  members  of 
the  Medico-Legal  Code  Committee  of  the  Tennessee  Bar  Association  and 
TMA. 

* £ * 

STIMULANT  DRUGS  . . . Adopted  a statement  calling  for  the  TMA  Board  to 
approve  and  urge  the  principal  officers  of  the  State's  49  county  medical 
societies,  to  initiate  informational-educational  campaigns  at  the  local 
level  to  help  combat  the  current  drug  abuse  epidemic  • • • Approved  a 
program  of  peer  review  and  continuing  education  of  individual  phy- 
sician's laboratories  for  those  who  wish  to  voluntarily  participate. 

The  program  is  designed  primarily  for  an  office  laboratory. 

* * * 

FISCAL  AFFAIRS  . . . Reviewed  the  Third  Quarter  Financial  Statement  and 
approved  it  • . • The  budget  for  1972  was  presented,  and  after  careful 

study  and  several  revisions,  the  Board  approved  the  budget  for  the 

fiscal  and  calendar  year  1972  • . . Considered  a letter  from  the  TMA 
Ad  Hoc  Committee  on  Medical  Licensure,  and  approved  a motion  that  the 
Board  adopt  the  recommendations  of  the  Committee,  approving  of  the 
proposed  amendments  to  the  Medical  Examiners  Law,  and  recommended  that 
the  proposed  changes  be  referred  to  the  Committee  on  Legislation.  Also, 
the  Board  assigned  to  the  Ad  Hoc  Committee  the  duties  to  study  the  legal 

status  of  Physician's  Assistants  as  pertaining  to  licensure  or 

certification. 

* ❖ * 

EAST  TENNESSEEE  MEDICAL  SCHOOL  . . . The  business  requiring  the  most 
lengthy  discussion  involved  the  proposed  new  medical  school  in  East 
Tennessee  (Johnson  City).  After  lengthy  discussion,  the  Board  unani- 
mously restated  its  endorsement  of  the  Commission  on  Higher  Education's 
study,  recommendations  and  conclusions,  and  approved  of  the  Commission's 
continued  efforts  in  this  endeavor  ...  In  further  action,  the  Board 
reiterated  its  policy  position  that  the  University  of  Tennessee  Medical 
School  should  be  strongly  funded  financially  as  much  as  it  is  possible 
to  do  in  this  state,  and  then  if  it  is  possible  and  desirable  to  fund 
a medical  school  in  East  Tennessee,  the  Board  is  not  opposed,  but  the 
Trustees  do  not  see  a practical  way  to  do  this  at  the  present  time; 
that  the  funds  offered  by  the  Teague  Bill  seem  woefully  inadequate,  and 
therefore,  the  Board  will  assume  that  the  state  should  proceed  with  the 
clinical  centers,  and  preferably  in  upper  East  Tennessee  as  soon  as 
possible  ...  In  answering  a request  from  the  Governor,  the  Board 
acted  to  notify  him  that  the  Board  of  Trustees  stands  ready  to  consult 
with  the  Governor  on  this  matter  at  his  convenience. 

* * * 

PHYSICIAN'S  ASSISTANTS  ...  A national  AMA  program  to  provide  certifica- 
tion for  the  assistant  to  the  primary  physician  will  be  proposed  in  the 
House  of  Delegates  at  the  Clinical  Convention  of  AMA.  The  AMA  Council  on 
Health  Manpower,  in  collaboration  with  specialty  societies,  and  with 
cooperation  of  state  and  local  medical  societies,  is  developing  a 
certification  program  to  help  assure  the  maintenance  of  high  standards 
for  Physician's  Assistants. 


Communications 

Legislation 


Hadley  Williams,  Assistant  Executive  Director 

MEDICARE  CLAIMS  DEADLINE  NEARING  ...  The  Equitable  Life  Assurance 
Society  fiscal  intermediary  for  Part  "B"  of  the  Medicare  program, 
advises  all  physicians  of  the  December  31,  1971  deadline  for  filing 
claims  for  services  rendered  between  October  1,  1969  and  September  30, 
1970.  Each  year  a large  number  of  claims  are  denied  because  of  late 
submission.  For  the  purposes  of  this  time  limitation,  a claim  is  con- 
sidered any  writing  by  or  on  behalf  of  a claimant  which  indicates  the 
desire  to  claim  payment  from  the  Medicare  program  for  specific  services 
rendered  by  an  enrolled  provider.  Physicians  should  be  aware  of  the 
following  deadlines: 

For  Services  Rendered  Between: 

October  1,  1969  and  September  30,  1970 

October  1,  1970  and  September  30,  1971 

October  1,  1971  and  September  30,  1972 

* * * 

UNITED  LABS  RECERTIFIED  FOR  MEDICARE  AND  MEDICAID  SERVICES  . . . Equitable 
Life  has  also  informed  all  providers  under  Medicare  and  Medicaid  that 
United  Medical  Laboratory  of  Portland,  Oregon  has  corrected  the  de- 
ficiencies that  led  to  recent  decertification  action.  The  Lab  has 
reorganized  and  has  entered  into  referral  agreements  with  three  other 
certified  laboratories  so  that  all  cytological  examinations  are  now 
performed  by  qualified  personnel.  As  a result.  United  Medical  Laboratory 
has  been  recertified  to  perform  cytological  examinations  effective 
September  8,  1971, 

* * # 

PRIVATE  HEALTH  INSURANCE  CONTINUES  TO  RISE  . . . Despite  charges  that  the 
Health  Insurance  Industry  has  failed  to  meet  the  health  needs  of 
Americans  through  insurance  by  those  who  would  socialize  all  health  care 
in  America,  statistics  show  that  over  nine  out  of  every  ten  Americans 
below  age  65  were  covered  by  private  hospital  expense  insurance  at  the 
end  of  1970.  Of  those  covered  for  some  or  all  of  their  hospital  ex- 
penses, 94  percent  also  had  surgical  expense  protection  and  80  percent 
had  non-surgical  medical  expense  coverage.  Major  medical  expense 
policies  continue  to  rise  and  more  than  76  million  persons  under  age  65 
had  coverage  by  the  end  of  1970.  This  form  of  protection,  which  re- 
imburse insured  for  both  in  and  out-of-hospital  expenses,  was  held  by 
seven  out  of  every  ten  persons  below  age  65  covered  by  insurance  com- 
panies. These  figures,  released  by  the  Health  Insurance  Council,  indi- 
cate that  the  remaining  needs  of  the  public  in  the  health  care  area  can 
best  be  met  by  building  upon  the  strength  of  the  present  system  rather 
than  destroying  it  entirely  for  some  unknown,  untried,  and  unwanted 
compulsory  system  controlled  and  operated  by  the  Federal  Government. 


Deadline  for  Claims; 
By  December  31,  1971 
By  December  31,  1972 
By  December  31,  1973 


PHARMACISTS  WANT  RIGHT  TO  SUBSTITUTE  DRUGS  ...  The  American  Pharma- 
ceutical Association's  House  of  Delegates  issued  a policy  statement 
calling  for  the  repeal  of  anti-substitution  laws  which  would  allow 
pharmacists  to  substitute  drugs  without  the  authorization  of  the 
prescribing  physician.  The  policy,  adopted  during  the  Association's 
meeting  last  August,  calls  for  the  freedom  of  drug  brand  selection,  a 
freedom  relinquished  by  the  pharmaceutical  profession  20  years  ago  when 
drug  counterfeiting  ran  rampant  with  the  post  World  War  II  industrial 
boom.  Most  physicians  feel  that  delegating  the  responsibility  for  drug 
choice  to  the  pharmacist  is  not  in  the  best  interest  of  the  patient 
since  generic  equivalency  has  proved  to  be  a myth.  Research  has  shown 
that  biological  differences  in  supposedly  equivalent  drugs  could  alter 
the  efficiency  of  the  physician's  prescribed  therapy. 

* * * 

MEDICARE  REIMBURSEMENT  FOR  TENNESSEE  REVEALED  ...  The  Department  of 
Health,  Education  and  Welfare  has  released  figures  relative  to  the 
Medicare  program  in  Tennessee  showing  an  expenditure  of  $89.1  million 
on  behalf  of  379,480  recipients  during  the  calendar  year  1969.  Of  this 
total,  $66.9  million  was  expended  for  hospital  insurance  for  the  377,378 
persons  enrolled  and  $22.2  million  went  for  Part  "B"  services  on  behalf 
of  366,072  recipients.  Nationally,  $6.2  billion  was  spent  for  the  20.1 
million  age  65  and  over  enrolled  under  the  program. 


* * * 

PENNSYLVANIA  TO  REQUIRE  CONTINUING  EDUCATION  FOR  MEMBERSHIP  ...  The 

Pennsylvania  Medical  Society  has  adopted  policy  requiring  all  active 
and  senior  members  of  their  society  to  qualify  for  the  AMA's  Physician's 
Recognition  Award  for  continuing  medical  education  during  the  three 
year  period  beginning  July  1,  1972  in  order  to  retain  their  membership 
in  PMS.  The  requirement  for  completion  of  150  hours  of  approved  con- 
tinuing education  was  affected  by  adoption  of  a By-Laws  change  during 
their  recent  annual  session.  Also  approved  was  the  development  of  a 
statewide  foundation  as  part  of  a plan  aimed  at  achieving  a high  quality 
pluralistic  system  of  medical  care  delivery. 


* * * 

POLL  REFLECTS  PUBLIC  OPINION  OF  PHYSICIANS  ...  A recent  poll  conducted 
by  Louis  Harris  shows  that  a majority  of  Americans  are  willing  to 
express  "a  great  deal  of  confidence”  in  only  one  group  of  citizens— 
medical  doctors.  Considering  the  campaign  that  has  been  and  is  currently 
being  waged  against  the  medical  profession  by  leftists  politicians,  the 
liberal  press,  union  bosses  and  assorted  pink-tinged  groups  and 
individuals,  the  report  that  the  medicine's  reputation  is  untarnished 
is  encouraging.  It  is  interesting  to  note  that  the  lowest  levels  of 
popular  respect  are  scored  by  leaders  in  advertising,  trade  unions  and 
the  mass  media,  the  latter  two  among  the  most  vitriolic  and  persistent 
critics  of  medicine.  On  the  list  covering  16  different  types  of  ac- 
tivity, Congress  fell  from  42%  in  1966  to  19%  this  year  in  the  "great 
deal  of  confidence"  category.  Also  dropping  was  the  Executive  Branch 
from  41%  to  23%;  Supreme  Court  from  31%  to  23%  and  Educators  dropped 
from  61%  to  37%  during  the  period. 


Would  you  like  to  join  a medical  organization,  one  based  on  a 
free  and  absolutely  representative  government?  One  that  is  open 
to  any  competent  and  ethical  physician?  That  is  available  in  every 
state  and  nearly  every  county?  That  is  concerned  as  much  as  its 
members  permit  in  policing  the  ethics  of  medicine? 

Would  you? 

Would  you  like  to  belong  to  a professional  organization  that  is 
involved  in  attempting  to  bring  solutions  to  every  problem  in  the 
medical  area  of  society,  having  first  made  sure  it  is  a problem?  An 
organization  that  gives  you  a floor  for  your  opinions  and  represen- 
tation in  the  development  of  policy  from  the  county  up  to  and 
through  the  states  to  the  nation?  One  that  studies  hard  and  works 
hard  to  represent  all  segments  of  medicine?  And  still  has  to  see 
the  problems  and  solutions  of  all  of  the  people  outside  of  medicine?  And  recognizes  that 
it  must  do  what  individuals  and  small  groups  cannot  do? 

Would  you? 

Would  you  believe  that  other  doctors  care — and  really  care  enough  about  you  and 
your  opinions  and  your  problems  and  your  proposals  to  carry  the  ball  all  of  the  way  to 
the  national  newspapers,  television,  and  even  the  floor  of  the  national  legislative  halls? 
Because  you  don’t  have  the  time  or  don’t  take  the  time  or  just  don’t  care? 

Would  you? 

Do  you  want  to  belong  to  a professional  organization  that  sets  the  standards  of  profes- 
sional care  and  that  now  establishes  the  means  to  audit  and  assure  the  standards  of  medi- 
cal care  delivered  to  the  American  people?  All  of  the  American  people?  An  organiza- 
tion that  establishes  and  approves  standards  of  education  for  M.D.  degrees,  standards  for 
surgeons,  internists,  orthopedists  and  Family  Practitioners  and  still  protects  the  rights  of 
all? 

Do  you? 

Would  you  like  to  join  a medical  organization  to  whom  the  President,  senators,  mem- 
bers of  congress,  governors,  mayors,  Jane  Smith  and  Jimmy  Jones  and  the  editors  of  all 
newspapers  come  for  advice  and  help  on  medical  matters  from  a stumped  toe  to  insur- 
ance and  medical  care  for  all  people? 

Would  you? 

Would  you  like  to  be  part  of  a one  hundred  twenty-four  (124)  year  old  scientific  or- 
ganization that  has  been  the  greatest  single  impetus  to  scientific  progress  in  medicine 
since  its  inception?  And  which  today  is  more  active  in  helping  to  discover  the  answers 
for  scientific  problems  of  medicine  and  of  getting  it  to  doctors  than  all  other  organiza- 
tions in  the  world? 

Would  you? 

If  you  have  never  joined  you  have  a stake  like  the  rest  of  us.  Just  pay  the  pittance  of 
dues,  roll  up  your  sleeves  and  jump  into  the  work.  You,  too,  can  be  involved  in  the  de- 
velopment of  the  next  30  years — the  greatest  years,  potentially,  in  the  history  of  this 
beautiful  planet  we  have  tried  to  destroy.  And  medicine  will  offer  the  greatest  drama 
of  all,  and  some  of  the  most  important  and  magnificent  drama  in  all  of  human  endeavor. 
And  the  AMA  is  the  most  important  organization  in  the  relation  of  medicine  to  society, 
government,  business  and  all  other  facets  of  human  endeavor.  And  the  state  and  county 
societies  must  provide  the  base  from  which  it  operates  and  from  which  ideas  come.  We 
all  have  a stake  in  a great  future.  Where  we  will  go  we  do  not  know.  But  we  dare  not 
“sulk  in  our  tents.”  We  must  be  a part  of  all  that  happens.  Our  strength  is  in  the  great- 
est medical  organization  in  the  world  and  in  the  doctors  that  have  the  courage  and 
strength  and  compassion  to  make  it  great  for  all  people. 


Sincerely, 


John  H.  Saffold 


President 
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EDITORIAL 

THE  EDITOR'S  FAREWELL 

The  Editor’s  Report  to  the  TMA  House 
of  Delegates,  on  April  14  ended  with  the 
following  paragraphs: 

“When  the  Board  of  Trustees  reappointed 
me  last  as  Editor  of  the  Journal  for  a three- 
year  period,  to  end  in  April  1972,  I ac- 
knowledged the  appointment  with  thanks 
and  suggested  that  this  appointment  be 
terminated  with  my  resignation  upon  the 
completion  of  Volume  64,  December  1971. 

. . . Without  question,  we  stand  on  the 
threshold  of  a new  era  in  the  delivery  of 
medical  care  to  the  people  of  this  nation,  and 
the  ensuing  two  or  three  years  will  tax 
thoughtfulness,  patience  and  leadership  of 
the  generations  which  will  be  providing 
medical  care.  The  Editor  of  the  Journal  of 
the  Tennessee  Medical  Association  in  these 
times  of  anticipated  change  should  and 
must  be  one  of  the  generation  having  a part 
in  the  changing  pattern,  and  hopefully  as- 
sisting in  guiding  the  changes. 

“Therefore,  it  is  an  appropriate  time  for 
my  resignation.  I wish  to  take  this  occasion 
to  thank  the  House  of  Delegates  for  two 


decades  of  support.  Constantly  you  granted 
me  the  freedom  of  my  conscience  in  editorial 
policy,  for  which  I stand  in  your  debt  to  a 
degree  almost  certainly  unmatched  by  any 
editor,  other  than  editors  of  clearly  scientific 
journals,  and  for  your  forbearance  and  for 
your  kind  treatment  of  me.” 

Thus,  the  time  has  come  to  “sign  off.” 
The  gratitude  expressed  to  the  House  of 
Delegates  extends  equally  to  the  members 
of  TMA,  to  its  officers  past  and  present  and 
to  its  staff.*  This  gratitude  stems  from  the 
recognition  that  the  membership  has  “put 
up  with  me”  as,  unfettered,  I set  my 
thoughts  upon  paper.  Quite  naturally  one 
cannot  drop  an  activity  that  occupied  one’s 
thoughts  much  of  the  time  for  more  than 
two  decades  without  a bit  of  melancholy 
and  without  indulging  in  some  recollections, 
including  the  amusing,  frustrating,  satisfy- 
ing, and  personally  educational. 

Wry  amusement  in  being  considered  an 
enigma  by  some  who  never  were  quite 
sure  of  where  I stood  or  why,  with  interests 
in  both  the  ivory  tower  of  academe  and  in 
the  day-to-day  practice  of  medicine, 
whether  in  the  community  hospital  or  in 
the  office  at  the  cross-roads!  Upon  occasion 
I was  branded  to  my  face  as  a traitor  to 
the  caste  of  “gown,”  again  in  a rare  in- 
stance I have  been  accused  by  a member 
of  the  “town”  of  seeking  office  or  political 
advancement;  more  often  these  expressions 
were  by  innuendo,  or  not  uncommonly  ex- 
pressions of  wonderment  at  how  I could 
have  a foot  on  each  side  of  the  fence.  All  of 
this  has  been  amusing  because  the  explana- 
tion is  so  simple. 

My  roots  in  medicine  go  back  60  years  to 
the  office  of  a rural  practitioner  and  as 
driver  of  his  team  through  Iowa’s  mud  and 
snow.  Later  on  the  last  day  in  medical 


*In  1955,  Dr.  Addison  B.  Scoville  and  the  late 
Dr.  Albert  Weinstein  joined  me  as  Assistant 
Editors,  making  valued  contributions  in  edito- 
rials especially  upon  scientific  and  clinical  topics, 
and  in  gathering  of  Staff  and  Clinicopathologic 
Conferences.  I acknowledge  my  indebtedness  to 
their  assistance  over  the  many  years.  Too,  I 
recognize  the  many  hours  of  help  given  me  by 
my  secretary,  Marie  Hall,  and  for  her  continued 
interest  in  and  for  her  many  suggestions  for  the 
good  of  the  Journal. 
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school,  now  about  a half-century  ago,  our 
Professor  of  Medicine,  a protege  of  Sir 
William  Osier,  read  excerpts  from  Osier’s 
writings  to  guide  us  on  our  way  into  prac- 
tice— general  practice — the  aim  of  most 
graduates  in  those  days.  Among  Osier’s1 
exhortations  were: 

“Yes,  join  both  the  city  and  county  so- 
ciety, and  never  miss  a meeting”;  and  “The 
society  should  be  a school  in  which  scholars 
teach  each  other”;  and  “(the  society)  keeps 
his  mind  open  and  receptive,  and  counter- 
acts that  tendency  to  premature  senility 
which  is  apt  to  overtake  a man  who  lives 
in  a routine”;  and  “It  is  not  in  the  local 
society  only  that  a man  can  get  encourage- 
ment in  his  day’s  work  and  a betterment  of 
mind  and  methods.  Every  practitioner 
should  feel  a pride  in  belonging  to  his 
state  society,  and  should  attend  the  meet- 
ings wherever  possible,  and  gradually  learn 
to  know  his  colleagues.” 

We  the  class  of  ’23  took  these  words  to 
heart.  Today’s  slogan  “believe  no  one  over 
30”  had  not  been  coined  in  1923. 

A decade  and  more  would  pass  before 
continuing  education,  the  main  objective  of 
the  county  and  state  societies  for  a century 
and  a half,  would  gradually  become  scat- 
tered because  of  specialism,  the  growth  of 
specialty  societies,  and  their  meetings  and 
journals.  That  decade  shaped  my  profes- 
sional life  to  a great  degree.  Having  grown 
up  in  an  academic  and  broad  cultural  en- 
vironment, the  educational  offerings  of  the 
county  and  state  societies  naturally  de- 
manded regular  attendance  which  became  a 
habit.  In  those  early  days,  no  meetings 
were  so  dull  but  that  one  learned  something 
new  clinically  from  someone’s  experiences. 

I became  a member  first  of  the  Carbon 
County  Society  of  Utah,  where  13,000  souls 
and  18  physicians  were  sprinkled  over  1,500 
square  miles.  A meeting  might  take  one  to 
a doctor’s  home  in  some  mining  camp  50  or 
more  miles  round  trip,  with  an  unforget- 
table drive  across  the  desert  among  the 
fantastic  shadows  of  the  countryside  by 
moonlight.  Again  the  meeting  might  be  in 
a restaurant  in  the  county  seat  with  its  half- 
dozen  doctors.  Even  then  I assumed  the 
chore  of  enticing  occasional  speakers  150 
miles  from  Salt  Lake  City  (before  the  days 
of  air  travel) . Thus,  my  first  decade  of  pro- 
fessional life,  whether  as  private  practition- 


er or  in  graduate  training,  included  regular 
attendance  at  meetings  of  a county  society. 
Membership  on  program  committees,  dis- 
cussions of  papers  or  case  reports  offered 
continuing  education.  Embarking  upon  an 
academic  career  did  not  slacken  my  at- 
tendance,— now  at  meetings  of  the  Orleans 
Parish  Medical  Society  or  at  the  weekly 
meetings  of  the  Nashville  Academy  of 
Medicine.  In  those  days,  now  past,  the 
growth  of  local  specialty  societies  had  not 
as  yet  diluted  the  activities  of  county  so- 
cieties. The  great  clinical  teachers  of  the 
pre-fulltime  era  still  held  the  stage  to  dis- 
play their  intellectual  and  professional 
talents  which  had  established  these  two 
cities  as  centers  of  medical  education  and 
professional  competence  for  more  than  a 
century.*  No  doubt  there  was  a degree  of 
hero  worship  for  some  of  these  past  in- 
tellectual giants  not  only  in  the  breadth  of 
their  professional  accomplishments,  but  also 
in  their  culture.2  Many  of  these  men  truly 
were  doctors  in  the  definition  of  “learned 
teacher,”  an  attribute  all  too  often  sadly 
lacking  in  today’s  teachers. 

The  Academy  offered  opportunities  to  aid 
in  planning  for  postgraduate  education  and 
for  ongoing  meetings,  as  well  as  an  attempt 
to  evolve  an  integrated  house  staff  program 
among  the  hospitals  of  Nashville,  never 
satisfactorily  completed.  Membership  on 
its  Board  of  Directors  taught  much  con- 
cerning medicine’s  place  in  the  community. 

My  first  opportunity  to  serve  TMA  was 
on  the  Committee  selecting  circuit-riding 
instructors  for  its  postgraduate  program, 
in  1943.  However,  the  fateful  moment  came 
during  the  115th  Annual  Meeting  of  the 
Tennessee  State  Medical  Association  in 
April  of  1950.  It  was  midnight  and  I was 
asleep  in  the  Hotel  Peabody.  The  telephone 
rang — the  voice  of  Dr.  Robert  Buchanan 
asked  me  to  meet  with  a group  of  Nashville 


*The  great  clinical  teachers  and  their  con- 
tributions of  this  country  and  Western  Europe 
provided  the  major  points  of  reference  in  un- 
dergraduate education  up  to  the  late  20’s.  Van 
Slyke,  Einthoven,  Collip,  Kendall,  Banting, 
Goldberger,  Marine  and  others  were  on  the 
horizon — names  which  made  our  class  of  1923 
aware  that  we  stood  on  the  threshold  of  a new 
era  in  medical  knowledge. 
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doctors  at  breakfast  the  following  morning. 
I recall  the  presence  of  Doctors  Nat 
Shofner,  TSMA  President,  O.  N.  Bryan,  J. 
Owsley  Manier,  C.  M.  Hamilton,  Robert 
Buchanan,  and  there  were  one  or  two  more 
whose  faces  I cannot  identify  through  the 
mist  of  intervening  years.  From  this  break- 
fast came  my  election  by  the  House  of 
Delegates  as  Secretary-Editor  of  TSMA.* 
In  my  first  editorial,  June  1950,  I wrote: 

“This  then  is  the  time  to  set  down  the 
philosophy  of  the  functions  of  the  official 
organ  of  the  State  Medical  Association. 

“For  more  than  a quarter  of  a century 
your  editor  has  been  enrolled  in  the  ranks 
of  medical  organizations  and  has  entered 
into  the  activities  of  his  county  and  state 
societies.  During  these  years  he  has  some- 
time devoted  his  activities  solely  to  the 
private  practice  of  medicine,  though  most  of 
the  years  have  been  given  to  academic 
medicine.  These  experiences  provide  the 
backdrop  for  the  editorial  policy  which  it 
is  hoped  may  be  fulfilled.” 

I then  reviewed  the  functions  of  a state 
journal:  (1)  to  provide  scientific  material 
especially  with  clinical  application;  (2)  to 
keep  the  membership  aware  of  the  new 
social  and  economic  developments,  “aware 
of  any  moves  which  might  circumscribe  our 
freedom  of  thought  or  action,  not  only  as 
physicians  but  as  citizens,”  and  (3)  that 
through  personal  and  other  news  the 
Journal  may  “constitute  in  effect  a histori- 
cal document.” 

This  has  been  my  editorial  policy.  I am 
solely  responsible  for  the  316  editorials 
which  have  appeared  over  my  initials,  ex- 
pressing my  thoughts  without  constraint  in 
categories  as  tabulated  herewith: 


*It  appears  that  Dr.  Buchanan,  Chairman  of 
the  Nominating  Committee,  had  had  conversation 
with  Dr.  John  B.  Youmans,  Dean  at  Vanderbilt 
and  Editor  of  the  American  Practitioner  which 
I served  as  Assistant  Editor. 


The  score  of  these  two  decades,  reveals 
a surprising  balance  in  terms  of  the  func- 
tions of  a state  journal  as  defined  in  the  first 
editorial.  The  balance  is  as  if  it  had  been 
planned.  Medical  Care,  Clinical  Medicine 
and  Education  are  the  nub  of  the  doctor’s 
life  and  aspirations.  The  internal  affairs  of 
“organized”  medicine  include  the  essential 
“housekeeping”  needs  of  medical  societies. 
Editorials  on  social  change,  governmental 
medicine  and  medical  economics  reflect  the 
sweeping  societal  forces  which  were  and  are 
altering  the  practice  of  medicine  and  medi- 
cal care  along  with  most  other  facets  of 
society,  whether  related  to  business,  the 
professions,  religious  practices,  education, 
the  family,  science  and  the  whole  breadth 
of  today’s  thinking,  customs  and  mores. 

Here  again,  I permit  myself  some  rumina- 
tion. Much  more  frequent  than  impugning 
my  motives  in  having  interest  in  both 
“town”  and  “gown”  have  been  the  open 
challenges  invited  by  editorials  in  the  latter 
categories.  My  liberal  friends  have  accused 
me  of  “selling  my  heritage  for  a mess  of 
pottage”  to  satisfy  my  constituency  as 
editor.  On  the  other  hand,  my  ultracon- 
servative friends  have  challenged  me  as  too 
liberal  in  condoning  some  of  the  changes 
which  have  and  are  taking  place.  Two 
men  and  two  women  came  from  abroad  to 
our  Middle  West  175  years  ago — they  met 
and  were  married  there.  From  these  young 
untutored  four  have  sprung  four  genera- 
tions, numbering  a hundred  or  so  in- 
dividuals who  have  reached  adulthood  and 
have  contributed,  or  have  chosen  spouses 
who  have  contributed,  as  citizens  in  busi- 

62 
60 
57 
34 
33 
25 
17 
17 
11 

ness,  the  professions,  the  ministry,  educa- 
tion and  science.  (None  have  been  wards 
of  government.)  In  this  smugness  lies  the 
answer  to  those  who  have  criticized  my 
conservatism.  It  is  difficult  to  put  behind 


Medical  Care  (needs,  its  provision,  accompanying  problems) 
Organizational  (developments  of  importance  to  members) 
Clinical  Medicine  (problems,  diagnosis,  treatment) 

Society  (social  changes  as  related  to  medicine) 

Education  (especially  postgraduate  or  continuing) 
Government  and  Medical  Care  (legislation,  implementation) 
Science  (advances  with  clinical  implications) 

Historical  (memorials  for  past  presidents  of  TMA,  etc.) 
Medical  Economics  (fees  and  costs) 
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what  one  learned  at  parents’  knees,  spoken 
of  slightingly  today  as  the  “puritan  virtues,” 
— work,  responsibility,  frugality  and  self 
reliance,  permitted  in  “a  land  of  opportuni- 
ty” and  unattainable  in  the  Europe  of  the 
19th  century.  On  the  other  hand,  steeped 
in  history  from  childhood  on,  I knew  that 
the  clock  of  time  does  not  stand  still — that 
society  perforce  searches  for  equilibration 
even  at  costs,  unevident  at  the  moment, 
which  may  lead  to  the  doom  of  a civiliza- 
tion. “Progress,”  as  wheels  of  the  Jugger- 
naut, inexorably  moves  on,  crushing  the 
“puritan  virtues,”  the  biologic  phenomena 
of  the  “survival  of  the  fittest,”  “free  enter- 
prize”  and  alters  the  interpretation  of  some 
of  the  words  of  the  Declaration  of  Indepen- 
dence whose  bicentennial  will  be  celebrated 
in  5 years.  If  we  were  to  live  to  the  quadri- 
centennial,  our  civilization  would  be  un- 
recognizable in  today’s  context  if,  indeed, 
this  Nation  still  were  in  existence!  History 
teaches  the  life  and  death  of  countries  and 
civilizations,  as  medicine  teaches  life  and 
death  of  the  human  animal. 

These  thoughts  should  explain  the  ap- 
parent vagaries  of  my  editorial  thoughts  to 
my  friends  both  on  the  left  and  on  the 
right.  Generally,  they  have  been  middle- 
of-the-road  not  because  of  a straddling  of 
issues  but  rather  upon  historical  balance. 
Though  wandering  off  upon  the  right 
shoulder  at  times,  and  again  on  the  left 
shoulder,  I have  not  gone  beyond  the 
shoulders  to  avoid  being  mired,  immobile 
on  the  right,  and  to  avoid  plunging  head- 
long down  the  precipices  on  the  left.  It  has 
been  intellectual  honesty  and  historical 
perspective  which  has  kept  my  editorial 
thinking  and  writing  between  the  two 
shoulders  of  the  road. 

In  this  lengthy  review  of  my  stewardship 
as  editor  for  these  two  decades,  I have 
permitted  myself  the  garrulity  of  the  aged. 
However,  the  members  should  know,  if  they 
have  interest,  from  what  origins  editorial 
philosophy  has  stemmed.  Most  I believe 
have  accepted  it  without  too  much  thought, 
some  however  have  had  questions, — this  I 
know.  That  I have  not  been  “thrown  out” 
I believe  indicates  the  middle-of-the-road 
viewpoint  which  portrays  the  intelligence 


basic  to  being  a physician.  I have  never 
felt  other  than  pride  to  be  one  of  a pro- 
fession whose  members  in  overwhelming 
numbers  have  balanced  judgment.  I wish 
I might  express  my  belief  in  this  inherent 
quality  as  well  as  the  words  of  Bernard 
Dryer: 3 

“The  slow-fast  paradox  in  medicine 
(which  is  no  paradox  at  all  if  one  under- 
stands it)  is  mirrored  in  a way  which  people 
outside  medicine  often  find  difficult  to  un- 
derstand— that  the  most  conservative  phy- 
sicians are  sometimes  also  the  boldest. 

“They  are  often  the  most  alert  to  any 
circulatory  insufficiency  of  ideas  which 
threatens  educational  ischemia  and  intel- 
lectual necrosis.  The  unique  balance  in  such 
men  makes  it  possible  to  grasp  stability  of 
purpose  with  one  hand  while  the  other 
sensitively  probes  for  progress.  His  experi- 
ences at  the  bedside,  the  examining  table, 
the  emergency  ward,  the  operating  room 
have  taught  each  physician  some  skill  in  be- 
ing his  own  surveyor  of  that  poorly  defined 
boundary  between  intelligent  caution  and 
unreasoning  stubbornness.  Each  can  accept 
with  a wry  smile,  as  well  as  knowledgeable 
ease,  the  ironic  reminder  in  the  verbal 
conjugation:  ‘I  am  firm,  you  are  insistent, 
he  is  pig-headed’.” 

I have  earlier  in  this  my  last  editorial 
comment  expressed  my  gratitude  for  the 
privilege  of  having  served  as  Editor  and 
the  freedom  accorded  me  to  express  my 
thoughts.  Properly  there  have  been  criti- 
cisms which  represented  thoughtfulness.  I 
thank  those  who  upon  occasion  have  sug- 
gested, “Wouldn’t  ‘such-and-such’  be  a good 
topic  for  an  editorial?”  The  answer  often 
was  “Yes,”  again  “No.” 

Finally,  I need  to  express  my  gratitude 
for  the  favor  TMA  has  granted  me  in  my 
repeated  re-election  as  Editor  and  the  self- 
education  it  has  imposed  upon  me.  The 
many  committees  on  which  I served  (some 
ex-officio  at  my  request,  as  an  observer)  — 
scientific  program,  public  service,  health 
insurance,  public  relations,  continuing  edu- 
cation and  others — offered  areas  of  learning 
as  I did  my  “home-work.”  This  education 
offered  the  leaven  for  the  melding  of  ideal- 
ism and  realism,  and  provided  the  perspec- 
tive for  the  middle-of-the-road  course  in  a 
world  of  startling  and  rapid  social  change. 

Being  your  Editor  for  more  than  twenty 
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years  has  been  an  interesting,  an  educa- 
tional and  a satisfying  experience,  for 
which  words  are  inadequate  in  an  expres- 
sion of  gratitude.  Much  has  been  “free- 
wheeling” fun,  much  has  been  written  with 
a sense  of  responsibility,  at  times  with  the 
judicious  use  of  the  “needle,”  but  never  in 
Delphian  or  Olympian  words,  I hope. 

Osier’s  words  set  me  on  the  path  which 
has  ended  in  this  editorial.  In  closing,  I 
believe  it  appropriate  to  choose  words  from 
Osier’s  L’Envoi,  remarks  made  at  a farewell 
dinner  in  1905  as  he  departed  America  to 
become  Regius  Professor  of  Medicine, 
Oxford. 

“I  have  had  exceptional  happiness  in  the 
profession  of  my  choice,  and  I owe  all  of  this 
to  you.  I have  sought  success  in  life,  and  if, 
as  someone  has  said,  this  consists  in  getting 
what  you  want  and  being  satisfied  with  it,  I 
have  found  what  I sought  in  the  estimation, 
in  the  fellowship  and  friendship  of  the  mem- 
bers of  my  profession;”  and  “With  my  fellow 
workers  in  the  medical  societies  . . . my  re- 
lations have  been  most  cordial  and  I would 
extend  to  them  my  heartfelt  thanks  for  the 
kindness  and  consideration  shown  me  during 
the  past  twenty  years.”  and  “What  the  fu- 
ture has  in  store  for  me,  I cannot  tell — you 
cannot  tell.  Nor  do  I care  much,  so  long  as 
I carry  with  me,  as  I shall,  the  memory  of 
the  past  you  have  given  me.  Nothing  can 
take  that  away.  I have  made  mistakes,  but 
they  have  been  mistakes  of  the  head  not  of 
the  heart.  I can  truly  say,  and  I take  upon 
myself  to  witness,  that  in  my  sojourn  among 
you:  — 

‘I  have  loved  no  darkness, 
Sophisticated  no  truth. 

Nursed  no  delusion, 

Allowed  no  fear.’  ” 

R.H.K. 
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November  9,  1971 


Dr.  R.  H.  Kampmeier,  Editor 

Journal  of  Tennessee  Medical  Association 

112  Louise  Ave. 

Nashville,  Tennessee  37203 

Dear  Dr.  Kampmeier: 

The  editorial  in  the  October  Journal  of  Ten- 
nessee Medical  Association  and  the  article  by 
Harry  Swartz  are  outstanding.  As  you  may 
know,  I work  with  the  Regional  Medical  Pro- 
gram in  the  Memphis  area,  Comprehensive 
Health  Planning  Agency,  and  the  Mid-South 
Medical  Center  Council.  It  has  been  my  observa- 
tion that  all  too  frequently  bureaucrats  are 
basically  anti-physician. 

I believe  these  articles  should  be  required 
reading  for  all  employees  of  the  Regional  Medi- 
cal Programs  and  the  various  Comprehensive 
Health  Planning  Agencies.  I would  very  much 
like  reprints  of  both,  or  in  absence  of  reprints, 
permission  to  xerox  both  in  some  30  copies  for 
distribution  to  the  various  political  groups  in 
the  Memphis  vicinity.  I believe  that  it  would  be 
appropriate  for  reprints  of  this  article  to  be 
distributed  to  the  various  members  of  the  Public 
Health  Department,  (Dr.  Fowinkle),  and  par- 
ticularly all  Comprehensive  Health  Planning 
Agencies  and  Regional  Medical  Programs  in  the 
state.  I also  believe  that  all  legislators,  both 
federal  and  state  should  receive  these  articles. 

Thank  you  very  much  for  your  attention. 

Sincerely, 

James  W.  Pate,  M.D. 

JWP/kb 
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come  these  new  members  of  the  Tennessee  Med- 
ical Association. 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

Robert  Gronewald,  M.D.,  Morristown 

McMINN  COUNTY  MEDICAL  SOCIETY 

Robert  W.  Morris,  M.D.,  Athens 

MEMPHIS -SHELBY  COUNTY  MEDICAL 
SOCIETY 

Najiba  A.  Battaile,  M.D.,  Memphis 
Jack  C.  Biggs,  M.D.,  Southaven,  Mississippi 
Dorothy  H.  Butler,  M.D.,  Memphis 
Archimedes  A.  Concon,  M.D.,  Memphis 
Nancy  Jo  Engeset,  M.D.,  Memphis 
Irving  K.  Ettman,  M.D.,  Memphis 
Donald  R.  Eubanks,  M.D.,  Memphis 
Robert  D.  Fink,  M.D.,  Memphis 
Nicholas  Gotten,  Jr.,  M.D.,  Memphis 
James  C.  Hancock,  M.D.,  Memphis 
Felix  A.  Hughes,  Jr.,  M.D.,  Memphis 
William  B.  Moss,  M.D.,  Memphis 
William  Stanley  Myers,  M.D.,  Memphis 
Norberto  R.  Rojas,  M.D.,  Memphis 
Robin  A.  Vander  Molen,  M.D.,  Memphis 
William  J.  Whitehead,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Arnulfo  A.  Agbunag,  M.D.,  Old  Hickory 
David  Barton,  M.D.,  Nashville 
Robert  A.  Boldus,  M.D.,  Nashville 
Pong  Moon  Chang,  M.D.,  Nashville 
Sajjan  G.  Chikkannaiah,  M.D.,  Madison 
Hiranya  C.  K.  Gowda,  M.D.,  Nashville 
Rogelio  R.  Martinez,  M.D.,  Nashville 
Buntwal  N.  Somayaji,  M.D.,  Nashville 
Victor  W.  Stuyvesant,  M.D.,  Madison 
Loyda  C.  Tacogue,  M.D.,  Nashville 
C.  Richard  Treadway,  M.D.,  Nashville 
G.  Wallace  Wood,  M.D.,  Nashville 

SULLIVAN- JOHNSON  COUNTY  MEDICAL 
SOCIETY 

Keith  H.  Byrd,  M.D.,  Kingsport 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  met  on  Tuesday, 
November  9,  in  the  KAM  Building.  The 
“E”  Club  speaker  was  Mr.  Fred  Roth, 
CPCU,  vice  president  of  Mid-States  Under- 
writers, who  presented  a program  on 
“Knoxville — Past,  Present  and  Future.” 
The  scientific  program  included  discus- 
sions on  “Dangerous  Cardiac  Arrhythmias 
— How  to  Expect,  Diagnose  and  Treat 
Them”  by  Dr.  Fred  Owenby,  clinical  pro- 
fessor at  Vanderbilt  University  School  of 
Medicine;  “Early  and  Advanced  Radio- 
graphic  Diagnosis  of  Arthritis”  by  Dr. 
Clifford  C.  Kirk,  Jr.,  Department  of  Radi- 
ology at  Fort  Sanders  Presbyterian  Hos- 


pital; and  a film  on  “Depression”  at  the 
Psychiatry  section. 

A Speakers  Training  Seminar  will  be 
held  at  the  Academy  building  on  January 
15-16,  1972.  The  seminar  will  be  conducted 
by  Mr.  Mort  Enright,  director  of  AMA 
Speakers  and  Leadership  Programs.  He 
will  be  assisted  by  Robert  Lang,  Ph.D.,  and 
Stephen  May,  Ph.D.,  of  the  School  of 
Speech  at  Northwestern  University. 

Memphis-Shelby  County 
Medical  Society 

The  Memphis-Shelby  Society  met  on 
Tuesday,  October  5,  in  the  Skyway  Room 
of  the  Sheraton-Peabody  Hotel.  The  fea- 
tured speaker  was  Mr.  Wyeth  Chandler, 
candidate  for  mayor  of  Memphis. 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  met  on  Tuesday, 
November  9,  at  the  Baptist  Hospital.  The 
guest  speaker  was  Robert  J.  Laur,  Ph.D., 
of  the  HEW  Health  Services  and  Mental 
Health  Administration.  His  topic  was 
“Government  and  Medicine”  covering  cur- 
rent and  projected  programs. 

Roane-Anderson  County 
Medical  Society 

The  Roane-Anderson  Society  met  on 
Tuesday,  October  26,  at  the  Holiday  Inn  in 
Oak  Ridge.  The  highlight  of  the  meeting 
was  the  presentation  of  the  Dwight  Clark 
Memorial  Lecture  by  Dr.  Leon  O.  Jacob- 
son, Dean  of  the  Division  of  Biological 
Sciences  at  the  Pritzker  School  of  Medicine, 
University  of  Chicago.  Dr.  Jacobson  spoke 
on  “Medical  Education  in  the  Seventies.” 

On  Tuesday,  October  19,  the  Society  held 
an  Education  Meeting  at  12:30  p.m.  at  the 
Oak  Ridge  Hospital.  The  program  topic  was 
“National  Health  Care  Insurance”  pre- 
sented by  the  TMA  staff. 

Sevier  County  Medical  Society 

The  Sevier  County  Society  met  on  Thurs- 
day, October  28,  at  the  Sevier  County  Hos- 
pital. The  program  included  an  informal 
discussion  on  various  matters  concerning 
health  care  by  the  membership  and  a rep- 
resentative of  the  TMA  staff. 
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Washington-Carter-Unicoi  County 
Medical  Society 

The  Tri-County  Medical  Society  met 
Thursday,  October  21.  The  Society  passed 
a resolution  to  reaffirm  its  full  support  of 
the  establishment  of  a medical  school  in 
Johnson  City.  The  resolution  pointed  out 
that  the  Society  had  taken  unanimous  ac- 
tion in  1965  to  promote  medical  education 
in  Upper  East  Tennessee. 


NATIONAL  NEWS 


This  Month  in  Washington 
(From  Washington  Office,  AMA) 

The  long  awaited  public  hearings  on  the 
various  proposals  for  national  health  insur- 
ance before  the  House  Ways  and  Means 
Committee  are  now  underway.  Some  200 
organizations  and  individuals  are  expected 
to  testify  during  the  scheduled  six  weeks 
of  hearings. 

Lead  off  witness  was  HEW  Secretary 
Elliot  Richardson  who  revealed  an  entirely 
new  proposal  “to  tighten  controls  on  pro- 
vider costs  and  inefficiencies.” 

The  Secretary  also  outlined  the  long- 
awaited  program  for  regulating  private 
health  insurance  companies.  In  the  38-page 
statement,  Richardson  was  highly  critical  of 
the  Kennedy-Labor  Bill. 

Richardson  said  the  provider  controls  and 
the  insurance  company  plan  will  be  sub- 
mitted in  legislative  detail  to  the  Commit- 
tee shortly. 

Following  is  a summary  of  the  Adminis- 
tration’s text  on  the  provider  plan:  “In 
order  to  help  the  consumer  become  a pru- 
dent buyer  in  the  medical  care  market  and 
to  protect  the  consumer  against  unneces- 
sary increases  in  health  care  costs,  we 
shall  propose  the  following  provisions:” 

The  states  shall  require  health  insurance  com- 
panies to  inform  prospective  policyholders  as  to 
benefits,  exclusions,  premium  costs  and  delivery 
system  choices. 

The  states  shall  require  providers  to  inform 
the  public  as  to  charges  for  standard  items  and 
other  patient  access  matters. 

We  will  establish  on  an  experimental  basis  local 
quality  review  organizations  composed  of  out- 


side medical  experts,  including  non-providers  in 
some  instances. 

We  also  propose  to  require  NHISA  carriers  to 
apply  control  measures  and  statistical  reporting 
measures  in  accordance  with  Federal  guide- 
lines, such  as  strict  review  of  utilization  of 
health  care  services.  Specific  plans  for  im- 
plementation with  regard  to  wages  and  prices 
will  be  developed  in  conjunction  with  the  Com- 
mittee on  the  Health  Industry  established  by 
the  President  under  Phase  II  of  his  new  eco- 
nomic policy. 

State  planning  agencies  will  be  required  in  co- 
operation with  area-wide  planning  agencies 
and  as  a condition  of  Federal  grant  support  and 
approval,  to  identify  geographic  areas  of  phy- 
sician and  facility  oversupply.  States  are  to 
develop  and  apply  detailed  criteria  based  on 
Federal  guidelines,  and  publish  this  information. 

Under  the  proposed  insurance  company 
regulations,  Richardson  said:  “We  intend 
to  secure  agreements  with  states  under 
which  the  states  will: 

Require  annual,  independent  audits  of  participat- 
ing insurance  companies. 

Create  state  health  insurance  insolvency 
mechanisms.  A Federal  mechanism  will  also  be 
established  for  use  if  a state  fails  to  act  satis- 
factorily. 

“File  and  use”  procedures  for  premium  rates 
under  NHISA  insurance  contracts,  with  authority 
to  disapprove  extraordinary  rates. 

Require  disclosure  by  insurers  of  their  adminis- 
trative expenses  as  a percentage  of  premiums. 

Create  state  insurance  pools,  on  a state-wide  or 
sub-state  basis  open  to  small  employers,  the 
self-employed,  and  those  who  are  not  em- 
ployed, but  are  ineligible  for  Federally-financed 
health  programs.” 

Richardson  said  he  was  certain  the  hear- 
ings “will  culminate  in  a national  health 
insurance  program.”  The  Administration’s 
plan  avoids  the  danger  of  two  extremes — 
proposals  that  do  little  to  alter  the  present 
system  and  proposals  to  substitute  a mono- 
lithic Federal  scheme,  he  declared.  Rich- 
ardson said  proponents  of  the  Kennedy- 
Labor  Bill  “seem  to  assume  that  radical 
intervention  by  the  Federal  Government  in 
health  care,  in  an  inflexible,  predetermined 
and  monolithic  manner,  is  the  only  way 
to  solve  health  organization  and  delivery 
problems.  I suggest  that  we  are  more  likely 
to  attain  our  common  health  objectives  by 
stimulating  competition  and  by  promoting 
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consumer  education  and  freedom  of  in- 
dividual choice,  rather  than  by  resorting  to 
fiscal  coercion  and  unrealistically  global 
schemes.”  He  estimated  it  will  cost  $60 
billion  in  new  taxes. 

The  American  Medical  Association’s 
Medicredit  and  the  Health  Insurance  Asso- 
ciation of  America’s  plan  also  were  criti- 
cized. The  major  shortcoming  in  both,  said 
Richardson,  “is  the  great  unlikelihood  of 
achieving  universality  in  protection.” 

The  catastrophic  protection  plans,  stand- 
ing alone,  “do  very  little  for  very  few  peo- 
ple— far  less  than  what  this  nation  must 
do  if  it  is  to  act  with  a full  sense  of  re- 
sponsibility,” the  HEW  Secretary  testified. 

Mills  opened  the  hearings  by  noting  that 
health  providers  are  beset  by  many  prob- 
lems. High  quality  care  is  available  but 
unevenly  distributed,  he  said,  and  costs 
are  rising;  there  is  lack  of  planning;  the 
nation  depends  on  importing  foreign  gradu- 
ates; and  consumers  often  find  care  difficult 
to  get. 

With  the  Administration’s  testimony  in 
hand,  the  Committee  then  turned  to  the 
long  parade  of  witnesses  from  such  diverse 
organizations  as  the  College  Democratic 
Clubs  of  America  to  the  Senior  Citizens 
Golden  Ring  Council  to  ascertain  how  they 
think  the  nation’s  health  care  system  should 
be  reshaped. 

AFL-CIO  President  Meany  told  Commit- 
tee members  that  “Labor  will  vigorously 
oppose”  any  efforts  to  dilute  its  plan  for 
national  health  insurance. 

“I  hope  and  firmly  believe  that  we  won’t 
have  to  come  back  in  the  next  Congress,” 
Meany  said.  “But,  if  we  have  to,  we  will 
come  back  again  and  again  until  the  Health 
Security  Program  is  enacted.  And,  if  we 
have  to,  we  will  take  this  issue  to  the  peo- 
ple in  the  elections  of  1972.” 

Meany  blasted  the  national  health  insur- 
ance proposals  of  the  Administration,  the 
health  insurance  industry,  and  the  AMA — 
saying,  they  “would  all  just  pour  new 
money  into  the  present  health  care  delivery 
system  which  is  a failure.” 

He  said  that  AMA’s  Medicredit  “repre- 
sents a major  shift  in  direction  for  or- 
ganized medicine  . . . but  it  is  little  more 
than  a continuation  of  the  present  unsatis- 


factory system  of  delivering  health  care. 

Meany  scoffed  at  warnings  that  phy- 
sicians might  rebel  if  the  labor  bill  is  en- 
acted. “The  vast  majority  of  doctors  are 
dedicated,  proud  professionals  whose  basic 
concern  is  for  the  sick  and  ailing.” 

Committee  member  Hugh  L.  Carey  (D- 
NY) , told  the  labor  witnesses  when  the 
committee  meets  in  executive  session,  it 
must  face  the  fiscal  considerations  involved 
and  try  to  develop  a measure  that  fits  with- 
in some  dollar  figure.  He  asked  whether 
labor  would  be  willing  to  make  a choice 
between  comprehensive  coverage  for  part 
of  the  population  or  basic  coverage  for  all. 
A labor  witness  replied  to  the  effect  labor 
does  not  want  to  make  such  a choice  now. 
“We  will  cross  that  bridge  when  we  get 
to  it.” 

The  American  Farm  Bureau  Federation 
urged  caution  against  the  creation  of  “a 
powerful  bureaucracy  of  great  scope”  and 
the  National  Federation  of  Independent 
Business  came  out  flatly  against  any  com- 
pulsory insurance  system. 

The  American  Public  Health  Association 
called  for  a broad  national  program  with 
heavy  emphasis  on  speeding  development  of 
pre-paid  group  plans.  The  goals  set  forth 
by  James  Kimmey,  APHA  Executive  Direc- 
tor, fit  the  labor  bill  more  than  any  other 
proposal,  but  the  association  did  not  endorse 
a single  measure. 

Equitable  Life  Assurance  Society  Presi- 
dent, J.  Henry  Smith,  accompanied  by 
Daniel  Pettengill  and  Ardell  T.  Everett, 
presented  the  combined  statement  of  the 
Health  Insurance  Association  of  America, 
American  Life  Convention,  Life  Insurance 
Association  of  America,  and  Life  Insurers 
Conference. 

Smith  urged  enactment  of  “The  National 
Health  Care  Act  of  1971”  the  insurance 
companies’  plan  under  which  federal  stan- 
dards would  be  set  for  insurance  coverage, 
personal  and  corporate  income  tax  incen- 
tives would  encourage  participation,  and 
federal-state  subsidies  would  finance  cov- 
erage for  the  indigent  and  medically  in- 
digent as  well  as  uninsurable  persons  with 
sliding  scale  contributions  for  premiums. 

Comprehensive  health  insurance  should 
be  available  to  all,  Smith  said.  “This  can 
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best  be  achieved  at  lowest  cost  and  most 
rapidly  by  expanding  the  scope  of  existing 
health  insurance  plans  . . . for  those  without 
resources,  governmental  subsidies  are  re- 
quired.” 

“The  choice  between  a pluralistic  private 
insuring  mechanism  and  a monolithic  fed- 
eral one  is  a fundamental  choice  that  must 
be  made  before  any  national  health  insur- 
ance plan  can  be  adopted.  We  think  our 
record  of  accomplishments  is  good  and  our 
potential  is  great.” 

Replying  to  charges  private  companies 
have  failed  to  stem  rising  costs,  Smith  said 
the  principal  causes  have  been  rising  wages, 
more  costly  equipment  and  expensive  new 
life-saving  techniques.  He  asked  whether 
insurers  were  supposed  to  prevent  these 
developments. 

Furthermore,  the  witness  said,  “insurers 
have  tried  hard  to  spot  and  control  over- 
charging. We  have  worked  with  medical 
societies  to  set  up  peer  review  committees, 
not  just  for  the  purpose  of  catching  over- 
charges but  for  the  purpose  of  educating 
physicians  not  to  overcharge  in  the  first 
place.” 

The  National  Association  of  Insurance 
Commissioners  urged  preservation  and  ex- 
pansion of  the  existing  system  of  private 
health  insurance  and  recommended  utili- 
zation of  the  state  insurance  regulatory 
mechanism  rather  than  a new  federal  one. 

“The  abandonment  of  the  extensive  sys- 
tem of  private  health  insurance  in  favor  of 
an  all  government  program  would  reject 
decades  of  expanding  and  improving  an 
on-going  system  and  would  cause  severe 
dislocation  in  both  state  and  federal  reve- 
nues,” said  Russell  van  Hooser,  Insurance 
Commissioner  of  Michigan. 

The  International  Association  of  Health 
Underwriters  “whole-heartedly”  supported 
the  Private  Insurance  Company  Bill. 

The  American  Dental  Association  said 
any  National  Health  Program  should  start 
out  with  a dental  component  that  concen- 
trates on  preventive  services  for  children. 
Any  program  approved  should  include 
dental  benefits.  The  same  stand  was  taken 
by  the  American  Society  of  Oral  Surgeons. 

Leonard  Woodcock,  President  of  the 
United  Auto  Workers  Union,  told  the  Com- 


mittee “it  is  time  to  cancel  the  insurance 
industry”  and  impose  a national  health 
insurance  program  operated  by  the  govern- 
ment. 

Woodcock  opposed  the  Administration’s 
proposal  to  require  employers  to  provide 
employees  with  health  insurance  from 
private  firms,  saying  organized  labor  helped 
to  create  the  private  health  insurance  in- 
dustry, and  supported  it  for  three  decades. 

“But  the  private  health  insurance  indus- 
try has  failed,”  Woodcock  said.  “It  has 
failed  to  control  costs.  It  has  failed  to 
provide  adequate  benefits  even  for  those 
with  some  form  of  coverage.  After  30  years 
of  effort,  all  private  health  insurance  com- 
bined still  covers  only  a little  more  than 
one-third  of  private  personal  health  care 
expenses.” 

Woodcock  said  the  Nixon  plan  would  not 
regulate  the  insurance  industry  although  it 
would  require  purchase  of  $30  billion  of 
private  insurance. 

“It  is  time  to  cancel  an  insurance  industry 
that  places  a premium  on  sickness  rather 
than  health  and  that  puts  the  interests  of 
consumers  last  in  line,”  Woodcock  said. 

Pharmacists  represented  by  the  American 
Pharmaceutical  Association  urged  the  Com- 
mittee to  include  drugs  in  any  health  in- 
surance plan.  The  Committee  is  not  ex- 
pected to  act  on  health  insurance  legisla- 
tion until  next  year. 

William  G.  Battaile,  President  of  the 
American  Association  of  Blood  Banks, 
asked  that  no  coverage  be  provided  to  pay 
for  blood  transfusions.  He  contended  that 
payments  would  encourage  greater  use  of 
commercial  blood  banks  and  increase  the 
risk  of  hepatitis. 

At  the  end  of  the  second  week,  Ways  and 
Means  Chairman  Wilbur  Mills  had  attended 
only  one  of  the  hearings  and  other  com- 
mittee members  seemed  to  be  platooning 
themselves  in  the  arduous  task  of  listening 
to  the  opinions  of  so  many  diverse  organiza- 
tions and  individuals. 

Expected  to  be  signed  into  law  shortly,  is 
health  manpower  legislation  that  will  au- 
thorize an  estimated  $2.9  billion  in  aid  to 
health  profession  students  and  their  schools 
in  the  next  three  years — and  provide  the 
facilities  and  programs  to  close  the  man- 
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power  shortages  in  the  health  professions 
within  seven  years. 

Medical  schools  would  receive  $11,500 
for  the  full-term  cost  of  training  each  stu- 
dent. Each  school  would  receive  $2,500  per 
student  per  year  for  the  first  three  years 
of  training.  The  grant  rises  to  $4,000  for  the 
year  of  graduation.  In  order  to  encourage 
swifter  training,  three  year  schools  would 
receive  $13,500  based  on  $2,500  for  each  of 
the  first  two  years  and  $8,500  for  the  third 
year. 

Each  school  would  be  required  to  enroll 
an  additional  five  per  cent  of  students,  or 
five  students  . . . whichever  is  the  greater 
. . . to  qualify  for  assistance.  An  extra 
$1,000  a year  would  be  awarded  schools  for 
each  student  exceeding  this  total.  The  legis- 
lation will  also  help  establish  at  least  five 
new  medical  colleges. 

Additional  authorizations  would  provide 
$270  million  for  health  manpower  educa- 
tion initiative  awards  to  alleviate  manpower 
shortages  and  to  train  new  types  of  per- 
sonnel, and  $412  million  for  special  project 
grants  for  programs  in  family  medicine, 
physician  assistant  training,  and  others. 
The  bill  continues  support  for  scholarship 
and  student  loans  at  increased  levels  as 
has  been  provided  heretofore  in  the  Health 
Professions  Educational  Assistance  Act. 

House  opposition  to  a Senate-passed 
cancer  bill  that  would  tend  to  fragment  the 
National  Institutes  of  Health  has  touched 
off  a debate  in  Washington  as  to  how  best 
to  organize  a multi-million  dollar  campaign 
to  conquer  the  disease.  The  American  Can- 
cer Society  has  sponsored  a number  of  full- 
page  ads  about  the  nation  calling  for  popu- 
lar support  of  the  “put-a-man-on-the-moon” 
approach  to  the  conquest  of  cancer  as  con- 
tained in  the  Senate  bill. 

Florida’s  Congressman  Paul  Rogers, 
chairman  of  the  House  Interstate  and  For- 
eign Commerce  Subcommittee  on  Health, 
and  himself  the  author  of  a “cancer  attack” 
bill  that  would  beef-up  cancer  research  but 
keep  it  within  the  framework  of  NIH,  im- 
mediately branded  the  Cancer  Society  ads 
as  “an  attempt  to  bring  the  issue  of  finding 
a cure  for  cancer  into  a political  setting.” 

It  is  reported  here  that  the  Cancer  So- 
ciety ads  are  just  the  opening  salvo  in  a 


“big  money”  grass  roots  campaign  to  pres- 
sure the  Congress  into  passage  of  the 
Kennedy-Administration  backed  “Conquest 
of  Cancer”  bill.  A month  ago  the  AMA’s 
testimony  on  this  bill  challenged  the  wis- 
dom of  separating  cancer  research  from  the 
mainstream  of  bio-medical  research  now 
carried  on  by  the  NIH. 

President  Nixon  formally  established  a 
committee  on  the  health  services  industry 
to  furnish  advice  on  ways  to  keep  health 
costs  from  climbing  too  rapidly.  In  an 
executive  order,  the  Chief  Executive  said 
the  committee — which  is  expected  to  con- 
sist of  about  15  members — “shall  provide 
advice  concerning  special  considerations 
that  tend  to  contribute  to  inflation  in  the 
health  services  industry.” 

Members  of  the  advisory  panel,  due  to  be 
named  shortly,  shall  be  generally  repre- 
sentative of  medical  professions  and  related 
occupations,  hospitals,  the  insurance  indus- 
try, other  suppporting  industries,  consumer 
interests  and  the  public,  according  to  the 
presidential  order. 

Health  care  was  singled  out  by  the  Ad- 
ministration for  special  consideration  in  the 
Phase  II  Program  of  wage-price  controls 
that  will  be  administered  by  a cost  of  liv- 
ing council  to  which  the  health  advisory 
group  will  report. 

The  extent  to  which  the  program  will 
affect  the  medical  profession  and  details 
of  how  it  will  work  and  what  guidelines 
and/or  controls  may  be  promulgated  have 
not  been  disclosed.  However,  a White 
House  background  paper  spoke  of  “volun- 
tary cooperation.” 
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JCAH  Accreditation  Workshop 

Nearly  200  people,  representing  78  hos- 
pitals, attended  the  two-day  Joint  Com- 
mission on  Accreditation  of  Hospitals  Work- 
shop held  October  18-19  at  the  Sheraton- 
Nashville. 

Participants  in  the  workshop,  co- 
sponsored by  the  Tennessee  Medical  Asso- 
ciation and  Tennessee  Hospital  Association, 
included  physicians,  administrators,  assis- 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 


Standard  Coverage  That  SAVES  YOU  23%  to  27% 


Class  I — Physicians  doing  no  surgery. 

Class  2 — Physicians  doing  minor  surgery  or  assisting  in  major  surgery 
on  own  patients. 

Class  3 — Surgeons — General  Practitioners  who  perform  major  surgery 
or  assist  in  major  surgery  on  other  than  their  own  patients  and 
specialists  hereafter  indicated:  Cardiologists  (including  cathe- 
terization, but  not  including  cardiac  surgery),  Ophthalmolo- 
gists, Proctologists. 

Class  A — Surgeons — specialists,  Anesthesiologists,  Cardiac  Surgeons, 
Otolaryngologists- — No  Plastic  Surgery,  Surgeons — General 
(Specialists  in  general  surgery),  Thoracic  Surgeons,  Urologists, 
Vascular  Surgeons. 

Class  5 — Surgeons  — specialists,  Neurosurgeons,  Obstetricians-Gyne- 
cologists,  Orthopedists,  Otolaryngologists — Plastic  Surgery, 
Plastic  Surgeons. 


Territory  Schedule  & Code 


Davidson  County  01 

Shelby  County  03 

Knox  County  04 

Remainder  of  State  05 


Limits 

Class  1 

Class  2 

Class  3 

Class  4 

Class  5 

Territory 

5/15  

. . . $ 44.00 

$ 75.00 

$ 1 3 1 .00 

$174.00 

$218.00 

01,04 

25/75 

...  9 1 .00 

155.00 

271.00 

360.00 

45 1 .00 

50/150... 

...  103.00 

176.00 

307.00 

407.00 

510.00 

100/300. . . 

...  114.00 

194.00 

339.00 

45 1 .00 

565.00 

Territory 

5/15  

. .$  43.00 

$ 75.00 

$128.00 

$170.00 

$213.00 

03 

25/75  

. . . 89.00 

155.00 

265.00 

352.00 

441.00 

50/150. .. . 

...  101.00 

176.00 

300.00 

398.00 

498.00 

100/300. . . 

...  1 1 1 .00 

194.00 

332.00 

440.00 

552.00 

Territory 

5/15 

. . .$  42.00 

$ 73.00 

$125.00 

$166.00 

$208.00 

05 

25/75 

. . . 87.00 

151.00 

259.00 

344.00 

431.00 

50/150  . . . 

. . . 98.00 

171.00 

293.00 

388.00 

487.00 

100/300. . . 

...  109.00 

189.00 

324.00 

430.00 

539.00 

FAW  & SHERROD 
Phone  926-8164 

Johnson  City,  Tennessee  37602 

INGLE-KNOX  INSURANCE  AGENCY 
Phone  265-4541 

Chattanooga,  Tennessee  37402 


lipscomb  & pins  CO. 

Phone  278-0772 
Memphis,  Tennessee  38104 


1.  Partnership  liability,  increase  premium  for  each  partner  by 

20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  quotations  made  on 
request. 

3.  Premises  Liability  (bodily  injury,  property  damage  and 
medical  payments)  Minimum  premium  $12.00. 

Shelby  Mutual  Insurance  Company 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $62,000,000.00 


For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 
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tant  administrators,  directors  of  nursing 
services,  medical  record  librarians,  depart- 
ment heads  of  all  kinds,  dietitians,  members 
of  hospital  boards  of  trustees,  and  others. 

The  workshop  was  conducted  by  a faculty 
of  experts  from  JCAH  headquarters  in 
Chicago. 


Officials  of  the  Tennessee  Medical  Association, 
JCAH,  and  THA  discuss  the  new  accreditation 
standards.  They  are,  from  left,  James  N.  Proffitt, 
M.D.,  and  William  A.  Hensley,  M.D.,  both  mem- 
bers of  TMA’s  Accreditation  Committee;  Walter 
W.  Carroll,  M.D.,  from  JCAH  Headquarters  in 
Chicago;  and  Ira  M.  Lane,  Jr.,  THA  Executive 
President. 

One  of  the  major  purposes  of  the  work- 
shop was  to  help  hospital  personnel  and 
medical  staff  understand  the  new  accredita- 
tion requirements  which  became  effective 
July  1,  1971. 

Participants  were  familiarized  with  the 
new  accreditation  standards,  revised  ac- 
creditation survey  procedures  and  forms, 
and  with  the  new  JCAH  Guidelines  For 
Medical  Staff  Bylaws.  In  addition,  a general 
review  of  the  voluntary  accreditation  pro- 
cess and  purpose  was  provided  to  give 
participants  a meaningful  context  of  the 
entire  accreditation  process. 

Faculty  included  Walter  W.  Carroll, 
M.D.,  Associate  Director  of  Research  and 
Education  for  JCAH;  Charles  M.  Jacobs, 
J.D.,  Assistant  Director  of  Education  for 
JCAH;  and  Susan  Weagly,  Assistant  Edu- 
cation Project  Director  for  JCAH. 

UT  Student  Health  Conference 

Some  300  students  from  several  south- 
eastern states  attended  the  Student  Health 
Conference  at  the  University  of  Tennessee 


Key  Personalities  at  the  UT  Student  Health 
Conference  in  Knoxville  on  October  15-17. 
(L  to  R)  Dr.  Edward  Annis,  former  AMA  presi- 
dent; Dr.  John  H.  Saffold,  president  of  TMA; 
Miss  Mary  Lynn  Fletcher,  student  chairman  of 
the  conference;  E.  G.  Marshall,  star  of  the  TV 
series  “The  Bold  Ones,”  and  Dr.  John  H. 
Burkhart  of  the  Knoxville  Academy  of  Medicine. 


in  Knoxville  on  October  15-17. 

The  conference,  labeled  “Debate  on  Na- 
tional Health  Insurance,”  examined  the 
nation’s  health  problems  and  the  various 
legislative  proposals  for  national  health  in- 
surance now  before  Congress. 

The  first  such  conference  of  its  kind  in 
the  nation,  the  debate  was  coordinated  by 
the  University  of  Tennessee  Student  Health 
Committee  and  sponsored  by  the  Depart- 
ment of  Health,  Education,  and  Welfare, 
Knoxville  Academy  of  Medicine,  the  Com- 
mittee for  National  Health  Insurance, 
Machinists  and  Aerospace  Workers  of  Oak 
Ridge,  and  the  UT  Student  Bar  and  Gradu- 
ate Students  Associations. 

Featured  speakers  at  the  conference  were: 
Max  Fine,  Executive  Director  of  the  Com- 
mittee for  National  Health  Insurance  rep- 
resenting the  Kennedy-Labor  Bill;  J.  F. 
Follman,  Jr.,  Vice-President  of  the  Health 
Insurance  Association  of  America  speaking 
for  the  Healthcare  plan;  Henry  Speigelblatt, 
Director  of  Program  Operations  for  HEW, 
representing  the  Nixon  Administration’s 
National  Health  Insurance  Partnership  Act; 
E.  G.  Marshall,  star  of  the  TV  network 
series  “The  Bold  Ones”;  Dr.  Edward  Annis, 
former  AMA  president,  supporting  the 
Medicredit  Bill;  and  Paul  W.  Earle,  special 
assistant  to  the  President  of  the  American 
Hospital  Association,  speaking  for  Ameri- 
plan. 
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UT  Board  Appoints  Johnson  to 
New  Post 

The  University  of  Tennessee  Board  of 
Trustees  has  created  a new  position  of  Vice 
President  for  Health  Affairs  to  coordinate 
and  develop  health  education  for  the  uni- 
versity system  throughout  the  state. 

The  board  has  appointed  Joseph  E.  John- 
son, Ed.D.,  to  the  new  post  as  well  as  to  that 
of  full-time  chancellor  of  the  Medical  Units 
at  Memphis. 

The  recent  action  clarifies  the  interim 
status  of  Dr.  Johnson  and  gives  him  a new 
title  within  the  university  system.  When 
he  was  initially  appointed  as  Chancellor  in 
December,  1970,  it  was  for  a period  not  to 
exceed  18  months,  and  with  the  understand- 
ing that  eventually  he  would  return  to  his 
prior  position  of  Vice  President  for  Devel- 
opment and  Administration. 

However,  now  with  the  new  title  of  Chan- 
cellor and  Vice  President  for  Health  Affairs, 
he  will  devote  full-time  to  all  health  edu- 
cation programs  sponsored  by  UT  through- 
out the  state.  These  include  the  Memorial 
Research  Center  and  Hospital  at  Knoxville 
as  well  as  a plan  for  development  of  clinical 
training  centers  in  several  areas  of  the 
state. 

Dr.  Edward  J.  Boling,  president  of  the 
university,  said  Dr.  Johnson’s  success  in 
administering  the  Medical  Units  during  the 
past  10  months  prompted  the  administra- 
tion’s decision. 

“Dr.  Johnson  has  been  so  effective  and 
so  successful  as  administrator  of  the  Medi- 
cal Units,”  said  Dr.  Boling,  “that  the  facul- 
ty, staff,  students  and  alumni  of  the  Mem- 
phis campus,  as  well  as  the  governmental 
and  civic  leaders  of  Memphis,  all  insist  that 
we  make  him  the  permanent  chancellor.” 

Ingram  Named  UT  Department 
Chairman 

Dr.  Alvin  J.  Ingram  has  been  named 
chairman  of  the  Department  of  Orthopedic 
Surgery  at  the  University  of  Tennessee 
College  of  Medicine,  succeeding  Dr.  Harold 
B.  Boyd,  who  has  retired. 

The  appointment  was  announced  by  Dr. 
Richard  R.  Overman,  acting  dean  of  the 
college.  The  change  was  effective  October 
1. 


Dr.  Ingram  has  been  associated  for  many 
years  with  the  staff  of  Campbell  Clinic, 
which  affiliates  with  the  University  of  Ten- 
nessee in  the  clinical  teaching  of  ortho- 
pedics. 

He  recently  served  as  secretary-treasurer 
of  the  American  Medical  Association,  on 
which  he  served  as  a member  of  the  board 
of  trustees  from  1964  to  1970.  Just  recently 
he  was  appointed  to  the  newly-formed  Na- 
tional Institute  of  Medicine,  a national 
advisory  group  on  medical  affairs  which 
was  organized  by  the  National  Academy  of 
Sciences  and  the  National  Research  Council. 
He  is  the  only  orthopedic  surgeon  named 
to  this  group. 

Meharry  Medical  College 

Meharry  Medical  College  received  $6.7 
million  in  federal  aid  last  year,  more  than 
any  other  predominantly  black  college  in 
the  nation  except  Howard  University. 

Federal  financial  support  to  the  nation’s 
predominantly  black  colleges  rose  16%  last 
year  from  $107.9  million  to  $125.5  million. 
Howard  University,  with  government  sup- 
port of  $10.2  million,  ranked  among  the 
top  100  colleges  in  terms  of  federal  aid 
received. 

Elliot  Richardson,  HEW  secretary,  said 
the  proportion  of  federal  funds  spent  on 
higher  education  in  black  institutions  has 
increased  from  1.3%  in  1962  to  3.4%  in 
1970. 

During  the  last  school  year,  black  col- 
leges enrolled  177,000  or  2%  of  the  nation’s 
8.6  million  students.  About  45%  of  their 
federal  support  is  in  the  form  of  student 
aid,  and  55%  in  institutional  aid. 

Vanderbilt  University  School  of  Medicine 

Dr.  Earl  W.  Sutherland,  professor  of 
physiology,  Vanderbilt  University  School 
of  Medicine,  won  the  1971  Nobel  Prize  in 
Medicine,  October  14,  for  his  discovery  of 
Cyclic  AMP,  a regulator  in  the  body  that 
affects  growth  and  behavior.  A native  of 
Kansas,  Dr.  Sutherland  came  to  Vander- 
bilt as  professor  of  physiology  in  1963.  He 
has  spent  his  career  in  teaching  posts  at 
Washington  University  and  Case  Western 
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Reserve.  His  work  earned  him  America’s 
highest  scientific  honor,  the  Albert  Lasker 
Award  for  Basic  Medical  Research,  last 
year. 

Dr.  Sutherland  is  a Career  Investigator 
for  the  American  Heart  Association,  a rare 
award  that  guarantees  financial  support  for 
Dr.  Sutherland’s  research  as  long  as  he 
lives,  and  a member  of  the  American 
Academy  of  Arts  and  Sciences  and  the  Na- 
tional Academy  of  Science.  He  has  received 
the  Dickson  Prize  for  achievement  in  sci- 
ence and  medicine  presented  by  the  Uni- 
versity of  Pittsburgh,  the  Torald  Sollman 
Award  in  Pharmacology,  the  Banting 
Memorial  Medal,  the  highest  honor  of  the 
American  Diabetes  Association  and  the 
Gairdner  Foundation  Award,  the  “Nobel 
Prize”  of  Canada.  He  received  honorary 
doctorates  from  Yale  and  Washington  Uni- 
versities last  year. 

Dr.  Sutherland  accepted  the  $88,000  award 
during  ceremonies  in  Stockholm,  December 
10. 


PERSONAL  NEWS 


Dr.  Crawford  W.  Adams,  Nashville,  has  ac- 
cepted the  position  of  General  Chairman  in  a 
$560,000  development  campaign  for  Brentwood 
Academy. 

Dr.  Daniel  F.  Beals,  Knoxville,  has  been  ap- 
pointed to  the  Education  Advisory  Committee  to 
the  Tennessee  Medical  Laboratory  Act.  Dr. 
Beals  is  a pathologist  and  director  of  the  labora- 
tories of  St.  Mary’s  Hospital. 

Dr.  J.  MacDonald  Burkhart,  Knoxville;  Dr. 
Virgil  H.  Crowder  Jr.,  Lawrenceburg;  Drs. 
Larson  D.  Beck  and  Charles  M.  Cowden,  Madi- 
son; Dr.  Marvin  D.  Peterson,  Maryville;  Dr. 
David  G.  Stanley,  Oak  Ridge;  Dr.  Claude  C. 
Crockett,  Bristol;  Drs.  R.  Smith  Murray  and 
W.  Glenn  Petty,  Chattanooga;  Drs.  James  A. 
Grant,  Robert  L.  Richardson,  Jr.,  and  Van  H. 
Wells,  Memphis;  Drs.  Jerrie  Cherry,  Perry  F. 
Harris,  Robert  V.  Russell  and  Paul  B.  Griffin, 
have  been  inducted  as  fellows  of  the  American 
College  of  Surgeons. 

Dr.  John  S.  Burrell,  Lake  City,  has  been 
named  a Charter  Diplomate  of  the  American 
Board  of  Family  Practice. 

Dr.  Amos  Christie,  Nashville,  was  awarded 
the  Chancellor’s  Cup,  given  annually  to  the 
teacher  contributing  most  to  student  faculty  re- 
lationships at  Vanderbilt. 


Dr.  Robert  Christopher,  Memphis,  recently  re- 
ceived the  Tennessee  Easter  Seal  Society’s  Gal- 
lantry Award  at  the  Society’s  annual  convention 
in  Nashville.  Dr.  Christopher,  director  of  the 
Rehabilitation  Department  at  the  U-T  College 
of  Medicine,  was  stricken  with  polio  while  in 
medical  school  and  was  given  the  award  for 
successfully  overcoming  a physical  handicap. 

Dr.  Edwin  W.  Cocke,  Jr.,  Memphis,  has  been 
named  the  “outstanding  volunteer  of  the  year” 
by  the  Tennessee  Division  of  the  American 
Cancer  Society.  The  award  is  given  in  recog- 
nition of  outstanding  contributions  in  the  field 
of  cancer  control. 

Drs.  Doyle  Currey  and  Joseph  J.  Dodds,  Chat- 
tanooga, recently  attended  the  quarterly  meeting 
of  the  Federation  of  American  Hospitals  board 
of  directors  at  Washington,  D.C.  Dr.  Dodds  is 
president  of  the  Federation  of  American  Hos- 
pitals. 

Dr.  Kemp  Davis,  Morristown,  was  re-elected 
Chief  of  Staff  of  the  Morristown-Hamblen  Hos- 
pital. Dr.  Davis  is  the  only  member  in  the 
history  of  the  hospital  who  has  been  elected 
Chief  of  Staff  three  times. 

Dr.  Albert  G.  Dittes,  Portland,  attended  the 
23rd  Annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice  in  Miami  Beach  in 
October. 

Dr.  Joseph  J.  Dodds,  Chattanooga,  has  been 
nominated  by  Senator  Bill  Brock  for  member- 
ship on  one  of  President  Nixon’s  Phase  II  eco- 
nomic advisory  committees. 

Dr.  Thomas  Dorrity,  Memphis,  is  the  new 
president  of  the  Association  of  American  Phy- 
sicians and  Surgeons.  Dr.  Dorrity  is  chief  of 
surgery  at  Methodist  Hospital  in  Memphis. 

Dr.  Frank  R.  Eldridge,  Chattanooga,  has  be- 
come associated  with  Drs.  James  H.  Spalding  and 
Robert  B.  Clark,  III  in  the  practice  of  pediatrics 
at  Highland  Pediatric  Clinic  Association. 

Dr.  Jack  T.  Farrar,  Tullahoma,  was  honored  on 
October  24  at  a reception  at  Tullahoma  High 
School  for  35  years’  service  as  a physician  and 
surgeon.  Dr.  Farrar  retired  from  private  prac- 
tice last  June  11. 

Dr.  James  Fleming,  Nashville,  spoke  on  “News 
in  Medicine”  at  the  meeting  of  Xi  Alpha  Nu 
Chapter  of  Beta  Sigma  Phi  Sorority  on  October 
12. 

Dr.  Thomas  Frist,  Sr.,  Nashville,  spoke  at  the 
first  of  a series  of  staff  continuing  education 
programs  at  Parkridge  Hospital  in  Chattanooga 
on  October  25.  Dr.  Frist  is  vice-chairman  of  the 
board  of  Hospital  Corporation  of  America. 

Dr.  Marvin  I.  Gottlieb,  Memphis,  spoke  to  the 
Memphis  Education  Foundation  on  October  18 
at  St.  John’s  Episcopal  Church.  His  topic  was 
“Learning  Disabilities — Everyone’s  Problem.” 

Dr.  Gottlieb  is  director  of  the  Leigh  Buring 
Memorial  Clinic  for  Exceptional  Children. 
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Dr.  Hal  Henard,  Greeneville,  was  honored  by 
the  Greeneville  Shrine  Club  on  October  7 for 
his  service  to  the  Shriners’  Crippled  Children’s 
Program. 

Dr.  Thomas  Lester,  Knoxville,  spoke  at  the 
Newport  Rotary  Club  on  October  18  on  the 
topic  of  “Care  of  New  Born  Babies.”  Dr.  Lester 
is  associate  professor  of  intensive  care  nursing 
at  the  University  Hospital  at  Knoxville. 

Dr.  Frank  H.  Luton,  Nashville,  was  honored 
with  a plaque  by  the  Mental  Health  Associa- 
tion for  his  contributions  in  this  area  of  interest 
over  the  years. 

Dr.  George  Mayfield,  Jr.,  Columbia,  has  been 
appointed  Chairman  of  the  Educational  Advi- 
sory Committee  to  the  Tennessee  Medical 
Laboratory  Act. 

Dr.  Rutledge  Miller,  Johnson  City,  spoke  at  a 
meeting  of  the  Nativic  Civitan  Club  on  October 
25.  His  program  was  a discussion  of  his  time  of 
service  on  the  hospital  ship  “Project  Hope.” 

Drs.  Edward  T.  Newell,  Jr.,  of  Chattanooga 
and  Marcus  T.  Stewart,  of  Memphis,  were  named 
recently  as  Governors  of  the  American  College 
of  Surgeons. 

Dr.  B.  F.  Overholt,  Knoxville,  served  on  a 
panel  discussion,  “What  You  Want  To  Know 
About  Drugs,”  on  October  29  sponsored  by  the 
Ossoli  Circle.  Dr.  Overholt’s  discussion  topic 
was  “Education.” 

Dr.  Nathan  Porter,  Greenfield,  attended  the 
23rd  Annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice  in  Miami  Beach  in 
October. 

Dr.  Eugene  Ryan,  South  Pittsburg,  attended 
the  23rd  Annual  Scientific  Assembly  of  the 
American  Academy  of  General  Practice  in  Miami 
Beach. 

Dr.  Arthur  J.  Sutherland,  Memphis,  spoke  to 
the  Tennesseedlings  Garden  Club  on  October  14 
at  Whitehaven.  Dr.  Sutherland,  a Clinical  In- 
structor in  the  Department  of  Medicine  of  the 
University  of  Tennessee  addressed  the  group 
on  “Reducing  the  Risk  Factors  of  Heart  Dis- 
ease.” 


BOOK  REVIEW 


Advances  in  Treatment  of  Some  Common 
Neurologic  Disorders,  Edited  by  William  L. 
Griggs,  III,  M.D.  Diagnosis,  Mechanisms  and 
Treatment  of  Hemolytic  Anemias,  Edited  by 
Lawrence  S.  Lessin,  M.D.  and  Wendell  F.  Rosse, 
M.D.  Vol.  8,  No.  2 MODERN  TREATMENT.  Sub- 
scription S20  per  year.  Harper  and  Row,  New 
York. 

This  issue  of  Modern  Treatment  is  devoted 
to  two  areas  of  concern  to  the  practicing  phy- 
sician: common  neurological  disorders  and 

hemolytic  anemias.  Between  the  two  symposia, 
the  former  is  the  more  pragmatically  oriented. 


The  latter  deals  with  the  disorders  starting  from 
the  pathophysiology.  This  does  result  in  some 
overemphasis  on  the  rarer  diseases.  There  is 
more  information  on  the  therapy  of  paroxysmal 
nocturnal  hemoglobinuria  than  on  immune 
hemolytic  anemias,  and  almost  as  much  as  on 
sickle  cell  anemia.  Nevertheless,  this  issue  is  a 
useful  one  and  can  yield  much  read  up-to-date 
assistance  in  understanding  and  managing 
patients  with  these  disorders. 


ANNOUNCEMENTS 


Calendar  of  Meetings 

1972 


April  12-15 

Jan.  17-19 

Jan.  24-26 
Jan.  28-30 

Jan.  29- 
Feb.  3 

Feb.  3-5 
Feb.  4-12 

Feb.  5-6 

Feb.  5-9 
Feb.  8-12 

Feb.  9-11 

March  1-5 

March  4-9 

March 

11-18 


State 

Tennessee  Medical  Association, 
137th  Annual  Meeting,  Auditorium 
Gatlinburg 

National 

American  College  of  Surgeons, 
Sheraton-Four  Ambassadors  Hotel, 
Miami 

Society  of  Thoracic  Surgeons,  San 
Francisco  Hilton,  San  Francisco 
Southern  Radiological  Conference, 
16th  Annual,  Grand  Hotel,  Point 
Clear,  Ala. 

American  Academy  of  Orthopaedic 
Surgeons,  Sheraton  Park  Hotel, 
Washington,  D.C. 

Association  for  Hospital  Medical 
Education,  Annual  Meeting,  Palmer 
House/Drake  Hotels,  Chicago 
American  Society  of  Clinical  Pa- 
thologists and  College  of  American 
Pathologists  (Joint  Interim  Meet- 
ing), Regency  Hyatt  House,  Atlanta 
AMA  Congress  on  Medical  Educa- 
tion, 68th  Annual,  Palmer  House, 
Chicago 

American  Academy  of  Allergy,  San 
Francisco  Hilton,  San  Francisco 
American  Group  Psychotherapy  As- 
sociation, Statler  Hilton  Hotel,  New 
York 

American  Academy  of  Occupational 
Medicine,  Hilton  Hotel,  Pittsburgh 
American  College  of  Cardiology, 
Conrad  Hilton  Hotel,  Chicago 
American  College  of  Allergists, 
Fairmont  Hotel,  Dallas 
American  Association  of  Patholo- 
gists and  Bacteriologists,  American 
Association  of  Neuropathologists, 
and  Pediatric  Pathology  Club  (Joint 
Annual  Meeting),  Netherland- 
Hilton  Hotel,  Cincinnati 


One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  (dok'ter),  /?.  (ME.  doc  tour,  fr. 
OF.  doc  tour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


Mi  . . 

American  Cancer  Society 


December,  1971 


ANNOUNCEMENTS 


1089 


March  AMA  National  Conference  on  Rural 

16-17  Health,  25th,  St.  Francis  Hotel,  San 

Francisco 

March  Neurosurgical  Society  of  America, 

22-25  Delmonte  Lodge,  Pebble  Beach, 

Calif. 


March 

25-26 

March 

27-30 

April  3-8 
April  4-7 
April  5-8 
April  6-8 


April  9-14 
April  9-14 
April  9-14 


Southeastern  Dermatological  Asso- 
ciation, Lexington,  Ky. 

Southeastern  Surgical  Congress, 
Shoreham  Hotel,  Washington,  D.C. 

American  College  of  Radiology, 
Americana  Hotel,  Bal  Harbour,  Fla. 

American  Association  of  Anatomists, 
Marriott  Motor  Hotel,  Dallas 

American  Orthopsychiatric  Associa- 
tion, Cobo  Hall,  Detroit 

American  Association  of  Planned 
Parenthood  Physicians,  Sheraton 
Cadillac  Hotel,  Detroit 

American  Physiological  Society, 
Atlantic  City. 

American  Society  for  Experimental 
Pathology,  Atlantic  City 

American  Society  for  Pharmacology 
and  Experimental  Therapeutics, 
Hotel  Dennis,  Atlantic  City 


April  13-18  American  Dermatological  Associa- 
tion, Dorado  Beach  Hotel,  Dorado 
Beach,  P.R. 

April  14-16  American  Psychosomatic  Society, 
Somerset  Hotel,  Boston 

April  14-16  American  Society  of  Internal 
Medicine,  Sheraton-Deauville  Hotel, 
Atlantic  City 

April  16-17  American  Otological  Society,  Holly- 
wood Beach  Hotel,  Hollywood,  Fla. 


April  16-20  American  Association  of  Neurologi- 
cal Surgeons,  Statler-Hilton,  Boston 


April  16-21  American  College  of  Physicians, 
Atlantic  City 


April  17-18  American  Society  for  Artificial  In- 
ternal Organs,  Olympic  Hotel, 
Seattle 

April  17-20  American  College  of  Obstetricians 
and  Gynecologists,  Palmer  House, 
Chicago 

April  18-19  American  Broncho-Esophagological 
Association,  Hollywood-Beach 
Hotel,  Hollywood,  Fla. 

April  18-20  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  Holly- 
wood Beach  Hotel,  Hollywood 
Beach,  Fla. 

April  18-20  American  Laryngological,  Rhino- 
logical  and  Otological  Society, 
Hollywood  Beach  Hotel,  Hollywood, 
Fla. 


April  22-26  American  Society  of  Abdominal 
Surgeons,  Pick  Congress  Hotel, 
Chicago 

April  23-28  American  Society  for  Microbiology, 
Philadelphia 

April  24-27  American  Academy  of  Pediatrics, 
Spring  Session,  Convention  Hall, 
San  Diego 

April  24-29  American  Academy  of  Neurology, 
Chase  Park  Plaza,  St.  Louis 

April  25-26  American  Society  for  Head  and 
Neck  Surgery,  Breakers  Hotel,  Palm 
Beach,  Fla. 

April  26-28  American  Surgical  Association, 
Fairmont  Hotel,  San  Francisco 

April  26-29  American  Pediatric  Society,  Tray- 
more  Hotel,  Atlantic  City 


Family  Practice  Examination 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  offer  its  next  examination 
for  certification  in  various  centers  through- 
out the  United  States.  The  examination  will  be 
over  a two-day  period  on  April  29-30,  1972. 
Information  regarding  the  examination  may  be 
obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  Deadline  for  receiving  com- 
pleted applications  in  the  Board  office  is 
February  1,  1972. 


Atlanta  Graduate  Medical  Assembly 

The  twenty-ninth  annual  session  of  the  At- 
lanta Graduate  Medical  Assembly  will  be  held 
on  March  12-15,  1972  at  the  Marriott  Motor  Hotel 
in  downtown  Atlanta. 

The  program  will  feature  a faculty  of  27  out- 
standing speakers  from  many  areas  of  the 
United  States  and  one  from  McGill  University 
in  Montreal.  There  will  also  be  an  informative 
and  well-programmed  display  of  technical  ex- 
hibits. 

For  further  information  contact:  Mrs.  Wynnell 
S.  Hopkins,  Executive  Secretary,  Atlanta  Gradu- 
ate Medical  Assembly,  875  W.  Peachtree  St.,  N.E., 
Atlanta,  Georgia  30309. 

Medical  Legal  Institute 

The  University  of  Miami  Law  Center  and 
School  of  Medicine  announces  the  forthcoming 
MEDICAL  MALPRACTICE,  A LEGAL  COURSE 
FOR  DOCTORS,  March  1-4,  at  the  Americana 
Hotel,  Bal  Harbour,  Florida.  The  purpose  of  the 
seminar  is  to  give  to  doctors  and  hospital  ad- 
ministrators an  indepth  introduction  to  their 
legal  rights  and  duties  in  relation  to  their 


1090 


ANNOUNCEMENTS 


December,  1971 


patients.  Taught  completely  by  lawyers,  it  will 
be  a non-adversary,  factual,  legal  and  practical 
presentation  for  the  purpose  of  education.  In- 
quiries for  further  information  should  be  ad- 
dresssed  to: 

IV  Medical/Legal  Institute 
University  of  Miami  Law  Center 
P.  O.  Box  8087 
Coral  Gables,  Florida  33124 

A Salute  To  Our  Pharmacist  Colleagues 

The  Tennessee  Pharmaceutical  Associa- 
tion declared  November  VD  Awareness 
Month,  with  a Proclamation  to  this  effect 
by  Governor  Dunn.  Instructional  VD 
Packets  went  to  each  member.  The  Middle 
Tennessee  Society  of  Pharmacists  has 
established  32  signs  in  Davidson  County 
as  shown  here,  dramatically  in  red.  A call 
to  the  number  327-4744  elicits  from  9 a.m. 
to  4 p.m.  an  answer  by  a volunteer  from  the 
Society’s  Ladies  Auxiliary.  For  the  re- 


mainder of  the  24  hours  the  taped  recording 
answer  is  as  follows:  — 

Venereal  disease  is  in  epidemic  proportions  in 
every  city  throughout  the  country. 

VD  is  contracted  by  sexual  contact  or  inter- 
course with  another  infected  person. 

A person  infected  with  certain  untreated 
venereal  diseases  may  eventually  become  blind, 
crippled,  insane,  be  rendered  sterile  or  develop 
heart  trouble  or  other  complications  that  result 
in  an  earlier  death.  VD  can  be  cured  but  only 
by  a doctor’s  skill  and  knowledge  in  giving  the 
right  amount  of  medicine  at  the  right  time. 

There  are  two  main  venereal  diseases,  Gonor- 
rhea and  Syphilis. 

Gonorrhea  is  the  most  common  form  of  VD. 
A man  infected  with  it  will  usually  notice 
symptoms  which  are  a pus  like  discharge  and  a 
burning  sensation  upon  urination.  The  majority 
of  women  infected  are  not  as  fortunate  as  men. 
Most  women  will  not  have  symptoms  and  they 
will  be  completely  unaware  of  having  the  dis- 
ease. This  is  why  it  is  important  for  a male 
infected  with  Gonorrhea  to  tell  his  sexual  part- 
ner to  see  a doctor. 

Syphilis  though  rare  in  comparison  to  Gon- 
orrhea is  much  more  serious.  The  symptoms  of 
Syphilis  are  a painless  sore  or  rash  usually 
located  on  the  palm  of  the  hands  or  forearm. 
Syphilis  is  detected  by  a blood  test. 

If  you  think  you  have  VD  or  have  been  ex- 
posed to  it,  you  should  go  to  your  doctor  or 
local  health  department.  For  further  informa- 
tion call  this  same  number  Monday  through  Fri- 
day between  9 A.M.  and  4:30  P.M.  One  of  our 
telephone  volunteers  will  help  you. 

Additionally,  signs  have  appeared  in  drug 
stores,  and  hand-out  brochures  have  been 
used.  Paper  bags  for  packaging  of  drugs 
bear  printed  messages. 


Chairman  of  the  TMA  Rural  Health  Committe  e,  Dr.  Charles  A.  Trahern  of  Clarksville,  presided 
over  the  ninth  Tennessee  Rural  Health  Conferenc  e which  was  held  at  the  Ellington  Agricultural 
Center  in  Nashville,  October  13,  1971.  Co-sponsored  by  TMA,  Tennessee  Farm  Bureau  and  the  Uni- 
versity of  Tennessee  Agricultural  Extension  service,  the  one-day  meeting  attracted  150  participants. 
Of  particular  interest  to  the  audience  was  a presentation  on  Drugs  and  Drug  Abuse  by  two  UT- 
Memphis  Pharmacy  Students,  Mr.  Glenn  Farr  (left)  and  Mr.  Bill  Harris. 
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1971  MEMBERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  The  Tennessee  Medical  Association  by  County  Medical  Society 
is  published  as  a service  to  the  membership.  The  various  membership  categories  are  noted  by 
special  symbols.  * denotes  Veteran  Status;  $ denotes  Post-Graduate  Status;  f denotes  Military  Status. 


BEDFORD  COUNTY 
MEDICAL  SOCIETY 

Shelbyville 
W.  L.  Chambers 
Albert  L.  Cooper 
John  S.  Derryberry 
Alfred  H.  Farrar 
Taylor  Farrar 
Joseph  H.  Feldhaus 
Sue  W.  Johnson 
Grace  E.  Moulder 
Earl  Rich 

Aubrey  T.  Richards 

B.  Carl  Rogers 

C.  T.  Stubblefield 
Sara  Womack 

Wartrace 

"Maurice  L.  Connell 


BENTON-HUMPHREYS 
MEDICAL  SOCIETY 

Camden 

W.  H.  Blackburn 
R.  I.  Bourne,  Jr. 

Joe  S.  Butterworth 
John  H.  Overall,  Jr. 

New  Johnsonville 
James  J.  Lawson 
Waverly 

Autry  C.  Emmert 
Wallace  J.  McClure 
Dorris  A.  Sanders 
Joseph  W.  Stephens 
Arthur  W.  Walker 


BLOUNT  COUNTY 
MEDICAL  SOCIETY 

Alcoa 

J.  S.  Henderson,  Jr. 

D.  L.  LeQuire 

Louisville 
Beulah  Kittrell 
Maryville 
O.  K.  Agee 
Billy  H.  Blanks 
William  J.  Bovard 
John  H.  Bowen 
"Keubel  A.  Bryant 

H.  A.  Callaway,  Jr. 
James  M.  Callaway 
J.  W.  Christofferson 
Mary  D.  Cragan 
Clay  Crowder 
William  C.  Crowder 
W.  W.  Crowder 
Lynn  F.  Curtis 
William  E.  Elliot 
Ted  L.  Rlickinger 

R.  H.  Haralson,  Jr. 
R.  H.  Haralson,  HI 

C.  N.  Hatfield 
Louis  E.  Haun 
James  T.  Holder 
Cecil  B.  Howard 
John  R.  Huffman 
Homer  L.  Isbell 
Elgin  P.  Kintner 
Sam  S.  Lambeth 
Roy  W.  Laughmiller 
Julian  C.  Lentz 
Frank  S.  Lovingood 
John  F.  Manning 
Kenneth  Marmon 
Gordon  McCall 
David  L.  McCroskey 

N.  A.  McKinnon,  Jr. 
James  H.  Millard 
Robert  D.  Mynatt 
H.  S.  Nelson 

M.  D.  Peterson 
Jack  Phelan 
James  N.  Proffitt 
Robert  D.  Proffitt 
Bainard  P.  Ramsey 
Robert  W.  Seaton 

O.  L.  Simpson,  Jr. 

J.  B.  Smalley 


Iris  C.  Snider 
H.  T.  Vandergriff 
Lowell  E.  Vinsant 
J.  A.  Yarborough 

Rockford 
Robert  F.  Leyen 

BRADLEY  COUNTY 
MEDICAL  SOCIETY 

Cleveland 
Robert  L.  Allen 
John  M.  Appling 
Marvin  R.  Batchelor 
John  M.  Bryan 
Chalmer  Chastain 
Robert  H.  Cofer 
"William  B.  Foster 
Jack  R.  Free 
William  A.  Garrott 
"C.  S.  Heron 

C.  Richard  Hughes 
Ivan  C.  Humphries 
Frank  K.  Jones 
Cecil  H.  Kimball 

C.  A.  Kyle,  Jr. 

James  C.  Lowe 
Joseph  McCoin 
Hayes  Mitchell 
Joseph  E.  Monger 

E.  Harris  Pierce 
John  Powell 
William  Proffitt 
John  A.  Rogness 
Charles  Romaine 
Fenton  L.  Scruggs 
William  R.  Smith 
W.  C.  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
James  R.  Thurman 
Madison  S.  Trewhitt 
James  R.  Van  Arsdall 
Gilbert  A.  Vamell 

Copperhill 
W.  C.  Zachary,  Jr. 

Dncktoivn 
William  R.  Lee 


CAMPBELL  COUNTY 
MEDICAL  SOCIETY 

Harrogate 
George  L.  Day 
Roy  C.  Ellis 

Jellico 

Lee  G.  Durham 
Charles  A.  Prater 
Ned  C.  Watts 

LaF ollette 
J.  D.  Crutchfield 
M.  L.  Davis 
James  C.  Farris 
Paul  J.  O’Brien 
John  C.  Pryse 
Roscoe  C.  Pryse 
L.  J.  Seargeant 
Burgin  H.  Wood 


CHATTANOOGA- 
HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Chattanooga 
Jerome  H.  Abramson 
Chester  G.  Adams 
J.  E.  Adams,  Jr. 

John  W.  Adams,  Jr. 
William  P.  Aiken 
Edgar  D.  Akin 

1.  T.  Albritt'm 
Jlrl  T.  Alexander,  Jr. 
Andres  S.  Alisago,  Jr. 
Billy  Jason  Allen 
Charles  H.  Alper 
"E.  R.  Anderson 
Harry  S.  Anderson 
Ira  Lee  Arnold 
Stewart  H.  Auerbach 

A.  Merton  Baker,  Jr. 
Robert  E.  Baldwin 


Fred  B.  Ballard,  Jr. 

W.  A.  Banks 

G.  E.  Beckmann,  Jr. 

E.  F.  Besemann 
Samuel  S.  Binder 
W.  R.  Bishop 
Lonnie  Roy  Boaz,  Jr. 
Walter  E.  Boehm 
Harry  Vanzandt  Boris 

J.  O.  Bowers,  Jr. 

John  F.  Boxell 
William  D.  Brackett 
Frank  S.  Brannen 
R.  W.  Breytspraak 
Neil  Charles  Brown 
R.  L.  Brown 
E.  F.  Buchner,  III 
William  F.  Buckner 
Arch  H.  Bullard 
John  Arthur  Burke 
Thomas  L.  Buttram 
W.  R.  Buttram,  Jr. 
Winton  P.  Caine,  Jr. 
Gary  B.  Caldwell 
E.  R.  Campbell,  Jr. 
Don  Allen  Cannon 
G.  M.  Cannon 
Maurice  A.  Canon 
"Everett  E.  Carrier 
John  Paul  Carter 
Bennett  W.  Caughran 
Douglas  Chamberlain 
James  S.  Cheatham 
C.  Robert  Clark 
R.  B.  Clark,  III 
C.  R.  Cleaveland 
Oscar  H.  Clements 
R.  C.  Coddington 
J.  R.  Collins 
Frank  C.  Combes 
"John  L.  Cooley 
j.  H.  Corey,  Jr. 
Dennis  Murl  Cornett 
George  Edwin  Cox 

M.  Sue  C.  Cox 
$Thomas  Ringo  Cox 

James  Lynn  Craig 
J.  F.  Crawley,  Jr. 
Tohn  M.  Crowell 
"Tolbert  C.  Crowell 
Doyle  E.  Currey 
“Joe  Tom  Currey 
Thomas  H.  Curtis 
James  Wilson  Davis 
Jimmy  B.  Davis 
Robert  C.  Demos 

O.  M.  Derryberry 

P.  L.  DeRuiter 
Joseph  James  Dodds 
R.  B.  E>onaldson 
W.  C.  Dowell 
James  Robert  Drake 
Stanley  J.  Dressier 

P.  M.  DuVoisin 
William  K.  Dwyer 
Frank  R.  Eldridge 
Bruce  A.  Elrod 
John  Thomas  Evans 
R.  E.  Evssen 
James  R.  Fancher 
Francis  M.  Fesmire 
R.  V.  Fletcher 

J.  M.  Foley 
Augustus  C.  Ford 

N.  G.  Forlidas 
W.  R.  Fowler 

IDaniel  H.  Framm 
Guy  M.  Francis 
"John  E.  Frazier 
John  Marsh  Frere 

A.  H.  Frve,  Jr. 

Orville  Carlos  Gass 
Donald  Baker  Gibson 
George  Clive  Gibson 
Robert  H.  Giles,  Jr. 
Edwin  Wayne  Gilley 

"Dean  W.  Golley 
"Paul  M.  Golley 
A1  W.  Gothard 
Frank  B.  Graham,  III 
Joseph  W.  Graves 
William  R.  Green 
M.  W.  Greifinger 
Wallace  D.  Grissom 
"Oscar  Doyle  Groshart 

B.  F.  Grotts 


JT.  A.  Grubbs,  Jr. 
Francis  R.  Hackney 
R.  B.  Hagood,  Jr. 
David  Parks  Hall 
John  C.  Hampton 
Herschel  B.  Harris 
"Elliott  F.  Harrison 
Carl  A.  Hartung 
H.  K.  Harvey 
Charles  W.  Hawkins 
Paul  E.  Hawkins 
Cauley  W.  Hayes,  Jr. 
Thomas  E.  Hayes 
James  Martin  Hays 
James  R.  Headrick 
James  W.  Hedden 
R.  S.  Hellmann 

C.  M.  von  Henner 
H.  B.  Henning 
Warren  B.  Henry 

G.  K.  HenshaU,  Jr. 

H.  B.  Heywood,  III 
Homer  David  Hickey 
J.  M.  Higgason 

J.  M.  Higginbotham 
Mohammed  Q.  Hoda 
R.  G.  Hofmeister 
P.  B.  Holliday,  Jr. 
Benton  B.  Holt,  Jr. 
Charles  M.  Hooper 
R.  A.  Hoppe 
Donald  Ross  Hornsby 
Peggy  J.  Howard 
Noel  C.  Hunt 
W.  P.  Hutcherson 

D.  Isbell 
Dewitt  B.  James 

E.  G.  Johnson 

J.  Paul  Johnson,  Jr. 

J.  W.  Johnson,  Jr. 
Gerald  Isom  Jones 
Harry  E.  Jones 
David  Bernard  Karr 
Yutaka  Kato 
C.  D.  Kennedy 
J.  J.  Killeffer 

C.  W.  Kimsey 
Warren  H.  Kimsey 
Clyde  Roy  Kirk 
Durwood  L.  Kirk 

G.  H.  Kistler 

D.  K.  Kitchen 
Michael  Kosanovich 
Ethem  Y.  Kuzucu 

F.  D.  Lansford,  Jr. 

L.  H.  Lassiter 

J.  V.  Lavecchia,  Jr. 

H.  M.  Lawrence,  Jr. 
Stewart  Lawwill,  Jr. 
Jay  F.  Lewis,  II 

E.  C.  Lineberger 
P.  H.  Livingston 
Ira  Morris  Long 

JC.  C.  Ludington,  Jr. 
Robert  E.  Mabe 
W.  B.  MacGuire,  Jr. 

D.  V.  MacNaughton, 


C.  B.  Marsh 
"Frederick  E.  Marsh 
"W.  H.  Marsh 
Hossein  Massoud 
"Harold  J.  McAlister 
Cooper  H.  McCall 
David  P.  McCallie 
Augustus  McCravey 
Charles  D.  McDonald 
Martha  W.  McDonald 
Preston  C.  McDow 
George  R.  McElroy 
Edel  F.  McIntosh 
James  E.  McKinney 
JHarold  E.  Messinger 
Robert  T.  Miller 
George  A.  Mitchell 
Thomas  C.  Monroe 

T.  F.  Mullady,  III 
Fay  B.  Murphey,  Jr. 
Oscar  Beryl  Murray 
R.  Smith  Murray 
R.  W.  Myers 
Fujie  Nakamura 
Marvin  Myer  Nathan 
Merrill  F.  Nelson 
Cecil  E.  Newell 


E.  T.  Newell,  Jr. 

Robert  L.  Nichols 
Paul  V.  Nolan 
N.  B.  Norris,  Jr. 

Barry  Parker  Norton 
tjuan  C.  Nosti 
Robert  N.  Osmundsen 
W.  C.  Pallas 
James  P.  Pappas 
"Ashby  M.  Patterson 
Robert  L.  Patterson 
Ernest  White  Patton 
Levi  R.  Patton 
William  C.  Patton 
Stanley  R.  Payne 
Martin  Allen  Perez 
Millard  Foy  Perrin 
W.  A.  Peterson,  Jr. 
Wesley  Petty 
W.  E.  Plauche 
W.  H.  Price 
M.  C.  Pruitt 
Walter  Puckett,  III 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
Maurice  S.  Rawlings 
Charles  Jackson  Ray 
C.  W.  Reavis 
W.  D.  L.  Record 

E.  E.  Reisman,  Jr. 

J.  E.  Reynolds 

J.  R.  Reynolds 
Alexander  Rhoton 
C.  E.  Richardson 
Deloris  E.  Rissling 

G.  M.  Roberts,  Jr. 

A.  P.  Rogers 
William  Edward  Rowe 
Esperanza  A.  Rowell 
James  R.  Royal 

Don  Jere  Russell 
Benjamin  G.  Santos 

H.  A.  Schwartz 
Edgar  L.  Scott,  Jr. 
Molly  E.  R.  Seai 
Clarence  Shaw 
George  W.  Shelton 

"W.  J.  Sheridan 
Edwin  H.  Shuck,  Jr. 
Harold  G.  Sibold 
George  Lete  Sivils 

F.  J.  Smiley 
M.  J.  Smith,  Jr. 

S.  P.  Smith 

R.  T.  Spalding 
James  H.  Spaulding 
Eleanor  Stafford 
R.  F.  Stappenbeck 
Harold  Jones  Starr 
W.  H.  Steele,  Jr. 

W.  A.  Stem 
W.  G.  Stephenson 
Joseph  H.  Stickley 
Harry  Alfred  Stone 
W.  H.  Stonebumer 
J.  E.  Strickland,  Jr. 
Mary  E.  Stroud 

C.  L.  Suggs,  Jr. 

Robert  O.  Summer 
Nat  H.  Swann,  Jr. 
Charles  Ray  Swift 
Myron  J.  Szczukowski 
George  N.  Taylor 
Thomas  E.  Taylor 
Bernard  Tepper 

Jack  Tepper 
M.  O.  Tepper 
Lloyd  W.  Thompson 
Paul  C.  Thompson 
Robert  C.  Thompson 
James  E.  Tinnell 

D.  H.  Turner 
A.  Steven  Ulin 
Louis  Ulin 

M.  R.  Vance 
W.  E.  VanOrder 
Roger  Gordon  Vieth 
Gus  John  Vlasis 
C.  H.  Von  Cannon 
M.  Von  Werssowetz 
O.  F.  Von  Werssowetz 
Harry  Lee  Walton 
R.  A.  Waters 
W.  Weathers,  Jr. 

L.  Spires  Whitaker,  Jr. 
J.  L.  Williams,  Jr. 


W.  B.  Willingham,  Jr. 
Julian  Macow  Yood 
George  G.  Young 
M.  M.  Young 
Guy  Zimmerman,  Jr. 
Joseph  I.  Zuckerman 

Collegedale 
Robert  L.  Jensen 
Copperhll 

"Herschel  H.  Hyatt 
J.  T.  Layne 

Dayton 

Ernest  A.  Forsten 
L.  F.  Littell,  Jr. 

James  Jacob  Rodgers 

Dunlap 

C.  G.  Graves,  Jr. 
Arthur  M.  Owens 

Franklin 

"Martin  A.  Meacham 
Hixson 

R.  W.  Boatwright 
Robert  T.  Pitner 
Millard  W.  Ramsey 

Jasper 

James  G.  McMillan 
Lookout  Mountain 
J.  J.  Armstrong 
James  L.  Caldwell 
Rudolph  M.  Landry 
Thomas  Sparrow  Long 

Nashville 

R.  W.  Kirchberg,  Jr. 
Ochtewah 
"C.  L.  Lassiter 
Pikeville 

Thomas  G.  Cranwell 
Rufus  S.  Morgan 

Rossville,  Georgia 
W.  D.  Crawley,  Jr. 
James  C.  Wright 

Signal  Mountain 

O.  W.  Jenkins,  Jr. 

"M.  F.  Langston 
T.  H.  Rybachok 
A.  Y.  Smith.  Ill 
Phillipp  C.  Sottong 

Soddy 

A.  Hallett-Sylvester 
South  Pittsburg 
J.  B.  Hackworth,  Jr. 

J.  B.  Havron 
William  L.  Headrick 
L.  Gordon  LaPointe 
Hiram  Beene  Moore 

E.  M.  Ryan 
Viston  Taylor,  Jr. 

Whitwell 
Cleo  Chastain 
W.  G.  Shull 

Wildwood,  Ga. 
Raymond  D.  Neufeld 

COCKE  COUNTY 
MEDICAL  SOCIETY 

Newport 

D.  H.  McConnell 
Drew  A.  Mims 
William  B.  Robinson 
Glenn  Shults 

F.  M.  Valentine,  Jr. 

F.  M.  Valentne,  Sr. 

COFFEE  COUNTY 
MEDICAL  SOCIETY 

Manchester 
William  D.  Calhoun 
C.  H.  Farrar 
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Howard  Farrar 
John  A.  Shields 
Coulter  S.  Young 

T ullahoma 
Ralph  Brickell 
Marvin  C.  Fraley 
Bruce  E.  Galbraith 
Edwin  E.  Gray 
C.  B.  Harvey 
James  M.  King 
Charles  W.  Marsh 
Earl  E.  Roles 
Claude  C.  Snoddy 
Charles  H.  Webb 


CONSOLIDATED 
MEDICAL  ASSEMBLY 

Adamsville 
Harold  W.  Vinson 
Alamo 

J.  H.  Donnell 
Bells 

"Elisha  Farrow 
Charles  Hickman 
Russell  W.  Mayfield 

Bemis 

A.  N.  Williams,  Jr. 
Bolivar 

Harvey  H.  Barham 
William  Bell 
Douglas  L.  Brint 
C.  L.  Durham 
Charles  L.  Frost 
Bedford  F.  McAnulty 
"James  K.  Tate,  Jr. 

Brownsville 
"Thomas  C.  Chapman 
Harold  L.  Gilliand 
David  E.  Stewart 
J.  C.  Thornton,  Jr. 

J.  K.  Welch,  Jr.' 

Bruceton 

"Robert  T.  Keeton 
Camden 
Alvin  T.  Hicks 
Robert  L.  Horton 

Dyer 

James  I.  Elliott 
Grand  Junction 
Nicholas  H.  Edwards 
Harrison 

Edward  C.  Barker 
Henderson 
Darrell  King 
Oscar  M.  McCallum 
H.  M.  Steadman 

R.  L.  Wilson 

Hohenwald 
H.  W.  Anderson 
Humboldt 
Harold  G.  Barker 
Billy  L.  Couch 
J.  H.  Crenshaw 
T.  M.  Crenshaw 
Albert  H.  Fick 
Robert  C.  Hall 
Danny  J.  Riddick 
William  H.  Roberts 
James  D.  Rozzell 
George  E.  Spangler 

Huntingdon 
Jerry  F.  Atkins 
Robert  B.  Wilson 

Jackson 

C.  V.  Alexander,  Jr. 
Roy  Appleton 
Thomas  K.  Ballard 
James  Barker 
Robert  J.  Barnett 
"G.  H.  Berryhill 

S.  L.  Bicknell 
Jack  H.  Booth 
William  F.  Burnett 
Swan  Burns,  Jr. 

"Swan  Burns,  Sr. 

J.  H.  Chandler 
Charles  W.  Cox 
James  T.  Craig,  Jr. 
Edward  F.  Crocker 
William  G.  Crook 


George  D.  Dodson 
Jack  E.  Douglass 

R.  A.  Douglass,  Jr. 
Clarence  Driver 

E.  W.  Edwards 
Blanche  S.  Emerson 
Blair  D.  Erb 

"William  T.  Fitts 
James  R.  French 
Fred  Friedman 
Oliver  H.  Graves 
Walton  W.  Harrison 
George  Harvey 
G.  E.  Hazelhurst,  Jr. 
Bobby  Higgs 
Robert  S.  Hill 
Ben  F.  House 
G.  B.  Hubbard 
Leland  M.  Johnston 
Chester  Jones 

G.  Frank  Jones 
John  A.  Kendall 
Duval  H.  Koonce 
Donald  S.  LaFont 
James  D.  Lane 

J.  A.  Langdon,  Jr. 
Donald  R.  Lewis 
Fred  Looper 
Robert  B.  Mandle 
William  C.  McAfee 
Harold  T.  Mclver 
A.  L.  Middleton 
Jesse  Miller,  Jr. 

Henry  N.  Moore 
Alfred  J.  Mueller 
Lamb  B.  Myhr 
Roy  M.  Neudecker 
George  Pakis,  Jr. 

L.  G.  Pascal,  Jr. 

James  A.  Philips 
"John  E.  Powers 
J.  A.  Price,  Jr. 

John  G.  Riddler 
Barnett  Scott 
Lee  C.  Sheppard,  Jr. 
Harris  L.  Smith 
Robert  J.  Smith 
Charles  Stauffer 
James  L.  Thomas 
J.  R.  Thompson,  Jr. 

S.  A.  Truex,  Jr. 

R.  T.  Tucker,  Jr. 

F.  E.  Williamson,  Jr. 
George  Wvatt 

Paul  E.  Wylie 
Harold  R.  Yarbro 

Kenton 
A.  H.  Gray 

Lexington 

Max  Aklon  Crocker 
Wesley  F.  Jones 
Maurice  N.  Lowry 
Warren  C.  Ramer 
Jack  C.  Stripling 
Charles  W.  White 

McKenzie 
James  T.  Holmes 
James  H.  Robertson 

S.  S.  Walker,  Jr. 

Medina 

Robert  H.  Morris 
Milan 

Hubert  P.  Clemmer 
James  O.  Fields 
F.  L.  Keil 
James  H.  Williams 
Phillip  G.  Williams 

Nashville 

E.  C.  Shackleford,  Jr. 
Saltillo 

Howard  W.  Thomas 
Savannah 

H.  D.  Blankenship,  Jr. 
A.  G.  Churchwell 
Reece  DeBerry 

John  D.  Lay 
Thomas  V.  Roe 
Howard  Whitaker,  Jr. 
Thomas  R.  Williams 

Selmer 

T.  N.  Humphrey 
Harry  Peeler 
James  H.  Smith 
Monte  E.  Smith,  Jr. 

Somerville 
John  M.  Bishop 


Frank  S.  McKnight 
"John  W.  Morris 
L.  H.  Plemmons 
Karl  Byington  Rhea 
Lee  Rush,  Jr. 

Trenton 
J.  F.  Albritton 
Eugene  C.  Crafton,  Jr. 
John  Wesley  Ellis 
James  W.  Hall 
C.  L.  Holmes 
C.  S.  Patterson 

B.  G.  Thompson 
J.  L.  Williams 

Whiteville 
Aubrey  Richards 

CUMBERLAND 

COUNTY 

MEDICAL  SOCIETY 

Crossville 
Joe  E.  Burton 
James  T.  Callis 
J.  T.  Campbell,  Jr. 

R.  E.  Cravens 
Carl  T.  Duer 
Paul  A.  Ervin,  Jr. 
William  E.  Evans 
Donathan  R.  Ivey 
H.  F.  Lawson 

E.  C.  Mullinicks 
Fred  W.  Munson 
"Stuart  P.  Seaton 
Ramon  S.  Vinas 
Joe  K.  Wallace 

Pleasant  Hill 
"Laurence  A.  Chrouch 
"Margaret  K.  Stewart 

Rockwood 
J.  W.  Lindsay 

DAVIDSON  COUNTY 
MEDICAL  SOCIETY 

Ashland  City 
James  Baldwin 

College  Grove 
"George  A.  Hatcher 
Franklin 

"John  B.  Youmans 
Gallatin 

®R.  K.  Galloway 

Goodlettsville 
James  S.  Hastie 
Lee  F.  Kramer 

Hendersonville 
Helen  C.  Burks 
Charles  M.  Cowden 
W.  Gordon  Doss 
Warren  T.  Hill 
Robert  D.  Pilkinton 
R.  L.  Strom 

Jackson 

W.  H.  Armes,  Jr. 

Knoxville 
Grover  R.  Smith 

Madison 
Joe  Gary  Allison 
Charles  B.  Beck 
L.  Dale  Beck 
James  E.  Burnes 
Robert  E.  Burr 
William  J.  Card 
Sam  W.  Carney,  Jr. 
Kenneth  L.  Classen 
Frederec  B.  Cothren 
William  G.  Davis 
Hillis  F.  Evans 
John  R.  Furman 
"Julian  Gant 
Harold  L.  Gentry 
George  B.  Hagan 
Robert  L.  Haley,  Jr. 
James  M.  High 
William  H.  Hill 
Jerry  Hunt 
Cyrus  E.  Kendall 
Douglas  W.  Kendall 
Elwin  C.  Lanz 
H.  T.  McCall 
Barton  McSwain 
R.  L.  Pettus,  Jr. 

Fred  W.  Ryden 


Joseph  W.  Scobey 
Sylvia  R.  Seamands 
Robert  H.  Shipp 
Norman  L.  Sims 
V.  W.  Stuyvesant 
Joe  Sutherland 
Richard  P.  Taber 
Harry  Witztum 

Memphis 

"Harold  M.  Truebger 

Nashville 
Harry  S.  Abram 
Maurice  M.  Acree,  Jr. 
Crawford  Adams 
Robert  W.  Adams,  Jr. 
Benton  Adkins 

I.  A.  Alcantara 
Clyde  W.  Alexander 

"Joseph  W.  Alford,  Jr. 
William  C.  Alford 

J.  H.  Allen,  Jr. 

Clyde  Alley,  Jr. 

"William  E.  Allison 
Robert  L.  Allred 
Ben  J.  Alper 
Arthur  R.  Anderson 
Edward  E.  Anderson 

E.  E.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 

J.  E.  Anderson,  Jr. 

J.  S.  Anderson,  Jr. 
Robert  S.  Anderson 
William  C.  Anderson 
George  W.  Andrews 
Larry  T.  Arnold 
Harvey  Asher 
Daniel  Baccus 
Elizabeth  Backus 
Harry  Baer 
"J.  Mansfield  Bailey 
Thurman  Dee  Baker 
"Sidney  W.  Ballard 
Preston  Hite  Bandy 
"Edward  H.  Barksdale 
Paul  Harold  Barnett 
David  Barton 
Allan  D.  Bass 
Jack  M.  Batson 
Randolph  Batson 

D.  Scott  Baver 
Luther  A.  Beazley 
Eric  Bell,  Jr. 

Lynch  D.  Bennett 

J George  N.  Benson 
Edmund  W.  Benz 
Louis  J.  Bernard 
Stanley  Bernard 
Geoffrey  Berry 
John  H.  Beveridge 
Otto  Billig 

F.  T.  Billings,  Jr. 
George  T.  Binkley 
Ben  J.  Birdwell 
R.  T.  Birmingham 

E.  L.  Bishop,  Jr. 
Lindsay  K.  Bishop 
Joseph  M.  Bistowish 
Robert  A.  Boldus 
Robert  L.  Bomar,  Jr. 
Arthur  G.  Bond 
John  Benjamin  Bond 

JRobert  C.  Bone 

G.  W.  Bounds,  Jr. 
"Anna  M.  Bowie 

Hugh  H.  Boyle 
John  M.  Boylin 
"Henry  B.  Brackin,  Sr. 

H.  B.  Brackin,  Jr. 
Cloyce  F.  Bradley 
David  V.  Bradley 

"G.  Hearn  Bradley 
James  M.  Brakefield 
T.  E.  Brittingham 
Arthur  L.  Brooks 
James  H.  Brown 
Kermit  R.  Brown 
Robert  A.  Brown,  Jr. 

E.  W.  Browne,  Jr. 
Harry  Gray  Browne 
"Clinton  E.  Brush 
J.  Thomas  Bryan 
R.  D.  Buchanan 
R.  N.  Buchanan,  Jr. 
John  C.  Burch 
Joseph  G.  Burd 
Henry  Burko 
JGeorge  R.  Burrus 
Roger  B.  Burrus 
"Beniamin  F.  Byrd 
B.  F.  Byrd,  Jr. 

B.  H.  Caldwell 


William  L.  Caldwell 
James  J.  Callaway 
Calvin  L.  Calhoun 
W.  Barton  Campbell 
Richard  O.  Cannon 
Joe  Melville  Capps 

G.  K.  Carpenter,  Jr. 
"G.  K.  Carpenter,  Sr. 

Charles  M.  Carr 
Oscar  W.  Carter 
Robert  A.  Carter 
Anthony  D.  Casparis 
Norman  M.  Cassell 
"William  R.  Cate,  Sr. 
“John  S.  Cayce 
Lee  F.  Cayce 
Robert  L.  Ch^Tant 
Pong  Moon  Chang 
Eric  M.  Chazen 
William  J.  Cheatham 
Abraham  Pacha  Cheij 
Jerrie  Cherry 

S.  G.  Chikkannaiah 
Amos  Christie 
William  M.  Clark 
Jeannine  A.  Classen 
Everett  M.  Clayton 
Cully  A.  Cobb 
Robert  T.  Cochran 
William  M.  Cocke 
John  H.  Coles,  III 
Harold  A.  Collins 
Isabella  S.  Collins 
John  Connolly 
George  Edward  Cooke 
William  E.  Coopwood 
Charles  Corbin,  Jr. 
Orrie  A.  Couch,  Jr. 
Frederic  E.  Cowden 
Georgo  Boyd  Crafton 
Paul  S.  Crane 

H.  James  Crecraft 
William  B.  Crenshaw 
Angus  M.  G.  Crook 
Jerrall  P.  Crook 

"R.  R.  Crowe 
E.  Perry  Crump 
W.  Andrew  Dalo 
Rollin  A.  Daniel,  Jr. 
William  J.  Darby 
Philip  V.  Daugherty 
George  William  Davis 
Michael  David  Davis 
"Theodore  W.  Davis 
Thomas  J.  Davis,  Jr. 
Thos.  C.  Delvaux,  Jr. 
H.  C.  Dennison,  Jr. 
Joseph  C.  Denniston 
Walter  L.  Diveley 
"William  C.  Dixon 
William  M.  Doak 
William  D.  Donald 
"Earl  D.  Dorris 
Robert  Thomas  Doster 
“Beverly  Douglas 
"Henry  L.  Douglass 
William  L.  Downey 
L.  Rowe  Driver 
Ray  L.  Dubuisson 
Price  H.  Duff 
George  E.  Duncan 
Herbert  Duncan 

T.  R.  Duncan 
William  P.  Dutton 
Robert  H.  Edwards 
William  H.  Edwards 
Lloyd  C.  Elam 
Paul  D.  Elcan 
James  H.  Elliott 
James  W.  Ellis 
Charles  W.  Emerson 
Irwin  B.  Eskind 

E.  William  Ewers 
Don  L.  Eyler 
Roy  C.  Ezell 
Leslie  Falk 
William  T.  Farrar 
J.  L.  Farringer,  Jr. 
William  B.  Farris 
W.  H.  Faulk,  Jr. 
Gerald  M.  Fenichel 
Harold  A.  Ferguson 
Ray  O.  Fessey 
J.  N.  Fidelholtz 
John  P.  Fields 
Robert  M.  Finks 
Joseph  H.  Fishbein 
Benjamin  Fisher 
Laura  M.  Fisher 
Tames  H.  Fleming,  Jr. 
Ross  Fleming,  Jr. 

John  M.  Flexner 
Howard  R.  Foreman 
Garth  E.  Fort 


John  H.  Foster 
Eugene  W.  Fowinkle 
S.  Benjamin  Fowler 
Richard  France 
R.  J.  Freeman 
Walter  W.  Frey 
Thomas  Friddell 
Thomas  F.  Frist 
Thomas  F.  Frist,  Jr. 
James  L.  Fuqua 
Don  L.  Gaines 
Charles  K.  Gardner 
"James  C.  Gardner 
Sam  Young  Garrett 
Robert  B.  Gaston 
William  R.  Gaw 
“Horace  C.  Gayden 
Daniel  C.  Geddie 

C.  N.  Gessler 
Charles  M.  Gill 
M.  E.  Glasscock,  III 
John  P.  Glover,  Jr. 
John  R.  Glover 
iWilliam  L.  Glover 

F.  W.  Gluck,  Jr. 

W.  G.  Gobbel,  Jr. 
Fred  Goldner,  Jr. 
James  E.  Goldsberry 
Donald  A.  Goss 
David  K.  Gotwald 
H.  C.  K.  Gowda 
Alan  L.  Graber 
Louis  S.  Graham,  Jr. 
Burton  Paine  Grant 
H.  A.  Graves,  Jr. 

Paul  A.  Green,  Jr. 
Ralph  Greenbaum 
Clifton  E.  Greer,  Jr. 
John  W.  Griffith,  Jr. 
Robert  J.  Griffon 
John  H.  Griscom 
Thomas  Grizzard 
Erich  B.  Groos 
Laurence  Grossman 
Milton  Grossman 
W.  E.  Gupton,  Jr. 
Arnold  Haber.  Jr. 

"David  W.  Hailey 
Charles  E.  Haines 
Wallace  H.  Hall,  Jr. 
Thomas  B.  Haltom 
Marcelle  R.  Hamberg 
C.  M.  Hamilton 
J.  R.  Hamilton 
William  M.  Hamilton 
Roy  G.  Hammonds 
Axel  Carl  Hansen 
Robert  A.  Hardin 
Jackson  Harris 
Perry  F.  Harris 
Robert  C.  Hartmann 
Aubrey  B.  Harwell 
Norman  D.  Hasty 
"O.  S.  Hauk 
James  T.  Hayes 
James  William  Hays 
James  B.  Helme 
R.  R.  Henderson 
J.  L.  Herrington,  Jr. 
John  G.  Herzfeld 
Ray  W.  Hester 

B.  K.  Hibbett,  III 
"J.  B.  Hibbetts,  Jr. 
"William  Higginson 

Elmore  Hill 
Irving  R.  Hillard 
Charles  S.  Hirshberg 
Charlie  Joe  Hobdy 

G.  W.  Holcomb,  jr. 
Fowler  Hollabaugh 
Marc  H.  Hollender 
Robert  G.  Horn 

"Wilder  W.  Hubbard 

C.  H.  Huddleston 
James  M.  Hudgins 
Jerry  K.  Humphreys 
Joseph  E.  Hurt 
Janet  K.  Hutcheson 
R.  H.  Hutcheson,  Jr. 
Vernon  Hutton,  Jr. 
Maurice  Hyman 
Robert  W.  Ikard 

M.  D.  Ingram,  Jr. 

A.  P.  Isenhour,  Jr. 
Joseph  M.  Ivie 
J.  Kenneth  Jacobs 
"D.  J.  Johns 
Alfonso  P.  Johnson 
"Hollis  E.  Johnson 
Ira  T.  Johnson 
James  W.  Johnson 
Marshall  Johnson 
R.  M.  Johnson 
C.  R.  Johnston 
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Dan  B.  Jones 

E.  Palmer  Jones 
Frank  E.  Jones 
John  R.  Jones 
Orrin  L.  Jones,  Jr. 
Thomas  M.  Jordan 
Kenneth  J.  Kahn 

°R.  H.  Kampmeier 
Herman  J.  Kaplan 
David  T.  Karzon 
° Alvin  E.  Keller 
Paul  C.  Kemmerly 

J.  Allen  Kennedy 
W.  G.  Kennon,  Jr. 
Robert  G.  Kiger 
Duncan  A.  Killen 
Jack  P.  Kinnard 
Lowry  Dale  Kirby 
Eugene  Klatte 
Ralph  R.  Kling,  Jr. 

O.  Morse  Kochtitzky 
Leonard  J.  Koenig 
Kent  Kyger 
Charles  T.  Ladd 
Roland  D.  Lamb 

F.  Hayden  Lambert 
Lawrence  P.  Laughlin 
Horace  T.  Lavely,  Jr. 
Samuel  J.  LaVoi 

G.  Allen  Lawrence 
Albert  R.  Lawson 

°Tohn  M.  Lee 
Fritz  F.  Lemoine 
Joseph  F.  Lentz 
Virgil  S.  Le  Quire 
James  P.  Lester 
Malcolm  R.  Lewis 
Grant  W.  Liddle 
Richard  C.  Light 
Joanne  Lovell  Linn 
Robert  Joseph  Linn 
A.  B.  Lipscomb 
T.  C.  Littlejohn 
James  P.  Loden 

H.  Newton  Lowom 
Jackson  P.  Lowe 

S.  L.  Lowenstein 
“Frank  H.  Luton 
Philip  L.  Lyle 
Charles  W.  MacMillan 
Robert  D.  MacMillan 
Robert  H.  Magruder 
“Guy  M.  Maness 
“W.  R.  Manlove 
George  V.  Mann 
Edward  H.  Martin 
“Travis  H.  Martin 
R.  R.  Martinez 
Ralph  W.  Massie 
J.  Andrew  Mayer 
Ben  R.  Mayes 

G.  Sydney  McClellan 
Robert  E.  McClellan 

C.  C.  McClure,  Jr. 
Robert  L.  McCracken 
Charles  E.  McGruder 
Lee  Wm.  McLain 
Alexander  McLeod 
John  W.  McMahan 

M.  Charles  McMurray 
E.  W.  McPherson 
William  F.  Meacham 
Arnold  M.  Meirowsky 
Cullen  R.  Merritt,  n 
Robert  M.  Metcalfe 
Andrew  H.  Miller 
Cleo  M.  Miller 

Joe  Morris  Miller 
John  Maurice  Miller 
“Lloyd  C.  Miller 
James  Brown  Millis 
Lee  R.  Minton 
Carl  E.  Mitchell 
Edwin  H.  Mitchell 
Thomas  F.  Mogan 
Roy  W.  Money 
Harry  T.  Moore,  Jr. 

N.  B.  Morris 

P.  G.  Morrissey,  Jr. 
Harold  L.  Moses 
James  R.  Moyers 

I.  Armistead  Xelson 
“Oscar  G.  Xelson 

Dewey  G.  Xemec 
Tom  E.  Xesbitt 
Elliott  Voss  Xewman 
Oscar  F.  Noel 
Margaret  S.  Norris 
Charles  G.  Norton 
William  T.  Nunes 
John  R.  Olson 
William  H.  Olson 
“James  C.  Overall 
Ronald  E.  Overfield 


1971  MEMBERS 


Robert  C.  Owen 
Richard  P.  Ownbey 
Fred  Dillard  Ownby 
Homer  M.  Pace,  Jr. 
Harry  Lee  Page,  Jr. 

T.  F.  Paine,  Jr. 
London  L.  Palmer 
Roy  W.  Parker 
T.  F.  Parrish 
Bernard  J.  Pass 
Robert  C.  Patterson 

C.  G.  Peerman,  Jr. 
Edna  S.  Pennington 
J.  C.  Pennington,  Jr. 

T.  G.  Pennington 
Pedro  J.  Perales 
George  Louis  Perler 
Frank  A.  Perry 
Michael  A.  Petrone 
William  A.  Pettit 

J.  M.  Phythyon 

D.  R.  Pickens,  Jr. 
Charles  B.  Pittinger 
Phillip  P.  Porch,  Jr. 
Constantine  Potanin 
Thomas  E.  Potts 

“David  B.  P’Poole 
David  B.  P’Pool,  Jr. 
Robert  William  Quinn 
“James  S.  Read 
Robert  M.  Reed 
“Eugene  M.  Regen 
Eugene  M.  Regen,  Jr. 
Frank  M.  Rembert 
Roy  J.  Renfro 
Robert  X.  Reynolds 
Vernon  H.  Reynolds 
“Wilton  E.  Reynolds 
Robert  K.  Rhamy 
Lenore  De  Sa  Ribeiro 
John  R.  Rice 
James  P.  Richards 
Robert  E.  Richie 
Greer  Ricketson 
Douglas  H.  Riddell 
Elkin  L.  Rippy 
Samuel  S.  Riven 
L.  B.  Robbins,  II 
Joseph  D.  Robertson 
F.  C.  Robinson 
Edward  A.  Rogers,  Jr. 
Howard  E.  Rosen 
Marvin  J.  Rosenblum 
Sol  A.  Rosenblum 
Louis  Rosenfeld 
Peirce  M.  Ross 
Fred  A.  Rowe,  Jr. 
Robert  Monroe  Roy 
Robert  V.  Russell 
Samuel  B.  Rutledge 
Robert  N.  Sadler 
Howard  L.  Salyer 
Louis  Sampson 
Dan  S.  Sanders 
Paula  F.  Sandidge 
Houston  Sarratt 
John  L.  Sawyers 
Julia  E.  Sawyers 
J.  H.  Sayers,  Jr. 

C.  D.  Scheibert 
Stephen  Schillig 
Jack  Carlyle  Schmitt 
Lawrence  G.  Schull 
Herbert  Shulman 
J.  R.  Schweikert 
X.  R.  Schweikert 
H.  William  Scott,  Jr. 
Addison  B.  Scoville 
C.  Gordon  R.  Sell 
Sarah  W.  Sell 
S.  A.  Shaffer 
Xelson  E.  Shankle 
John  L.  Shapiro 
W.  F.  Sheridan,  Jr. 
Abram  C.  Shmerling 
“Brian  T.  Shomey 
“H.  S.  Shoulders 
Harrison  J.  Shull 
Benton  Silbert 
Thomas  E.  Simpkins 
William  Skinner 
Paul  E.  Slaton,  Jr. 
William  T.  Slonecker 
Bradley  E.  Smith 
Charles  B.  Smith 
iCharlie  R.  Smith 
“Daugh  W.  Smith 
Henry  Carroll  Smith 
John  Randall  Smith 
Luther  E.  Smith 
Marion  L.  Smith 
Murray  W.  Smith 
B.  N.  Somayaji 
Harvey  Spark 


W.  A.  Spickard 
Bertram  E.  Sprofkin 
Daphme  Sprouse 
Edward  V.  Staab 
Richard  L.  Steele 
Joseph  Steranka 
Frank  W.  Stevens 
Hugh  L.  C.  Stevens 
Lee  William  Stewart 
W.  R.  C.  Stewart 
William  S.  Stoney 
Joe  M.  Strayhom 
W.  D.  Strayhom 
W.  D.  Strayhom,  III 
Wilbom  D.  Strode 
Paul  R.  Stumb 
W.  D.  Sumpter,  Jr. 

A.  J.  Sutherland,  Jr. 
John  P.  Sutton 
Loyda  C.  Tacogue 
John  M.  Tanner 
G.  J.  Tarleton,  Jr. 
Edward  L.  Tarpley 
“Stanley  R.  Teachout 
“Pauline  Tenzel 
R.  T.  Terry 
A.  B.  Thach,  Jr. 
Clarence  S.  Thomas 
C.  S.  Thomas,  Jr. 

Emil  Dewey  Thomas 
James  X.  Thomasson 
David  D.  Thombs 
John  B.  Thomison 
Charles  B.  Thome 
Spencer  Thornton 

K.  Shannon  Tilley 
“Willard  O.  Tirrill 

W.  O.  Tirrill,  III 
Kirkland  W.  Todd,  Jr. 
Robert  H.  Tosh 
C.  C.  Trabue,  IV 
William  H.  Tragle 

J.  Douglas  Trapp 

L.  E.  Traughber,  Jr. 

C.  R.  Treadway 
Carr  A.  Treheme 
Cecil  B.  Tucker 

“Harlin  Tucker 
John  M.  Tudor 
Dorothy  J.  Turner 
Shannon  W.  Turney 
Jan  van  Eys 
W.  O.  Vaughan 
Leonard  B.  Victor 
Arthur  J.  Viehman 
Brian  H.  Vitsky 
Vernon  A.  Vix 
Andrew  S.  Wachtel 
W.  B.  Wadlington 
Ethel  Walker 
Matthew  Walker 
John  M.  Wampler 
James  W.  Ward 
Russell  D.  Ward 
Thomas  F.  Warder 
John  S.  Warner 
“Robert  J.  Warner 
Ronald  A.  Weaver 
Thomas  S.  Weaver 
Jimmy  F.  Webb 
Ben  H.  Webster 
Joseph  Weinreb 
Charles  E.  Wells 
Arville  V.  Wheeler 
“Frank  E.  Whitacre 
Joe  T.  Whitfield 
E.  E.  Wilkinson 
Henry  A.  Wilkinson 
Edwin  L.  Williams 
W.  C.  Williams,  Jr. 
John  Aaron  Wilson 
John  T.  Wilson 
Xat  T.  Winston 
Frank  G.  Witherspoon 
“Jack  Witherspoon 
Xorman  E.  Witthauei 
Lawrence  K.  Wolfe 
Frank  C.  Womack 
G.  Wallace  Wood 
Clarence  C.  Woodcock 

M.  C.  Woodfin 
John  R.  Woods 
John  K.  Wright 
Ross  S.  Wright 
Samuel  S.  Wright 
John  Lanier  Wyatt 
John  S.  Zelenik 

“Kate  Savage  Zerfoss 
“Thomas  B.  Zerfoss 
T.  B.  Zerfoss,  Jr. 

Old  Hickory 
A.  A.  Agbunag 
“T.  W.  Dailey 


James  K.  Lawrence 
Henry  D.  Murray 
Howard  C.  Pomeroy 
Edward  Bullock  Rhet 
Robert  G.  Wheeler 
Wendell  W.  Wilson 

Smyrna 
Socrates  Pinto 

Rock  Island 
“Will  Camp 

Westmoreland 
“William  P.  Law 

DICKSON  COUNTY 
MEDICAL  SOCIETY 

Charlotte 
Mary  Baxter  Cook 
James  C.  Elliott,  Jr. 

Dickson 

Walter  A.  Bell,  Jr. 
William  A.  Crosby 
Shannon  R.  Curtis 
Daniel  B.  Drinnen 
James  T.  Jackson 
William  M.  Jackson 
Bobby  J.  Smith 

Erin 

Jack  S.  Kaley 

FENTRESS  COUNTY 
MEDICAL  SOCIETY 

Jamestown 
B.  Fred  Allred 
Guy  C.  Pinckley 
Jack  Smith 
Shelby  O.  Turner 

FRANKLIN  COUNTY 
MEDICAL  SOCIETY 

Decherd 

Dewey  W.  Hood 
Seicanee 

Ruth  A.  Cameron 
Dudley  C.  Fort 
Charles  B.  Keppler 
“Henry  Kirby-Smith 
Joe  L.  Parsons,  Jr. 
Fletcher  S.  Stuart 
“Oscar  X.  Torian 
Roger  Way- 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 

GILES  COUNTY 
MEDICAL  SOCIETY 

Pulaski 
Robert  B.  Agee 
Buford  P.  Davis 
“Walter  J.  Johnson 
“William  A.  Lewis 
William  H.  Murrey 
William  K.  Owen 
John  U.  Speer 

GREENE  COUNTY 
MEDICAL  SOCIETY 

Coalmont 
“L.  E.  Coolidge 
Greeneville 
Ramon  Azaret 
Robert  G.  Brown 
Ronald  E.  Bush 
Robert  A.  Cooper 
Robert  S.  Cowles,  Jr. 
Luke  L.  Ellenburg 
Haskell  W.  Fox 
Rae  B.  Gibson 
“John  G.  Hawkins 
Hal  H.  Henard 
X.  P.  Homer 
C.  D.  Huffman 
A.  K.  Husband 
Ber>  J.  KeeBler 
“C.  B.  Laughlin 
W.  L.  Mason 
Haskell  B.  McCollum 
James  R.  McKinney 
Michael  J.  O’Dell 
George  W.  Oden 
David  O.  Patterson 


Calvin  R.  Reviere 
John  L.  Shaw 
Kenneth  Susong 

Morristown 
Josiah  B.  Sams 
Mosheim 
Dale  Brown 
Graydon  Evans 

HAMBLEN  COUNTY 
MEDICAL  SOCIETY 

Dandridge 

O.  L.  Merritt 

Jefferson  City 
David  C.  Cawood 
John  W.  Ellis,  Jr. 
Samuel  C.  Fain 
Jessie  Eugene  Howard 
Frank  L.  Milligan 
Estle  P.  Muncy 

Morristown 
W.  K.  Alexander 

K.  M.  Allum 

L.  R.  Barclay 
Mack  L.  Bellaire 

C.  C.  Blake 

H.  T.  Brock 

M.  E.  Bukovitz 
J.  D.  Caldwell 
Jerry  J.  Crook 
Kemp  Davis 
Donald  Ray  Dees 
Clarence  J.  Duby,  Jr. 

P.  L.  Fuson 
Robert  Gronewald 
W.  J.  Gutch 
Crampton  H.  Helms 
John  H.  Kinser 
Everette  G.  Lynch 
Robert  L.  Mueller 

0.  C.  Renner,  Jr. 
James  W.  Richardson 
Charles  S.  Scott 
Powell  M.  Trusler 

Rutledge 

Leander  C.  Bry-an 
Tenny  J.  Hill 

Whitepine 
Erman  Dale  Allen 
Eugene  R.  Baker 

HAWKINS  COUNTY 
MEDICAL  SOCIETY 

Eidson 

“John  M.  Pearson 
Rogersville 
Ralph  Gambrel 
William  E.  Gibbons 
Walter  L.  Goforth 
E.  M.  Henderson 
Charles  C.  Johnson 

HENRY  COUNTY 
MEDICAL  SOCIETY 

Buchanan 
“W.  P.  Griffey,  Sr. 

J.  B.  Peebles 

Paris 

Robert  D.  Adams 
A.  C.  Dunlap 
W.  P.  Griffey,  Jr. 

I.  W.  Howell 

1.  H.  Tones 
Larry  Long 
Barry’  P.  McIntosh 
Thos.  McSwain  Minor 
E.  P.  Mobley,  Jr. 

J.  D.  Mobley 

John  E.  Neumann,  Sr. 

D.  M.  Xorman 
Jerry  F.  Qualls 
William  Rhea,  Sr. 
William  G.  Rhea,  Jr. 
Kenneth  G.  Ross 
Frank  B.  Sleadd 

J.  Rav  Smith 
T.  C.  Wood 


HICKMAN-PERRY 
MEDICAL  SOCIETY 

Centerville 
Parker  D.  Elrod 
IT.  James  Humphreys 


Germantown 
JPaul  F.  Teague 
Linden 

Bertie  L.  Holladay 
Gordon  H.  Turner,  Jr. 

Parsons 

Charles  M.  Alderson 
Robert  M.  Fisher 

JACKSON  COUNTY 
MEDICAL  SOCIETY 

Gainesboro 
Elijah  M.  Dudney 
Jack  S.  Johnson 

KNOX  COUNTY 
MEDICAL  SOCIETY 

Concord 

Malcolm  F.  Cobb 
R.  H.  Duncan,  Jr. 

Carl  E.  Gibson 
Robert  W.  Meadows 
C.  W.  Moorefield 

Corryton 

“Marion  L.  Jenkins 
A.  D.  Simmons 

Knoxville 

Eugene  Abercrombi 
L.  Alton  Absher 
James  J.  Acker 
Joseph  E.  Acker,  Jr. 
Tea  Edward  Acuff 
William  J.  Acuff 
John  C.  Adler 
Robert  L.  Akin 
“Eben  Alexander 

E.  G.  Ammermann 
Edmund  B.  Andrews 
Charles  M.  Armstrong 
John  W.  Avera 
Anne  B.  Avery' 

Robert  B.  Avery 
Shirley-  B.  Avery 
William  R.  Bailey 
Martin  R.  Baker 
Gordon  S.  Ballou 
O.  E.  Ballou 
Floyd  X.  Bankston 
Walter  C.  Beahm 
Daniel  F.  Beals 
Joe  D.  Beals 
Alfred  D.  Beasley 
John  H.  Bell 
Spencer  York  Bell 
Bruce  Bellomy 
Walter  Benedict 
James  C.  Benton 
Charles  W.  Black 
Joe  W.  Black,  Jr. 

H.  A.  Blake 
Lynn  F.  Blake 
Leon  Bogartz 
Wade  H.  Boswell 
Jacob  T.  Bradsher 
Richard  F.  Brailey 
Aubra  D.  Branson 
Robert  G.  Brashear 
Robert  J.  Brimi 
“Clayton  M.  Brodine 
Robert  T.  Brooks 
Fred  F.  Brown 
“Horace  E.  Brown 
Raymond  C.  Bunn 
Edward  Buonocore 
James  A.  Burdett 
John  H.  Burkhart 
J.  M.  Burkhart 
William  G.  Byud 

J.  Ed.  Campbell,  Jr. 
John  W.  Campbell 
Clvde  L.  Capps 

“P.  H.  Cardwell 
C.  Sanford  Carlson 
Kennpth  B.  Ca*-r>enter 
Frederick  W.  Carr 
Donald  G.  Catron 
Lloyd  G.  Caylor 
Amoz  Chemoff 
Jack  Chesney 
L.  Warren  Chesney 
H.  E.  Christenberry, 

Jr. 

K.  W.  Christenberry 
Henry  Christian 

“C.  L.  Chumley 
William  E.  Clark 
“Edward  S.  Clayton 
R.  H.  Collier,  jr. 
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I.  Reid  Collmann 
Frank  V.  Comas 
Edward  D.  Conner 
David  A.  Corey 
Dennis  Coughlin,  Jr. 
James  B.  Cox 

John  J.  Craven 

0 William  R.  Cross 

"Miles  S.  Crowder 
Joe  C.  Crumley 

J.  P.  Cullum 

"H.  K.  Cunningham 

C.  Harwell  Dabbs 
Morris  N.  Dalton 
Elvyn  V.  Davidson 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Oliver  Delozier 

"Ray  V.  DePue 
W.  A.  DeSautelle 
Albert  W.  Diddle 
Sheldon  E.  Domm 
Larry  Dorsey 

"Wesley  F.  Dorsey 
John  H.  Dougherty 
Robert  E.  Dougherty 
Margaret  Dowell 
James  E.  Downs 
Mary  Brock  Duffy 
James  B.  Dukes 
C.  R.  Earnest,  Jr. 

"E.  M.  Edington 
James  B.  Ely 
Jerry  J.  Embry 
Richard  J.  Erickson 
David  F.  Fardon 
Frank  A.  Faulkner 
Mark  P.  Fecher 
George  Fillmore 
George  H.  Finer 
J.  Marsh  Frere 
Fred  M.  Furr 
William  F.  Gallivan 
Frank  B.  Galyon 
Joseph  I.  Garcia 
William  H.  Gardner 
George  L.  Gee,  Jr. 
Garrison  Geller 
Robert  H.  Gentry 
C.  F.  George 
J.  Vivian  Gibbs 
Robert  B.  Gilbertson 
Richard  A.  Gillespie 
Abner  M.  Glover,  Jr. 
Carl  E.  Godfrey 
B.  D.  Goodge 
Conrad  L.  Grabeel 
James  R.  Guyton,  Jr. 
T.  F.  Haase,  Jr. 
Robert  E.  Hall 
“J.  Ralph  Hamilton 
Joseph  W.  Harb 
Walter  S.  E.  Hardy 
Robert  W.  Harris 
J.  C.  Hathaway,  Jr. 
David  N.  Hawkins 
T.  J.  T.  Hayes,  Jr. 
M.  Lou  Hefley 
George  G.  Henson 
Zelma  L.  Herndon 
Howard  K.  Hicks 
Hubert  C.  Hill 
Oliver  W.  Hill 
"Victor  Hill 
R.  L.  Hobart,  Jr. 
Fred  W.  Hodge 
David  F.  Hoey 
Robert  P.  Hornsby 
Leon  C.  Hoskins 
G.  Turner  Howard 
John  W.  Howe 
Fred  E.  Hufstedler 
Perry  M.  Huggin 
Charles  C.  Hutson 

E.  C.  Idol 
"George  L.  Inge 
Clifton  E.  Irwin 

A.  L.  Jenkins 
Harry  H.  Jenkins 
J.  R.  Johnson 
Joe  Breese  Johnson 
Francis  S.  Jones 
Richard  R.  Jost 
Paul  L.  Jourdan 
Margaret  E.  Joyce 
Anthony  A.  Kattine 

A.  Pat  Kelly 
A.  Glenn  Kennedy 
John  O.  Kennedy 
John  E.  Kesterson 
Val  Khairollahi 
Stacy  H.  Kinlaw 
Victor  H.  Klein,  Jr. 


Lamar  L.  Knight 
Robert  E.  Knowling 
Stephen  Krauss 
William  G.  Laing 
"A.  H.  Lancaster 
Robert  D.  Lango 
Robert  F.  Lash 
William  M.  Law 

F.  K.  Lawson 
Robert  P.  Layman 
Joe  H.  Leonard 
John  H.  Lesher 
Thomas  E.  Lester 
Robert  A.  Lewis 
Felix  G.  Line 
Thomas  L.  Lomasney 
Frank  London 
Henry  H.  Long 
Joe  L.  Luna 
John  R.  Maddox,  Jr. 
Gershom  Mailman 
Margaret  Maynard 
Perry  B.  McCallen 
Curtis  P.  McCammon 
Bruce  R.  McCampbell 
William  J.  McCoy 
William  E.  McGhee 
Carroll  W.  McGinnis 
J.  S.  McMurry 
Carter  Miller 
Edwin  E.  Miller 
William  O.  Miller 
Foy  B.  Mitchell 
Jack  Murphy  Mobley 
"Ralph  Horace  Monger 
J.  L.  Montgomery,  Jr. 
Joseph  B.  Moon 
John  D.  Moore 
John  D.  Moore,  Jr. 
Robert  S.  Moore 
Travis  E.  Morgan 
Robert  W.  Morris,  Jr. 
"Julius  Floyd  Morrow 
James  E.  Moseley 
William  S.  Muse 
James  D.  Myers 
"J.  B.  Naive 
Carl  A.  Nelson,  Jr. 
John  R.  Nelson,  Jr. 
William  A.  Nelson 
H.  L.  Neuenschwander 
Robert  W.  Newman 
Park  Niceley 
Hazel  Marie  Nichols 
"Ralph  G.  Nichols 
Elvin  B.  Noxon 
Richard  A.  O'^nour 
Kenneth  A.  O’Connor 
Harry  K.  Ogden 
Homer  C.  Ogle 
Bergein  F.  Overholt 

B.  M.  Overholt 
Robert  M.  Overholt 
Turan  Ozdil 

R.  W.  Patterson,  Jr. 

R.  F.  Patterson,  Jr. 
William  L.  Patterson 

F.  H.  Payne 

C.  G.  Peagler 
"Jarrell  Penn 

Ronald  Perry 
"H.  Dewey  Peters 
Ira  S.  Pierce 
Cecil  E.  Pitard 
"Samuel  Joseph  Platt 
"Wm.  Walter  Potter 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 
H.  Hammond  Pride 
T.  C.  Prince,  Jr. 

James  C.  Prose 
John  T.  Purvis 
John  A.  Range 
Joe  L.  Raulston 

K.  L.  Raulston,  Jr. 
Freeman  L.  Rawson 
Thomas  L.  Ray 
W.  Gilmer  Reed 
Rolland  F.  Regester 
Paul  D.  Richards 
Billy  N.  Riggins 
John  C.  Rochester 
Frank  T.  Rogers 
J.  R.  Rogers 
William  K.  Rogers 
Cecil  D.  Rowe 
Robert  L.  Rubright 
Burton  M.  Rudolph 
Jack  Rule 
kenneth  B.  Rule 
William  Rule 
Kyle  O.  Rutherford 
John  H.  Saffold 


Karl  T.  Sammons 
Roy  L.  Seals 
Richard  C.  Sexton 
Digby  G.  Seymour 
Samir  B.  Shamiyeh 
Alex  B.  Shipley 
K.  E.  Shoemaker 
E.  Charles  Sienknecht 
Jon  R.  Simons 
Frank  J.  Slemons 
Charles  C.  Smeltzer 
E.  B.  Smith 
"Vernon  I.  Smith 
W.  Eidson  Smith 
Alan  Solomon 
Terresa  Stallworth 
William  P.  Stallworth 
Thomas  F.  Stevens 
J.  Hooper  Stiles 
J.  M.  Stockman 
William  K.  Swann 
Edward  L.  Tauxe 
Dale  A.  Teague 
"Dan  Rees  Thomas 
William  M.  Tipton 
Elsie  V.  Tomkinson 
Billy  C.  Trent 
Lucian  W.  Trent 
George  M.  Trotter 
James  E.  Turner 
M.  Frank  Turney 
f Thomas  D.  Vance 
William  Vandergriff 
Bruce  Walker 
Norma  B.  Walker 
James  W.  Wall 
Calvin  R.  Wallace 
Sidney  L.  Wallace 
Donald  E.  Wallis 
Clifford  L.  Walton 
"R.  G.  Waterhouse 
David  H.  Waterman 
James  H.  Waters 
David  T.  Watson 
Glenn  F.  Watts 
Alvin  J.  Weber 
Roy  A.  Wedekind 
Arthur  W.  Welling 
Charles  M.  Wender 
"Fred  West 
Herbert  N.  Whanger 
Herbert  F.  White 
Richard  L.  Whittaker 
John  W.  Whittington 
Robert  B.  Whittle 
Richter  H.  Wiggall 
John  H.  Williams 
Lee  L.  Williams 
M.  L.  Williams 
“G.  A.  Williamson,  Jr. 
Perry  J.  Williamson 
Leon  j.  Willien 
Richard  B.  Willingham 
Stephen  G.  Wilson,  Jr. 
Tohn  B.  Wofford 
John  H.  Wolaver 
George  H.  Wood 
"R.  B.  Wood 
Paul  T.  Wooten 
James  P.  Worden 
Glenn  E.  Wright 
O.  H.  Yarberry,  Jr. 
William  T.  Youmans 
Vernon  H.  Young 
Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle,  Jr. 

Lake  City 
John  S.  Burrell 
Curtis  C.  Sexton 

Lenoir  City 
Harold  D.  Freedman 
J.  H.  L.  Heintzelman 
Walter  C.  Shea,  Jr. 

Loudon 
Corrie  Blair 
Samuel  A.  Harrison 
W.  B.  Harrison 
William  T.  MePeake 
J.  R.  Watkins 

Louisville 
Peter  L.  Cason 
C.  F.  Mynatt 
"John  Raymond  Smoot 

New  Tazewell 
Fred  W.  Reed 
William  N.  Smith 
Jean  C.  Tarwater 


Oak  Ridge 
Seaton  Garrett 
David  H.  Sexton 

Philadelphia 
Margaret  H.  Brooks 
Powell 

Cecil  E.  Russell,  Jr. 

Seymour 
James  B.  Bell 

Strawberry  Plains 
Robert  W.  Creech 
Roland  M.  Webster 

Vonore 

"Troy  Bagwell 

LAWRENCE  COUNTY 
MEDICAL  SOCIETY 

Lawrenceburg 
Virgil  H.  Crowder 
Virgil  H.  Crowder,  Jr. 
W.  O.  Crowder,  Jr. 
Boyd  P.  Davidson 
Norman  L.  Henderson 
James  C.  Hudgins,  Jr. 
Laurence  B.  Molloy 
Villard  Parrish 
Walter  S.  Sutherland 
Carson  E.  Taylor 

Loretto 
Ray  E.  Methvin 
M.  H.  Weathers,  Jr. 

Waynesboro 
A.  K.  Ghosh 
Jaime  V.  Mangubat 
"Dexter  Woods,  Sr. 

LINCOLN  COUNTY 
MEDICAL  SOCIETY 

Ardmore 

Clyde  B.  Marshall 
Elora 
"A.  L.  Griffith 

Fayetteville 
Edwin  E.  Blalack 
Anne  U.  Bolner 
Paris  Bransford 
"L.  M.  Donalson 
Wm.  D.  Jones 
"Robert  E.  McCown 
"J.  V.  McRady 
Bobby  G.  Norwood 
T.  A.’  Patrick,  Jr. 
"John  E.  Sloan 

C.  Doyne  Toone 
Paul  E.  Whittemore 
William  Young 

Lynchburg 
F.  Harlan  Booher 

MACON  COUNTY 
MEDICAL  SOCIETY 

Lafayette 

Charles  Chitwood,  Jr. 
Jack  Clark 
E.  M.  Froedge 
Max  E.  Painter 

MARSHALL  COUNTY 
MEDICAL  SOCIETY 

Lewisburg 

Kenneth  P.  Brown,  Jr. 
JRoland  R.  Dinella 
Hoyt  C.  Harris 
James  J.  Johnson 

J.  C.  Leonard 

H.  A.  Morgan,  Jr. 

K.  J.  Phelps 

Wm.  Saxon  Poareh 
Jones  F.  Rutledge 
H.  H.  Shoulders,  Jr. 
JLinda  C.  Staley 
William  L.  Taylor 
J.  F.  VonAlmen,  Jr. 
W.  A.  Walker 

MAURY  COUNTY 
MEDICAL  SOCIETY 

Columbia 

David  Bovd  Andrews 
Wendell  C.  Bennc'l 
Charles  R.  Brite 
R.  R.  Clifford,  Jr. 


Eldon  S.  Dummit,  Jr. 

I.  Edward  Ewton 
William  G.  Fuqua 
C.  C.  Gardner,  Jr. 
Daniel  R.  Gray,  Jr. 

Joel  T.  Hargrove 
Roy  F.  Harmon,  Jr. 
John  W.  Harris 
Valton  C.  Harwell 
Harry  C.  Helm 
Wm.  N.  Jernigan 
Ralph  Kustoff 
Ambrose  M.  Langa 
Robin  Lyles 

G.  R.  Mayfield,  Jr. 
Clay  R.  Miller 
Lawrence  R.  Nickell 
Edwin  K.  Provost 

+M.  T.  Rayburn,  Jr. 
Billy  J.  Vinson 
Leon  S.  Ward 

J.  Wallace  Wilkes,  Jr. 
T.  K.  Young,  Jr. 

Hohenwald 
William  C.  Keeton 
Nashville 
William  F.  Orr 
Mt.  Pleasant 
“Grover  C.  English 
Allyn  M.  Lay 
J.  O.  Williams,  Jr. 

Pulaski 

William  N.  Cook 

McMINN  COUNTY 
MEDICAL  SOCIETY 

Athens 

Lewis  D.  Curtner 
Roy  W.  Epperson 
"Carey  O.  Foreo 
Wm.  Edwin  Foree,  Sr. 
Wm.  E.  Foree,  Jr. 
JRobert  Daniel  Hays 
Robert  G.  Hewgley 
Milnor  Jones 
John  H.  Lillard 
John  C.  McKenzie 
Hollis  C.  Miles 
J.  L.  Montgomery,  Sr. 
Robert  W.  Morris 
Jess  A.  Powell,  Jr. 
Helen  M.  Richards 
Lester  H.  Shields 
Robert  W.  Trotter 

Big  Springs 
“Charles  F.  Warren 
Decatur 
"W.  L.  Wilhelm 
Englewood 
James  F.  Cleveland 
Etowah 

William  Kenneth  Frye 
Luis  J.  Ordonez 

H.  P.  Whittle,  Jr. 
Thomas  W.  Williams 

MEMPHIS-SHELBY 

COUNTY 

MEDICAL  SOCIETY 

Arlington 
Malcolm  A.  Baker 
James  S.  Brown 
Ersel  A.  Crawford 
Edward  N.  Mogan 

Bartlett 

Edgar  Seth  Wilson 
Collierville 
Ernest  F.  Apple 
J.  E.  Outlan 

Cordova 
L.  W.  Diggs 

Counce 
H.  D.  Gray 

Forest  Hills 
C.  P.  Cheatham 
Germantown 
John  T.  Carter,  Jr. 
Millington 
"James  F.  Bradley 
Billv  W.  King 
C.  G.  Landsee 


Memphis 
Sara  Abbott 
Robert  F.  Ackerman 
John  Q.  Adams 
Lorenzo  H.  Adams 
Robert  F.  Adams 
tWilliam  M.  Adams,  Jr. 
R.  M.  Addington 
Henry  L.  Adkins 
Justin  H.  Adler 

G.  H.  Aivazian 
Howard  Thomas  Aker; 
Albert  M.  Alexander 
James  E.  Alexander 
Chester  G.  Allen 

F.  P.  Allen,  Jr. 

Frank  S.  Allen 
Robert  G.  Allen 

F.  H.  Alley 
Jacob  Alperin 
James  L.  Alston 
J.  P.  Anderson 

L.  D.  Anderson 

"Sam  B.  Anderson 
Sam  B.  Anderson,  Jr. 
William  F.  Andrews 

D.  N.  Anishanslin 
"Daniel  H.  Anthony 

Robert  A.  Anthony 
John  W.  Apperson,  Jr. 
Charles  R.  Arkin 
Malcolm  Asto 

H.  E.  Atherton 
Leland  L.  Atkins 
Edgar  L.  Austin 
John  Andrew  Avgeris 
W.  W.  Aycoc-k 

J.  C.  Ayers,  Jr. 

John  W.  Baird 
J.  Earl  Baker 
Jack  P.  Baldwin 
George  F.  Bale 
Reid  L.  Ballenger 
Roy  Manning  Barber 

G.  L.  Barker 

Aden  W.  Barlow,  Jr. 
W.  Winston  Barnard 
Roy  J.  Barnes 
James  R.  Barr 
Jerome  N.  Barrasso 
Luis  M.  Barreras 
John  Morgan  Barron 
George  H.  Bassett 
Joseph  C.  Battaile 
N.  A.  Battaile 

B.  L.  Beatus,  Jr. 
Emmett  D.  Bell,  Jr. 
James  S.  Bell 
Steven  Hunter  Bell 

A.  L.  Bellott,  Jr. 

H.  E.  Bennett 

B.  F.  Benton 
"James  M.  Bethea 
$Ralph  C.  Bethea 

A.  R.  Bevilacqua 
Richard  O.  Bicks 
Albert  William  Biggs 
J.  D.  Biles 

E.  S.  Birdsong,  Jr. 
Calvin  R.  Bishop 
Alan  L.  Bisno 

W.  A.  Bisson 
W.  T.  Black.  Tr. 
Carolyn  F.  Blackwell 
Samuel  J.  Blackwell 
Basil  A.  Bland,  Jr. 
Breen  Bland 
Phil  B.  Bleecker 
Herbert  Blumen 
H.  B.  Blumenfield 
Joseph  C.  Boals,  ITI 
R.  F.  Bonner 
Howard  A.  Boone 
Tames  L.  Booth 

C.  W.  Borg 
James  H.  Boring 

"Mary  S.  Bouldin 
R.  L.  Bourland 
E.  P.  Bowerman 
"Robert  L.  Bowlin 
Allen  S.  Boyd 
H.  B.  Boyd 
"Louis  F.  Boyd 
Henrv  R.  Bradford 
R.  M'.  Brady 
Winston  Braun 
R.  R.  Braund 
Clara  A.  Brawner 
T.  T.  Bridges 
Carey  Bringle 
Louis  Goodnn  Britt 
Louis  P.  Britt 
Joseph  H.  Brock 
Daniel  A.  Brody 
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Maury  W.  Bronstein 
Brown  Brooks 
Mike  J.  Brown 
W.  R.  Brown 
{Malvern  T.  Bryan 
James  W.  Bryant 
“Kinsey  M.  Buck 
Madison  H.  Buckley 
G.  H.  Burkle,  III 
W.  B.  Burrow 
William  D.  Burton 
Dorothy  H.  Butler 

O.  D.  Butterick,  Jr. 
James  S.  Byas 
Shed  Hill  Caffey 
R.  A.  Calandruccio 
Edward  P.  Caldwell 
M.  K.  Callison 
Alvro  M.  Camacho 

“E.  G.  Campbell 
Dee  James  Canale 
James  L.  Canale 
Bland  W.  Cannon 
Charles  A.  Cape 
Dominic  J.  Cara 

R.  S.  Caradine,  Jr. 
Duane  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 
L.  L.  Carter 

{Jose  Luis  Castillo 
Arlie  H.  Chamberlin 
John  M.  Chambers,  Jr. 
Fenwick  W.  Chappell 
Robert  M.  Charm 
Richard  C.  Cheek 
Richard  E.  Ching 
Joseph  M.  Chisolm 
Robert  P.  Christopher 
Colin  C.  D.  Clarendon 
Glenn  Clark 
James  A.  Clark,  Jr. 
Charles  L.  Clarke 
Hugh  Adams  Clarke 
Edwin  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 
Morris  D.  Cohen 
Francis  H.  Cole 
Sidney  A.  Coleman 
Blaine  C.  Collins 
Frank  H.  Collins 
J.  H.  Collins 
A.  A.  Concon 
John  P.  Conway 
Charlie  W.  Cooper 
George  A.  Coors 
“Giles  A.  Coors 

G.  D.  Copeland 
Charles  E.  Couch 
Erwin  M.  Cox 

tjackie  J.  Cox 
Lloyd  V.  Crawford 

P.  T.  Crawford 
Rufus  Edgard  Craven 
Andrew  Crenshaw 

T.  K.  Creson,  Jr. 

John  Thomas  Crews 
Herman  A.  Crisler,  Jr. 
“J.  A.  Crisler,  Jr. 

Robert  N.  Crockett,  Jr. 
Virgil  G.  Crosby 
“C.  V.  Croswell 
Joseph  E.  Crupie 
Terry  Park  Cruthirds 
Alvin  J.  Cummins 
David  L.  Cunningham 
J.  E.  Cunningham 
Ray  Eugene  Curie 
Thomas  A.  Currey 
Wilburta  Daltroff 

S.  N.  Das 

C.  O’Hara  Daughertv 
“Raleigh  R.  Davenport 
Orin  L.  Davidson 
Dean  F.  Davies 
Harry  Davis 
“J.  M.  Davis 
J.  T.  Davis,  Jr. 

Norman  H.  Davis 
W.  J.  Deaton 
Charles  J.  Deere 
Sergio  A.  DeLamerens 

H.  L.  Dellinger,  Jr. 
McCarthy  DeMere 
R.  L.  DeSaussure 
Alice  R.  Deutsch 
Melvin  W.  Deweese 

“Tohn  L.  Dies 
F.  S.  Dietrich 
Ruth  Eleanor  Dinkins 
Phillip  Hays  Dirmeyer 
Don  E.  Dismnkes 
Robert  P.  Dobbie,  Jr. 


J.  M.  Dobson 
John  B.  Dorain 
Thomas  G.  Dorrity 
Warren  M.  Douglas 
Charles  V.  Dowling 
Arnold  M.  Drake 
Paul  T.  Drenning 
James  H.  Druff 
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Frank  Wilson 
Paul  Wilson 

R.  M.  Workman 
John  F.  Wright,  Jr. 
R.  W.  Young,  Jr. 

Dover 
Albert  R.  Lee 
Robert  Henry  Lee 
Erin 

O.  S.  Luton 
Albert  Mitchum 


NORTHWEST 
TENNESSEE 
ACADEMY  OF 
MEDICINE 

Dyersburg 
Jesse  Paul  Baird 
Thomas  V.  Banks 
James  W.  Bonds 
J.  D.  Connell 
William  F.  Craddock 
Walter  E.  David 
Robert  L.  Harrington 
Douglas  Haynes 

A.  Peter  Inclan 
Robert  T.  Kerr 
Elton  King 
Orren  B.  Landrum 
Jas.  Chalmers  Moore 
Olyn  Fred  Moore,  Jr. 
William  O.  Murray 
Tames  R.  Noonan 
John  A.  Reaves,  Jr. 

“William  G.  Shelton 
James  H.  Smith 
Richard  David  Taylor 
W.  I.  Thornton,  Jr. 

L.  A.  Warner,  Jr. 
Lydia  V.  Watson 

Halls 
John  G.  Olds 

Henning 

J.  R.  Drumwright 
Newbern 

William  L.  Phillips 
Ridgely 

William  B.  Acree 
Ripley 

Arden  J.  Butler,  Jr. 
“James  L.  Dunavant 
“James  Rhea  Lewis 

B.  G.  Robbins 
William  H.  Tucker 


R.  T.  Wallace 
Claude  R.  Webb 

T iptonville 
Jack  R.  Holifield 
Edward  B.  Smythe 

Troy 

Chesley  H.  Hill 
Union  City 
J.  Kelley  Avery 

M.  A.  Blanton,  Jr. 
Harold  Butler 
Joe  Campbell 
Wm.  Neel  Carpenter 
R.  E.  Clendenin,  Jr. 
Byron  O.  Gamer 
Dan  C.  Gary 
R.  L.  Gilliam,  II 
William  V.  Ginn,  Jr. 
Marion  C.  Glasgow 
Laurence  W.  Jones 

E.  P.  Kingsbury,  Jr. 
R.  G.  Latimer,  Jr. 

E.  McCall  Morris 
James  W.  Polk 
James  H.  Ragsdale 
H.  J.  Sparling,  Jr. 
Malcolm  T.  Tipton 
Robert  R.  Young,  Jr. 

Kansas  City,  Mo. 
Thomas  W.  Johnson 

OVERTON  COUNTY 
MEDICAL  SOCIETY 

Byrdstown 

B.  H.  Copeland 

Celina 

Champ  E.  Clark 
Livingston 
Malcolm  E.  Clark 
Herman  B.  Nevans 
Denton  D.  Norris 
Will  G.  Quarles,  Jr. 
Jack  M.  Roe 
Jerry  L.  Shipley 

PUTNAM  COUNTY 
MEDICAL  SOCIETY 

Algood 

J.  T.  Moore 

Cookeville 
David  L.  Beaver 
James  L.  Breyer 
Jack  L.  Clark 
John  D.  Crabtree 

K.  G.  Crawford 

S.  U.  Crawford,  Jr. 
James  T.  DeBerry 
Walter  Derryberry 
Stephen  Farr 
William  C.  Francis 
William  A.  Hensley 

“W.  A.  Howard 

C.  L.  Jones,  Ji. 
Robert  V.  Larrick 
Jere  W.  Lowe 
Edward  R.  Seiler 
Thurman  Shipley 

D.  R.  W.  Shupe 
William  S.  Taylor 
J.  Fred  Terry 
Claude  M.  Williams 

Granville 

“Luther  M.  Freeman 
Monterey 

“Claude  A.  Collins 

T.  M.  Crain 


ROANE-ANDERSON 
MEDICAL  SOCIETY 

Clinton 
A.  W.  Bishop 
Parley  M.  Dings 
Henry  Hedden 
John  J.  Smith 

Harriman 
A.  Julian  Ahler 
“Thomas  L.  Bowman 

E.  C.  Cunningham 
Tom  Duncan 
Fred  J.  Hooper 
Lewis  Howard 
H.  Stratton  Jones 


Louis  A.  Killeffer 
John  R.  Sisk 

Kingston 

Carolyn  A.  Beard 
Nathan  Sugarman 
R.  E.  Wilson 

Norris 

Samuel  G.  McNeeley 
Oakdale 
“James  H.  Carr 

Oak  Ridge 
Gould  Andrews 
Robert  P.  Ball 
R.  R.  Bigelow 
Marvin  G.  Caldwell 
Charles  L.  Campbell 
Alex  G.  Carabia 
Charles  C.  Congdon 
John  P.  Crews 
Dexter  Davis 
John  D.  DePersio 
Robert  E.  DePersio 
Armando  De  Vega 
Richard  A.  Dew 
Robert  W.  Dunlap 
C.  Lowell  Edwards 
Earl  Eversole,  Jr. 

T.  Guy  Fortney 
Frank  Genella 
Herbert  B.  Gerstner 
Verne  E.  Gilbert 
James  '1.  Gmespie 
Frances  Goswitz 
Helen  V.  Goswitz 
Thomas  J.  Grause 
Charles  Gurney 
William  P.  Hardy 
JJack  M.  Hays 
Donald  Hartman 
Ernest  Hendrix 
William  B.  Holden 

R.  W.  Holland 
Raymond  A.  Johnson 
Elliott  E.  Kaebnick 
Avery  P.  King 
Ralph  Kniseley 
Thomas  A.  Lincoln 
Lynn  Lockett 
Joseph  S.  Lyon 

Bill  Nelson 
Charles  P.  Oderr 
Etna  M.  Palmer 
Samuel  J.  Pieper 
Lewis  F.  Preston 
William  W.  Pugh,  Jr. 

C.  Julian  Ragan 
H.  M.  Rossman 
Henry  B.  Ruley 
C.  W.  Sensenback 

L.  L.  Sheely 
Paul  E.  Spray 
David  G.  Stanley 
George  Stevens,  III 
C.  R.  Sullivan,  Jr. 
Marjorie  J.  Swint 
Ryosaku  Tanida 
Daniel  M.  Thomas 
Joe  E.  Tittle 
Gary-  Walters 
Joan  Woods 
Gino  Zanolli 

Oliver  Springs 

S.  J.  Van  Hook 

Rockwood 
Tom  W.  Evans 
Thomas  A.  Fuller 
Robert  S.  Hicks 
John  V.  Snodgrass 

Summit,  New  Jersey 
Jock  L.  Graeme 


ROBERTSON  COUNTY 
MEDICAL  SOCIETY 

Cedar  Hill 
Robert  H.  Elder 
Cross  Plains 
Ora  W.  Ramsey 
Springfield 
Warren  G.  Hayes 
John  M.  Jackson 
Carroll  M.  Looney 
James  R.  Quarles 
William  P.  Stone 
John  B.  Turner 


Raymond  H.  Webster 
John  E.  Wilkison 

White  House 
Raymond  Hirsch 

RUTHERFORD 

COUNTY 

MEDICAL  SOCIETY 

Collegedale 

R.  B.  Moore 

Murfreesboro 
J.  Paul  Abernathy 
Carl  E.  Adams 
J.  H.  Alexander 
James  T.  Allen 
Joseph  C.  Bailey 
“W.  S.  Barham 
James  T.  Boykin 
Jerry  N.  Campbell 
John  F.  Cason 
J.  T.  Cunningham 
Bernard  S.  Davison 
David  T.  Dodd 
Paul  C.  Estes 
Rufus  J.  Garrison 

S.  C.  Garrison,  Jr. 
Thos.  G.  Gordon,  Sr. 
Richard  E.  Green 
Robert  H.  Hackman 
Sam  H.  Hay 
George  S.  Hester 
Kenneth  D.  Hunt 

J.  K.  Kaufman 
Lois  M.  Kennedy 
Joseph  Knight 
R.  T.  Knight 
Charles  W.  Lewis 
Fred  R.  Lovelace 
Matt  B.  Murfree 
Eugene  P.  Odom 
Robert  G.  Ransom 
Creighton  Rhea 
Elizabeth  Rhea 
W.  D.  Rosborough 
William  W.  Shacklett 
Ben  A.  Shelton 
Charles  D.  Smith 
Wm.  Radford  Smith 
J.  W.  Tenpenny 
E.  C.  Tolbert 
Tom  A.  Turner 
Olin  O.  Williams 
Jesse  H.  Young,  Jr. 

Smyrna 

Marvin  E.  Deck 
Woodbury 
William  A.  Bryant 
Russell  E.  Myers 
H.  Millard  Smith 
J.  Van  Blaricum 


SCOTT  COUNTY 
MEDICAL  SOCIETY 

Corbin,  Ky. 
Thomas  P.  Buckley 
William  Daniels 

Oneida 

Maxwell  E.  Huff 
Horace  Leeds 
Roy  McDonald 
Milford  Thompson 

Robbins 
George  Kline 

SEVIER  COUNTY 
MEDICAL  SOCIETY 

Gatlinburg 
Ralph  H.  Shilling 
Terrell  B.  Tanner 
Charles  E.  Waldroup 

Pigeon  Forge 
Hilda  Jane  Walters 
Sevierville 
JTroy  J.  Beeler 
J Joseph  L.  Broady 
Robert  A.  Broady' 
Catherine  Gilreath 
John  M.  Hickey,  Jr. 
John  C.  Tacohs 

M.  B.  McKinney 
Charles  L.  Roach 
John  L.  Sonner,  II 
“Robert  F.  Thomas 
“Otha  H.  Yarberry 
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SMITH  COUNTY 
MEDICAL  SOCIETY 

Alexandria 
Hobert  O.  Mason 
Carthage 
Hugh  E.  Green 
David  G.  Petty 
John  M.  Hoe 
Frank  T.  Rutherford 
“Thayer  S.  Wilson 

Hartsville 
Edgar  K.  Bratton 
Nashville 

“W.  Carter  Williams 

SULLIVAN-JOHNSON 
MEDICAL  SOCIETY 

Blountville 

J.  W.  Erwin 

Bristol 

“Harry  W.  Bachman 
H.  W.  Bachman,  Jr. 
Frank  S.  Blanton,  Jr. 
“Thaddeus  R.  Bowers 
Billy  Booth  Brinkley 

F.  T.  Buchanan 
Claude  M.  Calcote 
Wilfred  C.  Carreras 
Nathaniel  J.  Chew 
“Nat  H.  Copenhaver 
Bennett  Y.  Cowan 
Alvin  S.  Crawford 
W.  S.  Credle 

R.  L.  Fankhouser 
Walter  R.  Gaylor 
Robert  M.  Glasgow 
Fred  B.  Greear,  Jr. 
Thomas  W.  Green 
W.  S.  Green,  Jr. 

W.  C.  Grigsby,  Jr. 
Everette  L.  Haas 

C.  J.  Harkrader,  Jr. 
Ellis  U.  Harr 
Basil  T.  Harter 
King  A.  Jamison 
William  H.  Johnson 
Ronald  C.  Kelly 
Thomas  H.  Kuhnert 
Kermit  Lowry 
John  O.  Marcy 
Fred  C.  McCall 
George  W.  McCall 
James  G.  McFaddin 
Joe  E.  Mitchell 
Bruce  W.  Mongle 
Neil  F.  Mooney 
Marion  J.  Murray,  Jr. 
John  W.  Nelson 
Floyd  E.  Nicley 
Wade  H.  Nowlin 
Robert  A.  Repass 
Alvin  C.  Rolen 
William  F.  Schmidt 
F.  D.  Slaughter 
“Philip  D.  Stout 
Hal  S.  Stubbs 
Frank  W.  Sutterlin 
Thomas  C.  Todd 

A.  K.  Tullidge 
“Allen  K.  Turner 

E.  A.  Turpin,  Jr. 
“Douglas  D.  Vance 

F.  V.  Vance,  Jr. 
“William  K.  Vance 

Sidney  S.  Whitaker 
Sidney  A.  Wike 
Homer  P.  Williams 
Walter  W.  Wolfe,  Jr. 

Church  Hill 
Warner  L.  Clark 
T.  H.  Roberson,  Jr. 

Kingsport 
Myron  J.  Adams 
Edmond  L.  Alley 
Donald  B.  Aspley 
Donald  W.  Bales 


James  H.  Boles 
P.  F.  Brookshire,  Jr. 

R.  Hyatt  Brown 
H.  Jim  Brown 

D.  G.  Burmeister 
Keith  H.  Byrd 

E.  Kent  Carter 
Donald  P.  Chance 

C.  E.  Chapman 
Dennis  C.  Chipman 
R.  C.  Christensen 
Joe  B.  Cooper 

“L.  C.  Cox 
David  L.  Cox 
John  L.  Dallas 
Floyd  Davis 
H.  B.  Dearman 
Robert  D.  Doty 
Jack  Newton  Dunn 
William  C.  Eversole 
William  Allen  Exum 
Frank  St.  Flanary 
Joe  F.  Fleming 
Don  A.  Flora 
Willard  G.  Glass 
Billy  N.  Golden 
James  J.  Hamilton 
William  Harrison,  Jr. 

M.  D.  Hogan,  Jr. 
Henry  C.  Jackson 
Robert  H.  Jemigan 
Malcolm  M.  Jones,  Jr. 
Robert  C.  Jones 
Samuel  R.  Jones 
Robert  Earl  Keith 
John  J.  Kennedy 
Kenneth  B.  Kiesau 
Joseph  A.  King 
Kenneth  C.  Lynch 
Robert  E.  Maddox 
Joseph  K.  Maloy 
Eugene  M.  Maul 

F.  G.  McConnell 
John  R.  McDonough 
Herbert  J.  Michals 
Lee  H.  Miller 

John  H.  Moore,  III 
Ralph  F.  Morton 
A.  J.  Mosrie 
John  E.  Munal 
James  B.  Nichols,  Jr. 
Robert  E.  Northrop 
F.  B.  O’Connell,  Jr. 
C.  Richard  Owen 
R.  E.  Pearson 
John  N.  Perdue 
“J.  R.  Pierce 
John  S.  Powers,  Jr. 
Norman  S.  Propper 
J.  Shelton  Reed 
Clay  A.  Renfro 

N.  A.  Ridgeway,  Jr. 
Thos.  Nelson  Rucker 
Hugh  W.  Rule 
Julio  A.  Salcedo 

“Walter  E.  Scribner 
Merritt  B.  Shobe 
James  E.  Shull 
Lyle  R.  Smith 
Warren  Y.  Smith 
A.  Issac  Sobel 
Robert  T.  Strang 
L.  J.  Stubblefield 
W.  P.  Templeton 
James  S.  Vermillion 
Louis  A.  Walker 
William  B.  Walters 
Paul  F.  White 
H.  Jackson  Whitt 
J.  Dwight  Whitt 
William  A.  Wiley 
J.  E.  Williams 

Mountain  City 
Paul  J.  Bundy 
Robert  O.  Glenn 

SUMNER  COUNTY 
MEDICAL  SOCIETY 

Gallatin 

Jos.  R.  Blackshear 
Joe  David  Cox 


Haldon  W.  Hooper 
W.  R.  Massey 
Robert  A.  Moore 
Clarence  R.  Sanders 
Wm.  David  Stewart 
W.  H.  Stephenson 
James  R.  Troutt 
J.  B.  Wallace 
R.  C.  Webster 

Hartsville 
Ira  Neeley  Kelley 
Portland 
Albert  G.  Dittes 
James  T.  Ladd 
R.  W.  Simonton,  Jr. 

Westmoreland 
Thomas  F.  Carter 

TIPTON  COUNTY 
MEDICAL  SOCIETY 

Covington 
W.  A.  Alexander 
Travis  L.  Bolton 
Norman  L.  Hyatt 

B.  S.  McCullough 
James  S.  Ruffin,  Jr. 

H.  Stirl  Rule 

J.  D.  Witherington 

Munford 

Hugh  W.  Vaughn 
A.  S.  Witherington,  Jr. 

WARREN  COUNTY 
MEDICAL  SOCIETY 

McMinnville 
Wallace  B.  Bigbee 
Julius  P.  Dietrich 
Joseph  F.  Fisher 
John  C.  Gaw 
James  L.  Moore 
T.  L.  Pedigo 

C.  E.  Peery,  Jr. 

James  E.  Philips 

K.  C.  Richmond 
Bethel  C.  Smoot 
J.  R.  Troop 

Spencer 

Margaret  Rhinehart 

WASHINGTON-CARTER 
UNICOI  COUNTY 
MEDICAL  SOCIETY 

Bristol 
Jan  DeWitt 

Elizabethton 

R.  J.  Allen 
Hoyle  Bowman 

S.  Martin  Bronson 
Lloyd  T.  Brown 
Richard  Bucher 

“Estill  L.  Caudill 
Estill  L.  Caudill,  Jr. 
W.  G.  Frost 
R.  Eugene  Galloway 
Royce  L.  Holsey 
Elmer  T.  Pearson 
Edgar  E.  Perry 
R.  H.  Reiff 

D.  M.  Sholes,  Jr. 

D.  J.  Slagle 
Charles  J.  Wells 

Erwin 
Earl  Baines 
Robert  H.  Harvey 
Nat  E.  Hyder,  Jr. 
Johnson  City 


E.  Malcolm  Campbell 

J.  C.  Chambers 
William  J.  Cone 
Lewis  F.  Cosby 
Alfred  N.  Costner 
C.  M.  Creech 
Douglas  H.  Crockett 
Horace  B.  Cupp 
Robert  G.  Dennis 

B.  E.  Dossett,  Jr. 
Mackinnon  Ellis 
Thomas  J.  Ellis 

“Walter  Fleischmann 
Cassius  W.  Friberg 
Byron  W.  Frizzell 
“Ira  M.  Gambill 
Newton  F.  Garland 
James  W.  Gibson,  Jr. 

L.  E.  Gordon,  Jr. 

C.  E.  Goulding,  Jr. 
Charles  S.  Gresham 
James  O.  Hale 
Ben  D.  Hall 
Walter  D.  Hankins 
Charles  H.  Hillman 
Sam  W.  Huddleston 

“Ulysses  G.  Jones 
John  F.  Lawson 
Carroll  H.  Long 
Thomas  P.  McKee 
John  B.  McKinnon 
Walter  A.  McLeod 
W.  T.  Mathes,  Jr. 
Gordon  L.  Mason 
Edwin  A.  Meeks 
Ray  W.  Mettetal 
John  M.  Miller 
W.  Rutledge  Miller 
Lawrence  S.  Moffatt 

R.  S.  Morrison,  Jr. 
Cowan  Moss,  Jr. 
Harry  Myron,  Jr. 
Peter  A.  Oliva 
Orland  S.  Olsen 
C.  O.  Parker,  Jr. 

John  P.  Platt 
Thomas  P.  Potter,  Jr. 
Randolph  P.  Powell 
James  Jacob  Range 

G.  A.  Rannick 

B.  A.  Richardson 

K.  L.  Roark 
Clarence  L.  Ruffin 
J.  M.  Sams 
George  K.  Scholl 
Alvin  D.  Shelton 

H.  H.  Sherrod 

M.  Sidky-Afifi 
Charles  K.  Slade 
Mel  D.  Smith 
Edward  B.  Steffner 
H.  F.  Swingle,  Jr. 
Lawrence  G.  Thome 

C.  T.  R.  Underwood 
C.  T.  Vandiver,  Jr. 

S.  E.  Vermillion 
Phil  V.  Walters 
Edward  T.  West 
Norman  E.  White 
William  A.  Wiley,  Jr 
H.  J.  Williams 
John  M.  Wilson 
Charles  P.  Wofford 

Jonesboro 
Norman  E.  Sawyer 
“Arthur  J.  Willis 

Mountain  Home 
Martin  Kerlan 
Harry  N.  Waggoner 
Shelburne  D.  Wilson 


Greenfield 
“Ira  F.  Porter 
Nathan  F.  Porter 

Martin 
Hobart  Beale 
R.  W.  Brandon,  Jr. 
Robert  G.  Patrick 

O.  Kay  Smith,  Jr. 

J.  W.  Shore 

E.  C.  Thurmond,  Jr. 

T.  Thomas  Warren 


WHITE  COUNTY 
MEDICAL  SOCIETY 

Sparta 

Wm.  Harold  Andrews 
Robert  F.  Baker 
Donald  H.  Bradley 
Charles  A.  Mitchell 
Charles  B.  Roberts 

L.  H.  Smith,  Jr. 


WILLIAMSON  COUNTY 
MEDICAL  SOCIETY 

Franklin 

William  F.  Encke 
Fulton  M.  Greer,  Jr. 
Robert  M.  Hollister 
Howell  P.  Hoover,  Jr. 
“R.  H.  Hutcheson,  Sr. 
Anthony  J.  Lee 
William  Walter  Pyle 
“James  Otey  Walker 
Joseph  L.  Willoughby 
Eugene  S.  Wolcott 


WILSON  COUNTY 
MEDICAL  SOCIETY 

Lebanon 

J.  C.  Bradshaw,  Jr. 
Joe  F.  Bryant 
Morris  D.  Ferguson 
Harvey  H.  Grime 
Albert  T.  Hall 
“O.  Reed  Hill 
Roscoe  C.  Kash 
James  P.  Leathers 
Charles  T.  Lowe 
Drew  McFarland,  III 
Sam  B.  McFarland 
Thomas  R.  Puryear 
John  H.  Tilley 
Robert  P.  Turner 


DECEASED 

MEMBERS 

1971 


BLOUNT  COUNTY 
MEDICAL  SOCIETY 

Louisville 
Beulah  Kittrell 


BRADLEY  COUNTY 
MEDICAL  SOCIETY 

Cleveland 
C.  S.  Heron 


CHATTANOOGA- 
HAMILTON 
COUNTY  MEDICAL 
SOCIETY 

Chattanooga 


Charles  E.  Allen 
W.  P.  Bailey,  Jr. 
Willard  H.  Bennett 
Justin  Cline  Blevins 
Joseph  R.  Bowman 
Clyde  O.  Brindley 
George  H.  Brown 
Duane  C.  Budd 

G.  J.  Budd 

H.  W.  Burnette 


WEAKLEY  COUNTY 
MEDICAL  SOCIETY 

Dresden 
Ken  Chandler 
Edward  H.  Welles,  Tr. 
Paul  W.  Wilson 

Gleason 
Robert  M.  Jeter 


John  E.  Frazier 
Francis  R.  Hackney 
Harold  J.  McAlister 
Oscar  B.  Murray 

N.  B.  Morris,  Jr. 

A.  M.  Patterson 

O.  F.  Von  Werssowetz 

Rossville,  Ga. 
James  C.  Wright 
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Bolivar 

Bedford  F.  McAnulty 
Humboldt 
James  D.  Rozzell 
Jackson 

John  E.  Powers 

DAVIDSON  COUNTY 
MEDICAL  SOCIETY 

Gallatin 
R.  K.  Galloway 
Nashville 
H.  B.  Brackin,  Sr. 
Robert  A.  Brown,  Jr. 
Herbert  Duncan 
W.  E.  Reynolds 
Frank  E.  Whitacre 
Jack  Witherspoon 

Westmoreland 
William  P.  Law 

FRANKLIN  COUNTY 
MEDICAL  SOCIETY 

Sewanee 
J.  L.  Parsons,  Jr. 

O.  N.  Torian 

KNOXVILLE 
ACADEMY  OF 
MEDICINE 

Knoxville 

E.  M.  Edington 
Garrison  Geller 

LINCOLN  COUNTY 
MEDICAL  SOCIETY 

Elora 

Alfred  L.  Griffith 


McMINN  COUNTY 
MEDICAL  SOCIETY 

Athens 

Roy  W.  Epperson 
W.  E.  Foree,  Sr. 

MEMPHIS-SHELBY 

COUNTY 

MEDICAL  SOCIETY 

Germantown 
John  L.  Dies 
Memphis 

F.  P.  Allen,  Jr. 

Giles  A.  Coors 
Ersel  A.  Crawford 
Clarence  H.  Glover 
C.  W.  Miller,  Jr. 

SULLIVAN- 
JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Bristol 

Fred  C.  McCall 

MONTGOMERY 
COUNTY  MEDICAL 
SOCIETY 

Dover 
Albert  R.  Lee 

WASHINGTON- 
CARTER-UNICOI 
COUNTY 
MEDICAL  ASSN. 

Elizabethton 
Robert  Allen 
Johnson  City 
C.  W.  Friberg 
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WANITIID 

PHYSICIAN,  citizen,  full  time,  salaried 
and  stock  option  medical  director  to  ad- 
minister testing  and  reporting  of  nation- 
wide multiphasic  screening  entity.  Should 
have  knowledge  of  testing  and  diagnostic 
procedures.  As  medical  director,  you  will 
be  responsible  for  quality  of  medical  test- 
ing and  accuracy  of  reports  sent  to  prac- 
ticing physicians. 

Contact  John  Bransford,  Jr.,  Chairman 
of  Board  of  American  Health  Profiles, 
2209  Crestmoor  Road,  Nashville,  Tennes- 
see 37215.  Telephone:  AC  (615)  385-1130. 


WHITE  SURGICAL  SUPPLY  CO. 

1921  50  Years  1971 

Service  to 

PHYSICIANS  AND  HOSPITALS 

Owner  Operated 

DISTRIBUTORS 

of  Quality  Products 

EQUIPMENT— INSTRUMENTS 
—SUPPLIES 

White  Surgical  Supply  Co. 

127  Bearden  Place,  N.E. 

Knoxville,  Tennessee 
Phone  546-3701 


rTMP  0jM'5t 

HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  46  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 
AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 


gjiCC  Cftest 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  Medical  Association  is  designed  to  assist  both  physicians 
and  communities  and  is  offered  as  a public  service.  Further  information  is  available  from  the 
Public  Service  Office  of  TMA,  112  Louise  Avenue,  Nashville,  Tennessee  37203 — phone  327-1451. 


Locations  Wanted 

GENERAL  SURGEON,  age  44,  graduate  of 
Cairo  University  School  of  Medicine  in  1946, 
wants  associate,  clinical  or  solo  practice  any- 
where in  Tennessee  with  20,000  plus  population. 
Board  eligible.  Married.  Available  immediately. 

LW-657 

• 

PATHOLOGIST,  age  29,  graduate  of  the  In- 
diana University  School  of  Medicine  in  1968, 
wants  assistant,  associate  or  solo  practice  any- 
where in  Tennessee.  Married.  Protestant. 
Presently  completing  residency.  Available  Feb- 
ruary, 1972.  LW-756 

• 

ORTHOPEDIC  SURGEON,  age  33,  graduate  of 
Wayne  State  University  School  of  Medicine  in 
1965,  wants  associate  or  solo  practice  anywhere 
in  Tennessee.  Married.  Presently  completing 
residency.  Available  July,  1972.  LW-763 

• 

INTERNIST,  age  31,  graduate  of  Vanderbilt 
University  School  of  Medicine  in  1966,  wants 
clinical  or  group  practice  anywhere  in  Tennessee. 
Married.  Protestant.  Available,  July,  1972. 

LW-764 

• 

PATHOLOGIST,  age  48,  graduate  of  North- 
western University  Medical  School  in  1947, 
wants  associate  or  group  practice  anywhere  in 
Tennessee.  Married.  Retiring  from  USPHS. 
Available  immediately.  LW-766 


UROLOGIST,  age  34,  graduate  of  Medical  Col- 
lege of  Georgia  in  1967,  wants  associate  or 
group  practice  anywhere  in  Tennessee.  Present- 
ly in  residency.  Married.  Protestant.  Available 
July,  1972.  LW-767 


THORACIC  SURGEON,  age  32,  graduate  of 
University  of  Mississippi  Medical  School  in 
1965,  wants  clinical  or  group  practice  anywhere 
in  Tennessee.  Presently  in  residency.  Married. 
Protestant.  Available  July,  1972.  LW-768 

• 

THORACIC  SURGEON,  age  48,  graduate  of 
Duke  University  School  of  Medicine  in  1947, 
wants  associate  practice  anywhere  in  Tennessee. 
Married.  Protestant.  Retiring  from  Air  Force. 
Available  August,  1972.  LW-769 

• 

OB-GYN,  age  33,  graduate  of  Medical  Col- 
lege of  Virginia  in  1964,  wants  associate  or 
group  practice  anywhere  in  Tennessee.  Married. 
Protestant.  Presently  in  residency.  Available 
July,  1972.  LW-770 

• 

INTERNIST,  age  29,  graduate  of  Mississippi 
Medical  College  in  1967,  wants  group  practice 
anywhere  in  Tennessee.  Married.  Protestant. 
Available  July,  1973.  LW-771 


Physicians  Wanted 

GENERAL  PRACTITIONER,  UROLOGISTS 
and  GENERAL  SURGEON,  needed  as  associates 
in  well  equipped  clinic  in  West  Tennessee  town. 
Office  space  and  housing  available.  Expanding 
community  with  excellent  living  conditions. 

PW-288 

• 

GENERAL  SURGEON,  needed  as  associate  in 
Middle  Tennessee  metropolitan  city.  Office 
space  and  equipment  available.  Good  housing. 
Locale  of  several  hospitals.  Numerous  cultural 
and  recreational  activities.  PW-290 

• 

GENERAL  PRACTITIONER,  needed  in  Middle 
Tennessee  town  of  28,000  population.  Office 
space  and  equipment  available.  Good  housing. 
Varied  recreational  facilities.  Approximately  11 
other  physicians  in  area.  PW-291 


GENERAL  SURGEON,  needed  as  associate  in 
West  Tennessee  College  town  of  8,000  population. 
Age  in  30’s.  Board  eligible  or  certified.  Office 
space  and  equipment  available.  Near  78-bed 
hospital  with  modern  facilities.  Salary  to  start. 

PW-300 

• 

GENERAL  PRACTITIONER,  needed  in  East 
Tennessee  town  of  15,000  population.  Office 
space  and  equipment  available.  Near  progressive 
industrial  area.  Age  25-35.  Would  prefer  native 
Tennessean.  Only  one  physician  presently  in 
area.  PW-305 

• 

GENERAL  PRACTITIONER,  needed  in  Middle 
Tennessee.  Office  to  be  built,  drugstore  nearby, 
potential  unlimited.  Fishing  and  Hunting.  Near 
Kentucky  Lake  and  Barkley  Lake.  PW-317 

• 

ORTHOPEDIC  SURGEON,  Board  certified  or 
eligible  needed  to  join  multi-specialty  group  in 
East  Tennessee  metropolitan  area  of  275,000 
people.  Excellent  salary  first  year  with  oppor- 
tunity to  become  full  partner  within  the  first 
year,  if  mutually  satisfactory.  PW-318 

• 

GENERAL  SURGEON,  needed  in  West  Ten- 
nessee metropolitan  city  to  associate  with  two 
other  general  surgeons  in  private  surgical  prac- 
tice. Particulars  upon  request.  PW-338 

• 

GENERAL  PRACTITIONER,  needed  as  asso- 
ciate in  modern,  progressive,  industrial  city 
located  in  East  Tennessee.  Age  25-40.  Office 
space  and  equipment  available.  Near  two  well 
equipped  hospitals.  PW-339 

• 

INTERNIST,  needed  in  West  Tennessee  metro- 
politan city  to  join  two  other  internists  in  a busy, 
general  internal  practice.  New  large  medical 
building  across  street  from  200-bed  hospital 
presently  under  construction.  Liberal  income 
and  corporate  benefits.  We  seek  a career  asso- 
ciation. PW-340 
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